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Patient Name: _________________________________________________.             DOB:_________________________.
How did you hear about us? _________________________________________________________________________________________________.
Reason for Consultation:______________________________________________________________________________________.
Past Medical History: _______________________________________________________________________________.
_________________________________________________________________________________________________.
Past Surgical History with Dates: ______________________________________________________________________.
_________________________________________________________________________________________________.
Medications: ____________________________.   ____________________________.   __________________________.
          ____________________________.   ____________________________.   __________________________.
Do you take any of the following?
·   Blood thinners (e.g.aspirin, plavix, coumadin, NSAIDs)
·   Oral contraceptive medication (e.g. birth control)
·   Herbal medications (e.g. fish oils)
Do you have any allergies? If so, please list: ____________________________________________________________.
Do you or any of your family members have a history of:
·   Blood clots (deep vein thrombosis (DVT), pulmonary embolism (PE))
·   Breast cancer, skin cancer, or any other cancers
·   Scarring problems (e.g. keloid or hypertrophic scarring)
·   MRSA skin infections
·   Adverse anesthesia events (e.g. post-procedure nausea/vomiting, malignant hyperthermia)
·   Other:______________________________________________________________________________.
Do you smoke or use and nicotine products (e.g. vaping, gum, patch)? _______________________________________.
·   If former smoker, when was your quit date? __________________________________.
·   If active smoker, how many packs per day?   __________________________________.
How many alcoholic beverages do you consume per day/week? ____________________________________________.

Do you have any current or previous use of illicit or narcotic drugs including marijuana, cocaine, or opiods (e.g. Noroco, Vicodin, Oxycodone, or heroin, etc.?) If yes, please explain: ________________________________________.

Breast History (if interested in breast surgery):
· Current bra size: ____________________________.
· Goal bra size:      ____________________________.
· Any history of breast biopsies? _______. If yes, what did pathology show? _______________________.
· What is the date of your last mammogram? ____________________________.                                          Were there any abnormal findings? ___________________________________.
Gynecologic History (if interested in breast or body contouring surgery):
· How many times have you been pregnant? ____________________________.                                              C-Section or vaginal delivery? _______________________________________.                                          Did you breastfeed? ____________________________.
· Are you planning future pregnancies? ____________________________.
·  Do you have any hernias? ____________________________.
· Do you have separation of your abdominal muscles (e.g. diastasis recti) ________________________?
Social History:
· Occupation: _________________________________________________________________________.
· Who do you live at home with? _________________________________________________________.
· Has your weight been stable over the past 6 months? _______________________________________.
Height: ______________________. Weight: ______________________.
· Do you exercise? ________.  If so, how often and what type? _________________________________.
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