
AESTHETIC SURGERY ASSOCIATES 
Patient Information 

 
Patient’s Full Name: ____________________________________   Sex:  M     F     
 
Address: ____________________________________City: __________________State: _________Zip:_______________ 
 
Home Phone: _____________________Work Phone: ____________________Cell Phone: _________________________ 
 
E-Mail: ____________________________________________      Social Security # _______________________________ 
 
Date of Birth: __________________ Age: _________  Marital Status__________________________________ 
 
Emergency Contact: ______________________Telephone: ________________Relationship to Patient: _______________ 
 
Referred By: ________________________            Reason for Visit: ___________________________________________ 

Family Doctor’s Name and Phone Number:  _________________________________________________________________ 

 
Clinical Data         Height: __________ Weight: __________       Latex Allergy:  Y   N         Special Diet: ____________ 
 
Allergies: Y   N   Specify: _______________________________________________________________________________ 

_____________________________________________________________________________________________________ 

Medications: (Include regular use of Aspirin) ________________________________________________________________ 

_____________________________________________________________________________________________________ 

_____________________________________________________________________________________________________ 

Medical History   Personal        Family 
Hepatitis     Yes   No   How long present? __________________________ Yes      No 
High Blood Pressure   Yes   No   How long present? __________________________ Yes      No  
Heart Disease    Yes   No   How long present? __________________________ Yes      No 
Heart Attack   Yes   No   How long present? __________________________ Yes      No 
Heart Murmur   Yes   No   How long present? __________________________ Yes      No 
Diabetes     Yes   No   How long present?  __________________________Yes      No  
Cancer     Yes   No   How long present? __________________________ Yes      No  
Bleeding Problems                      Yes   No   How long present? __________________________ Yes      No  
Other Medical Conditions:      _____________________________________________________________________ 
             _____________________________________________________________________ 
             _____________________________________________________________________ 
Smoking History   Yes   No   Quantity    __________________________________________________ 
Alcohol Intake                            Yes   No   Quantity    __________________________________________________ 
 
Previous Surgery  
Operation  Year            Hospital             Anesthesia   Surgeon’s Name  
___________________________________________________________________________________________ 
___________________________________________________________________________________________ 
___________________________________________________________________________________________ 
 
Significant Complication/Side Effects from Operations ______________________________________________________ 
 

 
Maternity:  Number of pregnancies: _________________   Number of Children: ___________________ 

 
I hereby authorize Aesthetic Surgery Associates to furnish information to the insurance carriers concerning my illness and 
treatments and I hereby assign to the physician all payments for medical services rendered to myself or my dependents.  
 
SIGNATURE ________________________________________DATE _____________________________ 
         


