MICHAEL A. PERSKY, M.D., F.A.C.S.
SARMELA SUNDER, M.D.

COSMETIC AND FACIAL PLASTIC SURGERY 

PATIENT MEDICAL HISTORY

Patient Name:_________________________________________  Date:______________

Please answer all questions below.  Circle Y or N.  If you answer “yes” please explain. Use reverse side of paper if necessary.                   
                                                                                               Weight__________________
Do you or have you ever had:                                               Date of Birth______________
	Y or N   Seizures, strokes, weakness, blackout spells, or migraines?


	Y or N   Any other Major illness? (i.e. Cancer, Lupus)_________________________________



	Y or N   Heart problems? (Heart attack, Pacemaker, Mitral Valve Prolapse, or Chest Pain)

Date of last chest x-ray__________

Date of last EKG_______________


	Y or N   Any prior surgeries? Cosmetic or medical procedures?_______________________________
​​​​​__________________________________________

​__________________________________________
__________________________________________

DO YOU HAVE ANY FACIAL IMPLANTS? Yes/No


	Y or N  Any reactions to a local, general or topical anesthetic?
Y or N  Family history of reactions?
	Y or N   Do you take any Medications, Vitamins, Herbal Preparations, Aspirin or Diet Pills? Please List:____________________________________
Which is more important to you for lines, wrinkles, or folds? Gradual results that last 2 + years or immediate results that last 1 year? _____________________


	Y or N   High or Low Blood Pressure?
	Y or N   Allergies to any Drugs, Iodine, Adhesive Tape, Food, or Latex?

	Y or N   Breathing Problems? (Emphysema, Asthma, Hay Fever, Shortness of Breath or Sinusitis?
	Y or N   If female, any possibility that you might be pregnant?  Last menstrual cycle?__________

	Y or N   Tuberculosis?
	Y or N   Do you use recreational drugs?

	Y or N   Stomach problems? (Digestion, Reflux, Ulcers, Hiatal Hernia)
	Y or N   Do you use alcohol?  How often? ________

	Y or N   Kidney problems?
	Y or N   Do you smoke? Packs per day? __________


	Y or N   Liver Disease? Hepatitis or Jaundice?
	Y or N   Diabetes? (High Blood Sugar)

	Y or N   Do you have a history of any scarring or Keloids?
	Y or N   Have you EVER had a cold sore or fever blister? (VERY IMPORTANT FOR LASER PROCEDURES!)

	Y or N   Depression, Anxiety Attacks or Psychiatric Conditions?
	Y or N   Do you exercise daily?__________



	Y or N   Bleeding Problems? (Do you take Aspirin Products, Any Blood Transfusions?
	Y or N   Do you have any mobility problems?


Patient Signature_______________________________Date_______________________
