
Cyber Consultation Form 

 

Today’s Date 

Name 

Mailing Address 

City    State   Zip 

Phone Number 

DOB   Age   Height   Weight 

Email Address 

Occupation 

Which Doctor would you like to see? 

How did you hear about us? 

Did another Doctor refer you?  If so, please name. 

How did you find our website? 

What is your reason for seeing the Doctor?  What procedures are you contemplating?   

 

Have you had previous cosmetic surgery or injections? 

Personal Surgical History – Please list all operations and hospitalizations you have had. 

 

Medical History – Do you have or ever had any of the following? 

(See Medical/Surgical History form for list) 

 

Date of last physical exam 

Medical allergies 

Current medications 

 

Do you smoke?  Exercise regularly?  Any chance you could be pregnant?  Do you drink alcohol?  
How much?  How often?  Have you ever used LSD/Speed/Cocaine/Marijuana? 


