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PATIENT INFORMATION

LAST NAME _______________________________ 	FIRST NAME _____________________________

DATE OF BIRTH  ___________________________

ADDRESS_________________________________________________________________________________


CITY _____________________________STATE _______________ZIP CODE _________________________


EMAIL ADDRESS __________________________________________________________________________

HOME # __________________________________________MOBILE # _______________________________

[bookmark: OLE_LINK21][bookmark: OLE_LINK22]OCCUPATION ____________________________________ WORK # ________________________________

EMPLOYER _______________________________________________________________________________

WHO MAY WE THANK FOR REFERRING YOU TO US ? ________________________________________

EMERGENCY CONTACT:

LAST NAME ___________________________________   FIRST NAME _____________________________

                            MOBILE # _________________________________________

The above information is true and correct to the best of my knowledge. I give my consent to Dr. Stephen H. Fink to provide medical consultation and or treatment. I understand I am responsible for charges incurred. I authorize Dr. Stephen H. Fink to take and use my photos for professional-medical purposes. Including but not limited to patient education, electronic digital and video for education purposes, lay publication, advertising, print advertising, website or social media.  I authorize Dr. Stephen H. Fink to obtain my medical records as needed for my treatment and care.

Patient Signature: _____________________________________________________   Date: _______________

                      Print Name: __________________________________________________________
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PATIENT MEDICAL HISTORY

	Are you pregnant or nursing?
	Y/N
	Liver insufficiency, Cirrhosis or active Hepatitis?
	
Y/N

	Are you currently undergoing radiation therapy or chemotherapy?
	
Y/N
	Blood clots or Pulmonary Embolism?
	Y/N

	Have you ever had a connective tissue disorder such as Ehlers Danlos Syndrome, Lupus, Scleroderma, Rheumatoid Arthitis, Wegener’s Disease, or Sarcoidosis?
	


Y/N
	Diabetes that requires medication?
	Y/N

	Have you had surgery of the face or neck within the previous 6 months?
	
Y/N
	High Blood Pressure (Hypertension)?
	Y/N

	Bleeding Disorder?
	Y/N
	Heart Disease or heart problems?
	Y/N

	Abnormal Scarring?
	Y/N
	Do you have a pacemaker or AICD?
	Y/N

	Allergy or reaction to latex?
	[bookmark: OLE_LINK37][bookmark: OLE_LINK38][bookmark: OLE_LINK39][bookmark: OLE_LINK40][bookmark: OLE_LINK41][bookmark: OLE_LINK42][bookmark: OLE_LINK43][bookmark: OLE_LINK44][bookmark: OLE_LINK45]Y/N
	Oxygen dependent COPD or severe asthma?
	Y/N

	Lidocaine allergy?
	Y/N
	Have you ever had a stroke or TIA?
	Y/N

	Epinephrine sensitivity?
	Y/N
	Are you a current smoker?
	Y/N

	Prior parotidectomy (salivary gland removal)? 
	Y/N
	Do you consume alcohol? If yes, how often?  Weekly/Social/Occasionally (circle)
	Y/N

	[bookmark: _Hlk503356503]Obstructive Sleep Apnea?
	Y/N
	Severe dry eyes?
	Y/N

	Are you currently under a pain contract?
	Y/N
	Do you take medical marijuana, how often?
	Y/N




If you answered yes to any of the above questions, please provide details below: _________________________________________________________________________________________

Please list all previous surgeries: _______________________________________________________________

Please list all medications and dosages:
__________________________________________________________________________________________

Please list all allergies: __________________________________________________________________________________________

Is there anything else Dr. Fink should know regarding your health?: _________________________________________________________________________________________

_________________________________________________________________________________________

Name of your Physician: ______________________________ Phone Number: _________________________


I certify that all information I have listed above is accurate and complete to the best of my knowledge.  

[bookmark: OLE_LINK49][bookmark: OLE_LINK50][bookmark: OLE_LINK51][bookmark: OLE_LINK46][bookmark: OLE_LINK47][bookmark: OLE_LINK48][bookmark: OLE_LINK28]Signature: ____________________________ Print Name: _________________________ Date ____________

Dr. Signature: _________________________________________ Date: ____________
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Our goal is to address all your surgical concerns today. Please, take a moment to answer these questions. This will help us have a better understanding of your goals so we can present you with the best options available to you. 



In your words, please describe the main reason for your visit today.  

_______________________________________________________________________________________
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Have you had or plan on having other consultations? _________________________________________
 
What was your overall experience from your previous consultations?  ___________________________

___________________________________________________________________________________

When do you plan to have your surgical procedure?__________________________________________

What are your goals? __________________________________________________________________

How long have you been considering this? _________________________________________________

Are you working within a budget?  If so what are the financial parameters? _______________________ 

Are you interested in discussing Botox, fillers, or skincare? ____________________________________ 
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