DI

Downsize Liposuction
CLNTLR OF HOUSTON

PATIENT MEDICAL HISTORY FORM

Lagt Name: First Name: Sexi F M
Address: I State___ Zip-
Home Phone Cellular Email
Blrthdate _Aga: Helght ‘Welght Walst PantSize__ Shirt Size___
Person to Contact in Case of Emergency and Telephona Number
Family Physician: ___Phone:
Occupation:,
Please answer the following by Clreling YES or NO):
High Blood Pressure: YES NO Skin Disease: YES NO
Bleeding Disorder: YES NO Thyroid Discase: YES NO
Anemia: YES NO Lung Disease: YES NO
Liver Disease:  YES NO Tuberculosis: YES NO
Heart Disease: YES NO Hepatitis: YES NO
Psychiatric lliness:  YES NO Diabetes: YES NO
HIV: YES NO Shortness of Breath:  YES NO
Herpeslorll: YES NO Relold Scarting:  YES NO
Blood Clots: YES NO Kidney Disease; YES NO
History of Seizure: YES NO  Dizziness or Fainting: YES NO
Asthma: YES NO Vascular Disease:  YES NO
Hernia/Umblilical:| cutrently have one/have history of having one: YES NO
tavn you ever had Liposuction? YES/NO What Arce ___ Mooth/Yeat

Have you had Gastric Dypass, Sleeve, Lapband, of other Welglu Liss Surgerses: V/N Month s0d Yesr

Have you ever lost ever 508bs? YES/NO How mnch weight have youo Inar? Mamth and Year —
Pliase st any other medical history the doctoe stiould be aware

of: o e -

Havw you ever hadd ans HIV tese? YES/NO 1f YES thet When Teosules:

Have you recently boon under the care of a phyniclan for any reason?  VES  NO
I “YES" please explain:
(for Womsen)Are you or could you be pregnant? YES/NO Last Memtiual Perlod. 7 ¢
{far Women) Arv you breastfoeding:  YES/NO
MEDICATION:

Please list medicatinons you currently take, Including appetite suppeessants, vitamios, herbal supplesmames, or any
homeopathic medication:

Mirve you taken Accutane or Anticongulants in th Last & months? YES No

Der you have any ALLERGIES anil/or SENSITIVITIES? (Please (nidicate by circiing YES we NO)

Pemdclllin. YES NO  Aspitin.  YES NO  Lidecaine YES  NO Novocslne YES NO
Sulfa YES NO  Xylocaine: YES NO  Codelne  VES  NO

Litox YES RO Shelllish:  YES NO  Valien YIS NO

Any Other:

Clgarette Smoking: YES NO  How long since lust use snid how mmany?.
Alcohol Use:  YES NO How much?
Doyou take Vitamin B: VES NO Drglse  YES NO
Please list all previous sirgeries, as well as cosmetic.

;v complications ot problems during ot folhm;;th;bm procedure; YES NO
Which body areafarcas would you Hioe treaged:

What are yous expectations foz liposoction?

Signatues: K _Dite:



)((

Downsize Liposuction

CLENTLER OF HOUSTON
PATIENT MEDICAL HISTORY FORM

Last Name: First Name: Sex: F M
Address: City: State____ Zip:
Home Phone Cellular Emall
Birthdate Age: Helght Weight Waist Pant Size_ Shirt Stxe
Person to Contact In Case of Emergency and Telephona Number
Famlly Physiclan; Phone-
Occupation:
Please answer the following by Circling YES or NO:
Bleeding Dicorder: YES NO Thyroid Disease: YES NO
Anemia: YES NO Lung Disease: YES NO
Liver Disease:  YES NO ‘Tuberculosts: YES NO
Heart Discase. ' YES NO Hepatitis: YES NO
Psychiatriciilness:  YES NO Mabetes: YES NO
HIV: YES NO Shortnessof Breath: YES NO
Herpesloril: YES NO Kelold Scarring:  YES NO
Blood Clots: YES NO Kidney Disease: YES NO
History of Seleure:  YES NO  Dizziness or Fainting: YES NO
Asthimma:  YES NO ~ Vascular Disease:  YES NO
mmmm:mmmnmnammm YES NO
Have you ever had Lipasaction? YESINO What Arex Month/Yeat
Have you had Gastric Bypass, Sleeve, Lapbud, ot other Weiglt Loss Surgerses: Y/N Month and Yes:
Have you ever lost over 508bs? YES/NO How miach weight have youo lost? Manth and Year

Please Yst any other medical history th doctoe shoald be sware
of:, . B L )
Have you svet had an HIV tesa? YESUNOD If YES thon When Resulee:
Havo you recently beets sinder the care of a phyxician for anyreason?  VES  NO
I UYES" please explain:

(for Waenen)Are you o could you be prognant? YES/NO Last Metstrual Petlod:

(lor Womesn) Are you breastfesding:  YES/NO

MEDICATION:
Pleane st tedications you curtently take Inclusding appetste suppeessants, vitaming, herbal supplements, or any
hameopathic medication:
Hive pout taken Accutane or Anticoagulants In the Last 6 raonthe? YES No
Do you hiave any ALLERGTES and/or SENSITIVITIES? (Please Inddceate by clerling YES or NO)

Ponicillin: YES NO Asplrin.  YES NO  Lidocaine: YES  NO Novocainw: YES NO
Sulfa YES NO  Xylocaie: YES NO  Codese  YES  NO

latex: YES N0 Shellfh.  YES NO Vallem: YEE MO

Any Other:

Cigarette Smoking:  YES NO  How Jonig since lost use wnd how ymany?
Alohol Use:  YES NGO How much?

Doyod take ViominE: YES NO  Druglse VES NO

Please list all previoas sirgerios, as well as cosmetic

Any complications ot probloms during or following the abowe procedsire: VES  NO
Which body dreafareas would you Hiee treated:

What are your expectations foz lipowoction?

Signature: Date;




