	     
	C. Benjamin Dunkley, D.O.

Facial Plastic and Cosmetic Surgeon

	

	Cosmetic PATIENT INFORMATION

	Name: Last
	First
	Middle
	Today’s date:

	
	

	Street address:
	Marital status:
	Cell phone no.:

	
	
	(          )

	City:
	State:
	ZIP Code:
	Home phone no.:

	
	
	
	(          )

	Employer:
	
	Social security:

	
	
	

	Describe work activities:
	Sex:
	Birth date:
	Age:

	
	( Male
	( Fem
	           /          /
	

	Other family or friends seen here:
	Email address:

	
	

	

	IN CASE OF EMERGENCY

	First contact:
	Relationship to patient:
	Best phone:
	( Cell
	( Home
	( Other

	
	
	(          )

	Name of friend or relative (not living at same address):
	Relationship to patient:
	Best phone:
	( Cell
	( Home
	( Other

	
	
	(          )

	

	Reason For Visit

	Procedure desired / Area of concern:

	

	Length of time you have considered cosmetic surgery:
	Why did you decided to do something now:

	
	

	

	procedures of interest

	Breast Augmentation
	( Yes  ( No
	Chin, Cheek or Lip augment.
	( Yes  ( No
	Nose Surgery/Rhinoplasty
	( Yes  ( No

	Liposuction/Smartlipo/Vaser
	( Yes  ( No
	Ear Surgery/Ear Pinning
	( Yes  ( No
	Skin Care - Obagi
	( Yes  ( No

	Tummy Tuck/Abdominoplasty
	( Yes  ( No
	Eyelid Surgery/Blepharoplasty
	( Yes  ( No
	Skin Resurfacing – Laser, TCA
	( Yes  ( No

	Mommy Makeover
	( Yes  ( No
	Facelift
	( Yes  ( No
	Thermacell
	( Yes  ( No

	Arm Reduction/Brachioplasty
	( Yes  ( No
	Fillers – Juvederm, Radiesse
	( Yes  ( No
	Thigh/Buttock Lift
	( Yes  ( No

	Breast Lift
	( Yes  ( No
	Laser hair removal
	( Yes  ( No
	Vaginoplasty/Labiaplasty
	( Yes  ( No

	Botox
	( Yes  ( No
	Laser Spider Vein Treatment
	( Yes  ( No
	Breast Reduction
	( Yes  ( No

	Brow Lift
	( Yes  ( No
	Male Breast Red/Gynecomastia
	( Yes  ( No
	Fat-Grafting
	( Yes  ( No

	Buttock Augmentation 
	( Yes  ( No
	Mole Removal/Scar Revision
	( Yes  ( No
	Other

	

	How did you find us?

	( Phone Book
	( Friend / Family - name:
	
	
	( Physician - name:
	
	

	( Bill Board
	( Online/Website - ( Google Search, ( Yahoo/Bing Search, ( Other:

	The above information is true to the best of my knowledge. I understand that I am financially responsible for any payment due to Envision Cosmetic Surgery for services received.

	
	
	
	
	

	  Patient / Guardian signature
	
	Date
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