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Atlanta Institute for Facial Aesthetic Surgery

980 Johnson Ferry Road; Suite 110
Atlanta, GA  30342

404-256-5428
Cosmetic Surgery Questionnaire

Please check those procedures that you are interested in discussing with the doctor.

_____ Rhinoplasty
_____ Cheek Augmentation
_____Chemical Peels
_____ Acne
_____ Chin Augment
_____ Lip Augmentation

_____ Foto Facials
_____ Facials
_____ Face or NeckLift
_____ Facial Liposuction

_____ Injectable Fillers
_____ Microdermabrasion
_____ Forehead Lift
_____ Protruding Ears

_____ Botox 

_____ Thermage/Aluma
_____ Eyelid Surgery
_____ Laser Skin Resurfacing
_____ Hair Removal Laser

What specifically do you wish to have corrected (i.e., what don’t you like about the above condition? 

















When did you begin to consider surgical correction? 








Why have you decided to have it done at this point in time? 







Have you consulted any other doctors about this? 









Have you discussed this surgery with your family? 

 Are they agreeable? 





Have you had any previous cosmetic surgery? 


 

When and what was done? 











Who performed the surgery? 



 Where was it performed? 




Were you satisfied with the results? 


 
If not, why? 






Has anyone in your family or a close friend had cosmetic or reconstructive surgery? 





What was done? 



 By whom? 







MEDICAL HISTORY

No
Yes
Have you ever received local anesthesia (Novocain or Xylocaine) by a Dentist or Doctor?

No 
Yes
Did you have any “reaction” to the anesthesia?

No
Yes
Do you take vitamins regularly?  Which ones? 





No
Yes
Did you ever have a “reaction” to a blood transfusion?

No 
Yes 
Do you have frequent skin infections, irritations or rashes? (Circle which ones)

No
Yes
Has any part of your body ever been paralyzed or numb?

No
Yes
Were you ever treated for any venereal disease?

No
Yes
Do you smoke more than ten cigarettes a day?

No
Yes
Do you drink more than six cups of coffee a day?

No
Yes
Do you usually take two or more alcoholic drinks a day?

No
Yes
Do you often get depressed?

No
Yes
Do strange places or people make you afraid?

No
Yes
Do you usually feel unhappy or depressed?

No
Yes
Does criticism upset you?

No
Yes
Do you wish you always had someone to advise you?

No
Yes
Are you considered a nervous/anxious person?

No
Yes
Have you ever received medical treatment for a “nervous condition”?

No
Yes
Are you easily upset or irritated?

No
Yes
Do you tend to hold a “grudge” when someone angers you?

No
Yes
Have you ever considered consulting a psychiatrist?

No
Yes
Women Only: Have you had “female” or GYN problems?

No
Yes
Are your periods often irregular? When was your last menstrual period? 




No
Yes
Men Only:  Have you ever had prostate problems?

No
Yes
Do you have any other medical problems that have not been covered?



Explain 










Signed 






  Date:




The information you have provided us is essential in our comprehensive evaluation in your case.  Please ask for the booklet on the surgical procedures you are interested in and write down any questions you may have so that we may discuss them in detail during your consultation.








Pradeep K. Sinha, MD, PhD, FACS
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Pradeep K. Sinha, MD











