
Mountain Brook Plast ic Surgery New Pat ient

Please print  and f ill out  completely

_____/_____/_____
Today's Date

________________________________________  _____/_____/_____  _______   ___M ___ F
Name: First Middle Initial Last      Bir thday: m/d/yr    Age            Gender

__________________________
Social Securit y No.

__________________________________________________________________________________________________
Home Address    City                   State Zip Phone (Please include area code)

_______?_______?       _______________                              _______________________________________________            __________________________________________

   Height    Weight           Pharmacy Name/Locat ion              Pat ient  Portal E-mail Address

Is this a consultat ion for cosmet ic procedures?  __ Yes  __ No If not: __________________________________
         Insurance Coverage

Please indicate which procedures you are interested in discussing with Dr. de la Torre:

____Botox/Dysport  ____Dermal Filler Injections ____Face/Neck Lift  ____Forehead Lift  

____Eyelid Surgery ____Laser Resurfacing ____Breast Lift ____Breast Enlargement ____Breast Reduction 

____Liposuction ____Abdominal Tightening ____Body Contouring ____Thigh Lift ____ Arm Lift 

____Lip Enlargement ____Other: ___________________________

Do you have any medical problems, which require t reatment ? If so, please indicate below:

____Diabetes  ____Bleeding Problems ____Cancer ____Anemia ____Stroke ____High Blood Pressure

____Blood Clots ____Lung Problems ____Heart Trouble ____Heart attack ____Dizziness/Vertigo               

____Kidney Trouble ____Fallen within the past 12 months ____History of Impaired Gait ____Fall Risk         

____Use Walker, Cane, or Assistive Device ____Other: _________________________

Please list  any prior surgeries: 
Surgery  Date Physician  Hospital

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________
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Please list  all current  medicat ions (include over-the-counter medications):

  Medicine     Dose                 Frequency     Medicine          Dose                  Frequency

1. __________________________________________ 5. _____________________________________________

2. __________________________________________ 6. _____________________________________________

3.__________________________________________ 7. _____________________________________________

4. __________________________________________ 8. _____________________________________________

List  drug allergies: ____None ____Penicillin ____Sulfa ____"Mycin" ____Aspirin ____Codeine 
____Demerol  ____Other: ________________

Please indicate the type of  react ion you have experienced with the medicat ion:
________________________________________________________________________________________________

________________________________________________________________________________________________

Please indicate any health problems, of  which any of  your blood relat ives have or had:

Are you pregnant ? N/A _____ No _____  Yes _____ If  so, due date? _____________

Are you experiencing pain? No _____ Yes ____ If  so, where? ______________

Pain Score: (If applicable, pleases indicate level of pain):

No Pain ...        0 ___ 1 ___ 2 ___ 3 ___ 4 ___ 5___ 6 ___ 7 ___ 8 ___ 9 ___ 10 ___ ... Severe Pain 
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Relat ive

____________________________________

____________________________________

____________________________________

____________________________________

____________________________________

Health Condit ion/Disease

_______________________________________________________

______________________________________________________

______________________________________________________

______________________________________________________

_____________________________________________________



Social History

Do you smoke or use tobacco? ____ No ____ Yes _______________ packs/day

If  former use, please indicate when stopped: ______________________________________________

If  so, t ype: _____ Cigarettes ____ Pipe ____ Smokeless _____ Tobacco ___ Other: ________________

Do you use alcohol? No ____ Former ____ Current ____ Daily ____ 

Type:  Beer _____ Wine ____ Liquor ___ Other: ______________

Is there a history of  substance abuse with you or your family? No ____ Yes ____

If  so, t ype: ____ Amphetamines ____ Cocaine ____ Marijuana ____ Methamphetaimes 

____ Prescription Medicines ____ Inhalants ____ Heroine ____ Hallucinogens/LSD 

____Other: ______________

Is there a history of  physical/verbal abuse or neglect  with you or your family?  _____ No  _____ Yes 

If  so, would you like to be contacted by  Social Services?  ____No ____ Yes  __ Other: ___________

Do you feel safe in your home? ___ No  ____ Yes 

Please describe your home environment : 

Lives with:  ____ Alone  ____ Children ____ Father ____ Mother ____ Parents ____ Siblings 

____ Significant Other _____ Spouse ____ Other : _____________

Describe your diet :

Type: ____ Regular ____ Soft ____ Calorie Controlled ____ Vegetarian ____ Other: _______________

Are there Cultural/Spiritual pract ices that  we should be aware of ? ____ No ____ Yes

Explain: ________________________________________________________________________________________

Describe  your work: ____ None ____ Employed ____ Student ____ Retired __________________________

_________________________________________ _____________________________

Jorge de la Torre, M.D. Date
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