
 
 
 

The Woodruff Institute 
                        2235 Venetian Court 

 

Naples, FL 34109 
 

COSMETIC SURGEY MEDICAL QUESTIONAIRE 
 
Name: ______________________________ D/O/B: ________________ Today’s Date: _______________ 
Occupation: ______________________ Marital Status:  Single     Married      Divorced     Widowed      Separated 
Spouse’s Name: ___________________________________________________________________________  
How were you referred to us? ________________________________________________________________ 
 
In which surgical procedure (s) or area are you interested in discussing?  
Rhinoplasty (nose) ____    Chin ____ Face or Neck Lift ____ Eyelids ____ Chemical Peel ____  
Laser ____ Dermabrasion ____ Scar Revision ____ Protruding Ears ____  
Removal of Cyst, Wart, Moles ____ Hair Transplantation ____ Other ____ 
What aspect do you wish to have corrected? _________________________________________________ 
_____________________________________________________________________________________ 
When did you consider surgical corrections? _________________________________________________ 
_____________________________________________________________________________________ 
Why have you decided to have it done at this point and time? ____________________________________ 
Have you consulted any other doctor about this? _______________________________________________ 
Have you discussed this surgery with your family?   YES NO Are they agreeable? YES  NO 
Have you had any  previous cosmetic surgery?  YES  NO  
When, where and what was done? ___________________________________________________________ 
Who performed the surgery? _______________________   Where you satisfied with the results? ______________ 
If not, why? __________________________________________________________________________________ 
Have you had any other surgery or an injury to the face, nose, neck, or eyes? ______________________________ 
When? ______________   Describe: _____________________________________________________________ 
Have you had any other prior surgery? _____________________________________________________________  
What was done and when was it performed? ________________________________________________________ 
Were there any complications? ___________________________________________________________________ 
Did you have any problems with anesthesia? _________________________________________________________ 
Did you have a normal recovery? __________________ Were you satisfied with the results? __________________ 
If not, why? ___________________________________________________________________________________ 
 
MEDICAL HISTORY 
When was your last physical? _____________________ Who is your family doctor? _________________________ 
Family doctor’s address: _________________________________________________________________________ 
Would you object to our contacting him/her in regard to any medical problem that might arise? _________________ 
Do you or your family members have:  (Indicate who)  Heart trouble _________ Diabetes ________________ 
Excessive bleeding tendencies ___________ Tuberculosis ____________   Thyroid problems ______________ 
High Blood Pressure ____________ Excessive bruising _______________   Excessive scarring _____________ 
Psychiatric or “nerve” problems _____________________ 
 
Do you have a family history of bleeding: 
From the nose ___________________ In the urine __________________ Vomiting blood __________ 
From the rectum _________________ Coughing up blood ____________ Other __________________ 
  
 
 
 
 



Are you taking any medications?  YES NO List them: ___________________________________________ 
Are you allergic to any medications? YES NO List them: ___________________________________________ 
Have you ever received local anesthesia (Novacaine or Xylocaine) by a dentist or a doctor? YES NO 
If so, any reaction? __________________________________________________________________________________ 
Do you or anyone in your family suffer from hair loss?    YES NO 
Are you considered a healthy person?     YES NO 
Do you have hay fever, nasal allergies or asthma?   YES NO  
Dou you have or have you had any problems with your eyes?  YES NO 
Do you have frequent pains in the chest?     YES NO 
Do you have any blood pressure problems?    YES NO 
Has you doctor ever said you had “heart trouble” or irregular heartbeat?  YES NO  
Do you have “stomach trouble” or ulcers?    YES NO 
Do you get short of breath easily?     YES NO 
Do you have or have you had chest or lung problems?   YES NO 
Have you ever had liver, gall bladder trouble or “yellow jaundice”? YES NO 
Do you have kidney disease?      YES NO 
Do you or your family members suffer from arthritis?   YES NO 
Do you have frequent skin infections, irritations or rashes?  YES NO 
Do you often have severe headaches or dizzy spells?     YES NO 
Has any part of your body ever been paralyzed or numb?   YES NO  
Have you ever had a convulsion or seizure?    YES NO 
Are you at risk for AIDS?      YES NO 
Have you ever had cold sores or fever blisters?    YES NO 
Are you frequently sick or ill?      YES NO 
Do you worry about your health?     YES NO 
Were you ever treated for anemia or any problems with your blood? YES NO 
Have you ever taken hormones or thyroid medication?   YES NO 
Do you smoke?       YES NO   How many cigarettes per day? ___  
Do you drink more than 6 cups of coffee per day?   YES NO 
Do you usually take two or more alcoholic drinks a day?   YES NO 
Do you often get depressed?      YES NO 
Are you considered a nervous person?     YES NO 
Have you ever received medical treatment for a “nervous condition”? YES NO 
Have you every been under the care of psychiatrist or psychologist? YES NO 
 Explain: _______________________________________________________________________________________ 
 
Women ONLY: 
When was your last menstrual period? _____________________  
Are you periods irregular?      YES NO 
If applicable, is the any possibility of pregnancy at this time?  YES NO 
Have you had “female” or GYN problems?    YES NO 
 
Men ONLY: 
Have you every had prostate problems?     YES NO 
 
 
___________________________________________________  ______________________________ 
Signature         Date 
 
 
The information you have provided us is essential in our comprehensive evaluation in your case.  Please write down any questions 
you may have so that we discuss them in detail during the consultation. 
         Jonathan E. Sonne, M.D. 
      


