
AESTHETIC PLASTIC SURGERY CENTER 
135 San Marco Drive, Venice, Florida 34285, (941) 484-6836 

veniceplasticsurgery.com 
  

INFORMATION REQUIRED FOR YOUR CASE HISTORY FILE.  PLEASE COMPLETE THIS FORM IN DETAIL. 
  

PATIENT INFORMATION 
Name of Patient  Last____________________________________First___________________Middle_____________Mr.____Mrs.____Ms.____ 
Address_____________________________________________City_________________State______________Zip Code________ 
Home Phone____________________Cell Phone___________________E-Mail_________________________________________ 
Date of Birth________________________Race____________Sex___________Married___Single___Widowed___Divorced___ 
Occupation________________________________________________Employed by_____________________________________ 
Employer’s Address_______________________________________________________________________Phone_____________ 
Name in Full of Spouse________________________Emergency Contact Name_____________________Phone_____________ 
If Patient is a minor, who is legally responsible?________________________________Relationship to Patient_____________ 
Referred By________________________________________Reason for Referral________________________________________ 
Has this office rendered treatment to any member of your family?_________________________________________________ 
Primary Physician_______________________Address__________________________________________Phone_____________ 
Cardiologist____________________________Address__________________________________________Phone_____________ 
Dermatologist__________________________ Address__________________________________________Phone_____________ 
Social Security Number________________Spouse’s SSN & DOB if primary insurance subscriber_______________________ 

 

PAST MEDICAL HISTORY
Operations__________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________ 
 

Serious Illnesses_____________________________________________________________________________________________ 
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________ 
 
 

MEDICATIONS INCLUDING OVER THE COUNTER VITAMINS AND SUPPLEMENTS  
Name   Dosage  How Often   Name   Dosage  How Often  
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________ 
  

 

FAMILY HISTORY 
Mother:  Age______Condition of Health________________   Check all that apply to family history: 
Father:  Age_______Condition of Health________________   TB____Rheumatic Disease____Cancer____Epilepsy____ 
Brother(s): Age____ Condition of Health________________   Bleeding Disorders___Heart Disease___Kidney Disease___ 
Sister(s): Age______Condition of Health________________    Lung Disease____Blood Disease____Diabetes_____ 
Other family health problems:_________________________________________________________________________________ 

 

SOCIAL HISTORY 
Approxiamte daily consumption of the following:   Alcohol______________Tobacco______________Coffee______________ 

 

PERTINENT PRE-OPERATIVE INFORMATION 
Past history of reaction to:  Local Anesthesia___Reaction______________General Anesthesia___Reaction________________ 
Medication allergies:  ______________________ Type of reaction___________________________________________________ 
                                       ______________________ Type of reaction___________________________________________________ 
                                      _______________________Type of reaction___________________________________________________ 
Have you ever had excessive bleeding with:  Tooth Extraction_____Cuts_____Childbirth_____Surgery_____ 
Other pertinent information:__________________________________________________________________________________ 

 
Signature_____________________________________________________________Date_______________________________ 

 


