DARRICK E. ANTELL, MD PC 212-988-4040

Patient Information as of (enter today’s date)
(Please Print Legibly & Fill In or Correct All Fields)

PATIENT

PATIENT’S NAME:

First Middle Last

BIRTHDATE: / / EMAIL:
AGE: SS#: GENDER: ANY RESTRICTIONS CONTACTING YOU?
ADDRESS:

Street City State Zip
HOME PHONE: WORK PHONE: CELL :
MARITAL STATUS: O Single O Married to: 3 Other:

EMPLOYER AND EMERGENCY CONTACT
PATIENT'S EMPLOYER: OCCUPATION:
WORK ADDRESS:
EMERGENCY CONTACT: RELATIONSHIP:
EMERGENCY CONTACT HOME PHONE: WORK: OTHER:
REFERRAL INFO AND AREAS OF INTEREST

HOW WERE YOU REFERRED TO DR. ANTELL? HAVE YOU VIEWED HIS WEBSITE?

IF YOU HAVE RECEIVED TREATMENT FROM DR. ANTELL BEFORE, PLEASE DESCRIBE.

WHAT ARE YOU INTERESTED IN? (Mark all that apply)

Facial Procedures Body Procedures
(J Skin Resurfacing ( Peel,
(3 Blepharoplasty (Eyelid Lift) Dermabrasion) J Abdominoplasty (Tummy Tuck)
(J Botox 3 wrinkle Fillers (Injections) (3 Brachioplasty (Arm Lift)
O Brow or Forehead Lift Breast Procedures (J Full Body Lift
O Earlobe Repair (O Breast Augmentation O Liposuction (Thighs, Abdomen, Etc.)
O Facial Liposuction (Neck, Jowls) (3 Breast Reconstruction
(3 Face or Neck Lift (J Breast Reduction Other:
O Lip Enhancement (J Mastopexy (Breast Lift)
(J Otoplasty (Ear Pinning) (J Nipple Reduction or Inversion
(J Rhinoplasty (Nose Reshaping) (J Gynecomastia

| understand that office visit charges are payable on the day service is rendered.

Signature Date




DARRICK E. ANTELL, MD PC

(212)988-4040

Health Information as of (enter today’s date)
(Please Print Legibly & Fill In or Correct All Fields)

Confidential Record: Information contained here will not be released unless you have authorized us to do

so. Please answer all questions to the best of your knowledge.

Name: Reason for Visit:
Age: Height: Feet Inches Weight: Lbs.
Current Physician(s):
List all Surgeries (Hospitalization and the Date of Occurrence):
List any Serious llinesses and/or Accidents:
Do you have or have you had any of the following: (circle for each, give date occurred if Yes)
Aids / HIV No Yes Epilepsy / Seizures No Yes Kidney Problems No Yes
Arthritis No Yes Facial Pain No Yes Pneumonia No Yes
Asthma No Yes Fever Blisters No Yes Sinus Problems / Infections No Yes
Bronchitis No Yes Goiter / Thyroid No Yes Stroke No Yes
Cancer No Yes Hay Fever / Allergies No Yes Tonsillitis No Yes
Depression No Yes Headaches / Migraine No Yes Tuberculosis No Yes
Diabetics No Yes Heart Trouble No Yes Ulcers No Yes
Dizziness / Vertigo No Yes Hepatitis No Yes
Ear Infection No Yes High Blood Pressure No Yes
Do you smoke? No Yes If yes, how much? Pack(s)/day = How long? Years
Do you drink alcohol? No Yes If yes, how much? How often?
Do you use recreational drugs? No Yes If yes, describe:
Do you have bleeding or bruising

problems? No Yes If yes, describe:
Do you have problems with scarring? No Yes If yes, describe:
Do you have any history of problems

with anesthesia? No Yes If yes, describe:

List the name of all medications you are presently taking or have taken within the last month. Please include the

name of the drug, dosage and frequency.

List ALL drug and/or latex allergies.

Women Only.

Are you currently pregnant? No Yes Number of Children:

The above information is accurate and complete to the best of my knowledge.

Signature Date




