
PETER KLAINER, M.D., F.A.C.S.
CHRYSALIS PLASTIC SURGERY, INC.
46396 BENEDICT DRIVE, 
SUITE 330, STERLING, VA 20164

703.421.6000

COSMETIC HEALTH HISTORY
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NAME          Date:

Reason for visit: 

Height:   Weight:

1.  Are you allergic to any medications, foods, or other materials?  Yes No

 If yes please list:

2.  Are you presently taking any medications (prescription or over the counter)? Yes No

 If yes please list:

3.  Do you smoke?  Yes No  

4.  Do you drink alcohol?  Yes No

5.  Do you have any of the following medical conditions?

6.  Have you had surgery?  Yes No

 If yes what type and when?

7.  Do you or have you had problems with anesthesia?  Yes No

8.  Could you be pregnant? (if applicable)  Yes No

Asthma    Yes No  Depression  Yes No
Liver Problems      Yes No  Diabetes  Yes No
Kidney Problems  Yes No  Seizures  Yes No
Ulcers    Yes No  Easy Bleeding  Yes No 
Heart Problems   Yes No  Thyroid Problems Yes No
Mitral Valve Prolapse  Yes No  Arthritis  Yes No
Anemia    Yes No  Glaucoma  Yes No
Hepatitis   Yes No  HIV   Yes No
Cancer    Yes No    
If yes what type?
Other:

9.  Name of family physician:  


