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Indosurgery - Patient Information Form
* Do not leave any field blank *
(After filling up please e – mail to indosurgery@gmail.com OR doctor@indosurgery.com)

Do not send a scanned copy. Do not copy – paste or cut paste. Please send it as an attachment.
	1.
	Full Name :
	

	1A.
	Citizen Of :
	

	2.
	Date Of Birth & Age :
	

	3.
	Gender : (M / F)
	

	4.
	Height : (In Ft. & Inches)
	

	5.
	Weight : (In Kg / Lb)
	

	6.
	Occupation :
	

	7.
	Religion :
	

	8.
	E Mail Id :
	

	9.
	Address :
	

	10.
	City :
	

	11.
	State :
	

	12.
	Zip / Pin Code :
	

	13.
	Country :
	

	14.
	Home Phone : 
	

	15.
	Work Phone : 
	

	16.
	Fax No. :
	

	17.
	Mobile Phone No. : 
	

	18.
	Passport Details :

(Number, Issued By, Valid Up to)
	


a) Which Plastic / Cosmetic Surgical procedure are you interested in and where on your body ? 
b) When do you want to get the procedure done (Specify Period and Length Of Stay In India)? 
c) Where do you want to get the procedure done (Specify City)? 
d) What specifically are your objectives and concerns? 
e) Do You Have Any Specific Budget in Mind? If So Please Specify In Figures : 
Please complete the following. Type “X” for the correct answer :

YES 
NO
	Do you have - had any health problems ? (Eg. High Blood Pressure, Asthama, High Cholestrol etc.) If Yes, please describe :

	
	

	Did you have - had any major surgery ? If Yes, please describe :

	
	

	Did you have – had any cosmetic surgery ? If Yes, please describe :

	
	

	Did you have – had any major injuries ? If Yes, please describe :

	
	

	Do you take any medications/nutritional supplements/herbal medications?

If Yes, please describe :

	
	

	Did you ever had any adverse reaction to local or general anesthesia ?

	
	

	Do You take ASPIRIN / Blood Thinners ?

	
	

	Do You take INSULIN or any Medication For Controlling Blood Sugar ?

If yes then specify dosage and the current sugar level.

	
	

	Did you have – had any type of allergic reaction to any medication ?

If Yes, what type and what year :

	
	

	Do you have any kind of allergies ? If Yes, please describe :

	
	

	Do you have any bleeding or clotting problems ? If Yes, please describe :

	
	

	Do you smoke? If Yes, then how much ?

	
	

	Do you have dandruff ? If yes then since when ?

	
	

	Do you take alcohol or other recreation medicines / drugs ?
If Yes, please describe :

	
	

	Are You Pregnant or Lactating ?

	
	

	Are you a Mother? If Yes, then of how many, and how old is the youngest ?

	
	

	If you are a FEMALE do you prefer to be operated by a FEMALE SURGEON only ? (Male Patients May Please Skip This Point)
	
	


The following questions concern you and your family. Please type “X” for self and also state which Family Member has the problem if any:

SELF 

Yes       NO      FAMILY MEMBER
	Neurological Disorder ?
	
	
	

	Diabetes ? If yes then specify current sugar level
	
	
	

	Heart Problems?
	
	
	

	Breathing / Lung Problems ?
	
	
	

	Gastrointestinal Problems ?
	
	
	

	Kidney Problems ?
	
	
	

	Do you have any skin problems / skin cancer ?
If Yes, please describe :

	
	
	

	Other medical problems, including communicable diseases ? If Yes, please describe :

	
	
	

	Have you attached the CURRENT close up picture of the affected area ? (Outdated photographs could be misleading).
	
	
	


I declare I have not concealed any information and all the information provided above is accurate and true.

Remember to attach the CURRENT close up picture of the affected area on which surgery / treatment is sought. (Outdated photographs could be misleading)

Patient’s Name
(Signatures Are Not Required)

Date:


(dd-mm-yyyy)
Place :

Email the filled up form to : indosurgery@gmail.com OR doctor@indosurgery.com
For patient history, if any, kindly start writing below this heading
