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NAME DATE
FIRST LAST
ADDRESS
STREET CITY STATE ZIP CODE

HOME PHONE WORK CELL

W/ AREA CODE

E-MAIL ADDRESS KAISER#

YES, | WOULD LIKE TO RECEIVE E-MAILS ABOUT MONTHLY SPECIALS AND NEW PRODUCTS.

SOCIAL SECURITY# BIRTH DATE
LAST 4 DIGITS

MARITAL STATUS: S M W D

ARE YOU ALLERGIC TO ANY MEDICATION OR FOODS THAT YOU KNOW OF? YES NO

IF YES, PLEASE LIST:

HAVE YOU CONSULTED WITH DR. FRIEDMAN IN THE PAST? YES NO IF YES, WHEN?

DID YOU HAVE SURGERY? YES NO IFYES, WHEN?

PLEASE TELL US HOW YOU LEARNED OF OUR SERVICES OR WHOM WE MAY THANK.

[ NEWS PAPER-WHICH ONE? INTERNET-WHICH WEBSITE?

[1FORMER PATIENT OF DR. FRIEDMAN’S NAME:

MAY WE CONTACT YOUR REFERRAL SOURCE TO THANK THEM FOR REFERRING YOU? YES NO
0 INFOMERCIAL [JPOSTCARD [0 DR. REFERRAL O YELLOW PAGES

[0 OTHER, PLEASE SPECIFY

WHAT PROCEDURES OR SERVICES ARE YOU INTERESTED IN?
[1BREAST AUGMENTATION [1FAT TRANSFER [JFACIAL FILLERS
(RESTYLANE, PERLANE)
[1BREAST LIFT [1LASER RESURFACING

[1SKIN CARE

[1BREAST REDUCTION

[0 BROW LIFT

[1CHEEK IMPLANT

[JCHIN IMPLANT

[1EAR SURGERY

[JEYELID SURGERY

[1FACE/NECK LIFT

[ LIP AUGMENTATION

[1LIPOSUCTION

[0 NASAL SURGERY

[1SCAR REVISION

O TUMMY TUCK

[1OTHER

(IMAGE, NIA 24, OBAGI)
[1SKIN PEELS
JMINERAL MAKEUP

OO WAXING

[JFINANCING

[1BOTOX INJECTIONS
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