
Age_______________

Autoimmune Disease........ no	 yes	
Other ___________________________

(continued on back)

Pittman Plastic Surgery P.C.



 
 
 
Patient Name:_______________________________________ Date:___________________ 
 
 
Our goal is to respond to all your needs and concerns as a patient, and it is our pleasure to 
provide a wide range of cosmetic services in addition to our reconstructive procedures.   
Please check the areas you would like more information on.
  
 
What are your areas of concern? (Please check all that apply). 
 

 Additional Comments:__________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

  Breasts too small 
 

  Facial Lines/Wrinkles 
 

  Botox 

  Breasts too large 
 

  Drooping Eyes 
 

  Facial Fillers (Juvederm Restylane) 

  Sagging Breasts 
 

  Puffy Eyes 
 

  Skin Care Products/Advice  

  Chemical Peels  

  Longer Fuller Lashes  

  Abdominal Area 
 

  Neck 
 

  Hip/Thigh Area 

  Nose 
 

  Thin Lips 

  Arms 
 

  Payment Plans  

  _____________________ 

Pittman Plastic Surgery P.C.


