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Patient record 
Please fill in the questionnaire prior to your appointment 

and bring it with you 

 

 

Patient’s Name: _________________________________ 

DOB (Date of Birth): ___/____/_____ 

 

 

 

 

 

 



 

Title _____ First Name ______________________  

Surname __________________________________ DOB ____/____/______ 

Address _______________________________________________________ 

Postcode _________________ Mobile number ________________________ 

Email ____________________________________ 

Occupation _______________________________ 

What is your height (cm)? __________ Weight (kg) ___________ 

Do you smoke? Yes – No  If so, how many a day? _______________________________ 

Do you drink alcohol? Yes – No  If so, how many units a week? ____________________ 

Do you take regular exercise ? Yes – No  If so, what type? _________________________ 

Do you follow any special diet? ______________________________________________ 

Medical History 

Are you currently pregnant or breast feeding?     Yes – No   

Do you have any known allergies?       Yes – No   

If so, please give details: ____________________________________________________ 

Are you currently taking any medications (pain killers, coagulation inhibitors, steroids, herbal 
preparations, any supplements)?       Yes – No   

If so, please give details: ____________________________________________________ 

Have you suffered from any of the following? 

Auto-immune disease Yes – No   Skin cancer /melanoma Yes – No   
Facial cold sores Yes – No   Angina, cardiac infarction Yes – No   
Thyroid problems Yes – No   Epilepsy Yes – No   
Depression Yes – No   Facial palsy or stroke Yes – No   
Diabetes Yes – No   HIV, hepatitis Yes – No   
Acne or psoriasis Yes – No   Bleeding disorders Yes – No   
Pigment disorders Yes – No   Severe allergy Yes – No   
Increased scar formation Yes – No   Asthma Yes – No   
Herpes infections Yes – No   Veneral disease Yes – No   

 

Have you previously received any aesthetic treatments (eg. Laser, peels, dermabration, etc.)? 
          Yes – No   



If so, please give details: __________________________________________ 

Have you had any treatment with fillers or botolinum toxin?   Yes – No 

If yes, which treatment, what areas and when, and side effects?______________________ 

_________________________________________________________________________ 

Have you taken Roaccutane or Isotretionin (for acne) in the past 12 months? 

          Yes – No 
Have you had any major surgery in the last 6 weeks?    Yes – No 

Do you have a phobia about blood or needles?     Yes – No 

Are you prone to bruising?       Yes – No 

Do you use sunbeds?        Yes – No 

Have you ever been sun-burnt to the point of blistering?   Yes – No 

Do you have any disease in your family history?     Yes – No 

If so, please give details: ____________________________________________________ 

Have you ever received local anaesthetic injections at your dental practice? 

          Yes – No 

If yes, were there any problems with that?     Yes – No 

Do you have any worries or concerns about treatments or anything else that you wish to tell 
us?          Yes – No 

_________________________________________________________________________ 

If the answer is yes to any of the above, Dr Bela may ask for further details.  

Treatment may be refused if it is not considered in your own interest to proceed. 

Thank you for providing this information. All patient notes, treatment details and contact 
information are confidential. 

The information that I have given is to the best of my knowledge correct.  

I have not knowingly withheld any medical or surgical information.  

I agree to inform my practitioner of any changes to my medication or health in the future.   

 

Patient’s Name ________________________________ 

Signature ______________________________ Date _________________________ 



 

 

Please tick the question where your answer is ‘YES’ 

 

1. Do you worry about your appearance? 
2. Is there a specific part of your body that you're unhappy with? 
3. Does thinking about a specific part of your body generate feelings of 

anxiety, distress or dissatisfaction? 
4. Do your thoughts seem to dwell on a specific part of your body? 
5. Do you find you run through unpleasant scenarios with respect to a 

specific part of your body? 
6. Do you worry about other people seeing (or finding out about) a specific 

part of your body? 
7. Do you worry about people noticing and talking about a specific part of 

your body behind your back? 
8. Do you use your hands or posture to conceal a certain part of your body 

from others? 
9. Do you use clothing or makeup to conceal a certain part of your body from 

others? 
10. Do you avoid social gatherings because you feel uncomfortable with the 

way you look? 
11. When out in public do you feel self conscious about how you look? 
12. Do you compare a specific part of your body with those of others? 
13. Do you still feel dissatisfied, no matter how much you try to conceal a 

certain part of your body? 
14. Does the specific part of your body interfere with relationships? 
15. Do you live with an underlying sense of tension and anxiety? 
16. Do you regularly check your appearance in mirrors and other reflective 

surfaces? 
17. Do you regularly touch, prod or pick at the specific body part? 
18. Do you consider some sort of cosmetic surgery to be necessary in 

remedying your specific body part? 
19. Do you avoid or dislike having your photograph taken? 
20. Do you consider yourself depressed, or could you become depressed in 

the future as a result of the specific body part? 

 
Thank you! 
Dr Bela 

 


