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Description automatically generated]Tarrant Plastic Surgery 	      Stuck By Sticka
Vishnu Rumalla, M.D.   	                Karen Sticka, PA-C

Name: _____________________________________________________              Date:_______________
Date of Birth: _______________	Email:_______________________________________________
Address: _____________________________________  City: ____________________   ZIP:___________
Phone : ________________________________   Occupation:___________________________________
Emergency Contact: _________________________________________Phone:_____________________
How did you hear about us?______________________________________________________________

MEDICAL HISTORY – Please circle the following if they apply to you :

autoimmune disease
cancer
cold sores
diabetes
heart disease
lung disease	
neurological disease
stomach problems
Myasthenia Gravis

other: 

Past Facial Surgeries: ____________________________________________________________________
_____________________________________________________________________________________
Current Medications (inc herbal, vitamin, supplement, weight loss injections): ______________________
_____________________________________________________________________________________
Drug allergies : _________________________________________________________________________

Any recent or planned medical or dental procedures or surgeries?   	YES  /  NO
Any recent or planned immunizations?   				YES  /  NO           
Any recent illness or infection?  		 				YES  /  NO
Leaving out of town the next few days?  				YES  /  NO              
Do you Smoke/Vape?  							YES  /  NO
Take a Weight Loss Medication? 					YES  /  NO
Females only – Currently pregnant or planning to be? 			YES  /  NO
Breastfeeding? 						YES  /  NO
                           	Testosterone therapy?	  				YES  /  NO
Please indicate your last date of treatment, location(s) treated and if there were any concerns or complications:
Botox/Dysport: 		___________________________________________________________	
______________________________________________________________________________
              Last Filler: 		___________________________________________________________
______________________________________________________________________________
Skin Pen/Resurfacing: 	___________________________________________________________
______________________________________________________________________________
	Chemical Peel: 		___________________________________________________________
______________________________________________________________________________
	Laser Treatment:	___________________________________________________________
______________________________________________________________________________
	Other:			___________________________________________________________
______________________________________________________________________________

Which side of your face do you sleep on?		LEFT  /  RIGHT   
Which do you feel is your best side of your face?	LEFT  /  RIGHT   
Do you use Sunscreen Daily?				YES  /  NO
Current Skin Care Line : _________________________________________________________________

Please list (IN ORDER) your top 3 goals for this appointment:
1)    _________________________________________________________________________________
_____________________________________________________________________________________
2)    _________________________________________________________________________________
_____________________________________________________________________________________
3)    _________________________________________________________________________________
_____________________________________________________________________________________
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