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Cosmetic Consultation Questionnaire 
We look forward to making your cosmetic consultation an educational, informative and positive experience. Please take 

the time to fill out our questionnaire to help us address your cosmetic concerns. 

Name: _______________________________________________________________________           Age: ___________ 
  (first)   (middle initial)   (last) 

Main concern(s) for today’s consultation is: ____________________________________________________________  

!  

Additional procedures and products that you would like to discuss (Please check all that apply). 
 Skin Care Advice  Facial Veins    Neck Fat/Wrinkles  Jowls/Jaw line 
 Skin Care Products  Crows Feet    Chemical Peel                 Ear Size/Shape  

 BOTOX® Cosmetic  Discoloration/Age Spots/Freckles  Scar Revision   Drooping Eyelids 
 Juvéderm Facial Fillers  Drooping Eyebrow   Blotchy Skin   Frown Lines 

 Fine lines & Wrinkles  Nose Size/Shape    Mole Removal   Thin Lips 

 Laser Skin Resurfacing  Facial Fullness    Correction of a Previous Cosmetic Surgery 

!  
1.  What specific features do you dislike?                   4.  List below any previous cosmetic procedures you have had?  

________________________________________________________         ____________________________________________________________________ 

________________________________________________________         ____________________________________________________________________ 

2.   I am interested primarily in:                  ______________________________________________________ 
      Non-invasive cosmetic treatments                      Were you satisfied with the results?                        YES / NO 
        Minimally invasive cosmetic procedures                         Were you satisfied with the doctor(s)?                    YES / NO 

        I am open to discussing all procedures                   If no, Why? ____________________________________________ 

3.  Why did you begin thinking about cosmetic surgery?        5.  Do you have any family/friends who have had cosmetic  

_____________________________________________         surgery?                YES / NO        

________________________________________________________          If yes, what? __________________________________________ 
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6.  Please list any skin care products you currently use.                  9.  Do you feel apprehensive about having cosmetic  

__________________________________________________________                   procedures performed?                  YES / NO 

__________________________________________________________              10.  Do you understand that cosmetic surgery is designed to  

__________________________________________________________                       produce improvements in appearance, not perfection? 

__________________________________________________________                     YES / NO 

7.  Have you consulted with other cosmetic surgeons?             11.  Do you understand that every procedure is followed by a 

                YES / NO        period of healing before optimal results can be expected? 

If yes, why did you decline treatment?                                YES / NO 

_______________________________________________________________       

8.   How did you happen to select us for a consultation? 

_______________________________________________________________ 

_______________________________________________________________ 

List below any additional concerns/questions you would like answered during your consultation: 

__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 

Patient Signature: __________________________________________________ Date: __________________ 
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