
OPTIONAL COSMETIC INTEREST QUESTIONNAIRE

Patient Name: ____________________________________________________ Date: __________________________________

Dear Patient: Our goal is to respond to all of our patient’s needs and to provide the highest quality care. We are considering
providing additional services to the ones we already offer. In order to provide the information and services you desire on the health
and appearance of your skin, we invite you to complete the following questionnaire:
Please check all that apply:

 Lines around my eyes  Crease nose to corner of mouth
 Lines between my eyes (angry look)  Frown on corner of mouth
 Lines on forehead  Brown spots on face
 Lines under eyes  Red, blotchy skin
 Puffy eyes  Excess skin above eyes
 Thin lips  Thin face, no cheeks
 Dry skin  Dimpled chin
 Oily skin  Gummy smile
 Looking tired  Sunk in eyes

Health issues and procedures or products of interest to you (please check all that apply).

 BOTOX® Cosmetic (Botulinum Toxin Type A)  Skin Care Advice
 AHA and Glycolic Peels  Skin Care Products
 Mesotherapy for cellulite and fat pockets  Birthmark/Tattoo Removal
 Collagen Therapy  Thermage®

 Skin Rejuvenation  Liver Spots/Age Spots
 Retin-A or Rentinol  Sunscreen Advice
 Microdermabrasion  Sclerotherapy for Spider Veins
 Acne  Facials and Eye Treatments
 Chemical Peels  Laser Hair Removal
 Laser Resurfacing  Spider Vein Treatments
 Laser Pigment Removal  Removing Facial Veins
 Photorejuvenation  Consultation with the Aesthetician
 Other, please specify ______________________________________________________________________________

Please answer the following questions on a scale of 1 to 5 by circling the appropriate number.

When looking at my face in the mirror, I believe I look younger, the same as, or older than my true age.

Younger Than True Age Older Than
1 2 3 4 5

When looking in the mirror, I am not concerned, somewhat concerned, or very concerned about the
appearance of my skin.

Not Concerned Somewhat Concerned Very Concerned
1 2 3 4 5

If you could improve anything about your appearance what would it be? ____________________________________________

How did you hear about us?

 My physician (full name) ___________________________________________________________________________
 The yellow pages (specify advertisement) ______________________________________________________________
 A friend or family member (name)____________________________________________________________________
 Another person not listed above (name)________________________________________________________________

Please provide the name of and address of the person who referred you so we can thank them.
_______________________________________________________________________________________________

 Internet
 A seminar where I saw the doctor. The event took place on (date) __________________________________________ at

(location) ______________________________________________________________________________________



I would like to be contacted for further information, events and promotions; the best way to
contact me is:

Telephone: __________________________________________________________

Email: __________________________________________________________

Mail/Address: __________________________________________________________

Signature: ___________________________________________ Date: _____________

Thank you!


