Dr Michael Miroshnik Date.....ooovveeeeieeieireieieinans
MBBS, FRACS (Plas.)
Plastic & Cosmetic Surgeon

PERSONAL PARTICULARS

FUILINGITIC. ...ttt ettt ettt sttt et e et et e st eb e e st e bt ebeebesbesenseneans M/Foins A U

Title Given Name(s) Surname Sex Date of Birth Age
& L USRS
................................................................................................................................................................ Post Code......cccoovvveeiriennee,
Telephone (H).....cooveveviieieniiiieicieceeeeeenn (W)t (M)t
250 1 1 PSSR OCCUPALION. ...eeeeeereeieetr ettt eeeeeeens
Next Of Killoouoooiieieieieieeee e Relationship........cccoeeveviecieniecienenieeeen Phone......cccocveviivieiieeeee,
Referring Dr.......coooiiiiiiieeeeeeee e AAIESS. ..ottt ettt enean
Phone........cccovvieiiiiieiiieieceeee, Usual GP (if dIffEr@Nt).......ccvieiiiiieieiiieicceee ettt ettt ettt e beereenseenes

How did you hear of Dr Miroshnik? (Tick all that apply)

0 Word of Mouth ... o GP 0 Specialist/ Other Health Professional

O NEWSPAPET ..ttt ettt st see e eseeeens o Yellow Pages o Yellow Pages Online

o Internet Search................ o Google 0 Other o Wentworth Courier o Cosmetic Surgery Magazine

0 OthET SOUICTE ..ottt sttt sttt

HEALTH FUND DETAILS

MEAICATE INO....eeeeiieiieteee ettt et Position No........ccccerueneee Expiry....cccceeee [t
Private Insurance o YesoNo Fund.........ccccooooiviieieciiciicceeee s Membership NO........coieieiieieiceee e
Veteran Affairs NO.......occveiieriiiiee et eenens Workers Compensation o Yes o No

HEALTH QUESTIONNAIRE

Height........ccoovenennen. Weight......cooovvvviennne. Smoking o Yes 0 No...How much?.........cccooceeiriiieninirierniinnns How long?.....cccovvvreevniinnnn.
Alcohol Intake o Never o Occasional o Daily Allergy 0 Yes 0No..... If yes, Please State........cooeneirieeeineeeenererneeeneeeeseesenns
Significant MEdIiCal PTrODICIMS. ........ceiuiiiieiietieieee ettt et ettt e e et e st e e st e et es e et e eae e e e et e emseeneesseemeesaeemsesseensesneesenseenseeneanseans
PrEVIOUS OPEIATIONS. .....eutieueetieteetiettetie et e et e ste e e st e e e et e eate st eatees e e eeeseeneesaee st emeesaeemeenseeseanseemeenseeneeaseemtesaeeneesaeansesneensesneenseeneenseensanes
REGUIAT IMEAICALIONS. ...ttt ettt et ettt et e bt ettt et ee2 e e e s et eaees e ebeeseeseebeeaeee e s easemeemeeaeeseeseeseeb e bt aae et et e s ensensenseneanteneeneeneeseanis
Do you take? O Aspirin o Steroids/Cortisone o Warfarin o Herbal medications
Have you had any problems with local or general anaesthetics? oYes oONo

Do you have a history of any of the following (please circle):

Asthma Diabetes High Blood Pressure Heart Disease Blood Clots/DVT
Contact Lenses Cold Sores Psychiatric Treatment Rheumatic Fever Bad Scars

Wound Infection Hepatitis B or C HIV/AIDS Epilepsy Bleeding Disorders
Thyroid Disease Spinal/Neck Pain Arthritis Healing Problems Immune Disorders

NOTE: If your personal details or medical condition ever changes in the future, please ensure you advise us
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