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COSMETIC QUESTIONNAIRE 

NAME:   DATE OF BIRTH:   DATE:     

 

Select which areas of the face concern you on the diagram below. 
By sharing how you see yourself, we can best evaluate your aesthetic goals and select an appropriate treatment for you. 

 
 

 

 
 

BODY 
Hair Removal 

Cellulite 

Spider Veins 

Scars 

Excessive Sweating 

Unwanted Fat 

Sagging Skin 

Thinning Hair 

Wrinkles 

Sunken Under Eyes 

Sagging or Sunken Cheeks 

Sun Damage/Brown Spots 

Redness/Rosacea 

Lines & Wrinkles 
Around Nose & Mouth 

Thin Lips 

Sagging Jowls 

Fullness Under Chin 

Sagging Neck 

Other:    Wrinkles 

FACE 
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