
Gregory M. Fedele, MD 
The Art of Plastic Surgery 

25201 Chagrin Blvd, Suite 180    Beachwood, OH 44122 
 

Name:___________________________________________________________  Date: _______________ 
 
Reason for visit: _______________________________________________________________________ 
 
  Age: _____ Sex: _____ Height: _____  Weight: _____  
 
Medical History: 
Check all that apply to you & explain: 
__ Anemia ____________________________________ 
__ Asthma ____________________________________ 
__ Bleeding disorder____________________________ 
__ High Blood Pressure__________________________ 
__ Blood clot (leg/lung) _________________________ 
__ Breathing problems__________________________ 
__ Cancer ____________________________________ 
__ Circulation problems_________________________ 
__ Cold sores/herpes___________________________ 
__ Depression_________________________________ 
__ Diabetes___________________________________ 
__ Eating disorder______________________________ 
__ Eye problems_______________________________ 
__ Fainting____________________________________ 
__ Gastrointestinal problems_____________________ 
__ Heart problems______________________________ 
__ Hepatitis___________________________________ 
__ HIV________________________________________ 
__ Hormonal changes____________________________ 
__ Joint replacement____________________________ 
__ Kidney disease_______________________________ 
__ Liver disease________________________________ 
__ Migraines___________________________________ 
__ Mitral valve prolapse__________________________ 
__ Seizures____________________________________ 
__ Stroke_ ____________________________________ 
__ Thyroid disease______________________________ 
__ Other ______________________________________ 
_____________________________________________
_____________________________________________ 
 
Surgical History: (please list ALL previous procedures) 
1. ____________________________________________ 
2. ____________________________________________ 
3. ____________________________________________ 
4. ____________________________________________ 
5. ____________________________________________ 
6. ____________________________________________ 
 
Problems with Anesthesia? __ Yes   __ No 
Explain: ______________________________________ 

Medications: (include over the counter) 
1. ____________________________________________ 
2. ____________________________________________ 
3. ____________________________________________ 
4. ____________________________________________ 
5. ____________________________________________ 
6. ____________________________________________ 
 
Allergies: 
1. ____________________________________________ 
2. ____________________________________________ 
3. ____________________________________________ 
 
Women/Breast History: 
Last Mammogram Date: _________________________ 
Currently Pregnant or Breast Feeding? __ Yes __ No 
Number of pregnancies: _________________________ 
Number of children: _________ C-Section # __________ 
 
Breast Enhancement Patients only: 
Current Bra & Cup size: _______inches ______ cup   
Desired cup size? _____ 
 
Family History:  
Breast Cancer __ Yes __ No  
__ Mother __ Sister __ Aunt __ Grandmother 
Other: _______________________________________ 
 
Social History: 
Smoking: __ Active __ Former __ Never 
Packs/day: _______ How Long: ________ 
Alcohol: __ Occasional __ Daily __ Never 
History of alcoholism: __ Yes __ No 
Illicit Drug Use: __ Yes __ No 
 
Referred by: 
__ Friend _____________________________________ 
__ Internet: __Google __ Real Self __ Social media 
__ Cleveland Magazine 
__ Physician ___________________________________ 
__ Other ______________________________________ 
 
_____________________________________________ 


