
Subhas Gupta, MD, PhD, FRCSC, FACS                Riverside:(951)686-2224 Loma Linda: (909)558-2100
www.ResetYourClock.com                                                                                info@resetyourclock.com

Your Name _____________________________________________________________________________
                                                                          First                                                            Middle                                                           Last

Age ____          Birth date    /    /                Place ____________         Gender  Female   Male 

Marital Status  Single  Married to ________________________  Other  ____________________

Address _____________________________________
                                                 Street and number/apt.

____________________________________________
                                         City/State/Zip

Home Phone (    )_____________________________
Cell Phone (    )_______________________________
Other Phone (     )_____________________________
Email _______________________________________
Any restrictions for contacting you?   Yes  No

Contact restrictions ___________________________

Employer ____________________________________
Occupation __________________________________
Work Phone (     )_________________   Ext _______
Is it OK to call you at work?   Yes   No

Work Address ________________________________
                                                            Street and Suite/mailbox #

____________________________________________
                                         City/State/Zip

How did you hear about Dr. Gupta? (Check all that apply)
TV News  Web Site  Phone book  Magazine  Newsletter  Seminar  Salon

Friend/Relative __________________   Doctor ___________________  Other ________________
If you were referred by a specific person, may we thank them?   Yes   No

Emergency Contact ____________________________  Relationship to patient ______________________
                                        (Not in your household)

Home Phone (    )_______________  Work Phone (    )_______________  Cell Phone (    )_______________ 

Areas of Interest (Mark all that apply)

Facial Procedures
Blepharoplasty (eyelid lift)

Botox

Brow or Forehead Lift

Earlobe Repair

Facial Liposuction (neck, jowls)

Face or Neck Lift

Lip Enhancement

Otoplasty (ear pinning)

Rhinoplasty (nose reshaping)

Skin Resurfacing (laser, peel, etc)

Wrinkle Fillers (injections)

Breast Procedures
Breast Augmentation

Breast Reconstruction

Breast Reduction

Mastopexy (breast lift)

Nipple Reduction or Inversion

Body Procedures
Abdominoplasty (tummy tuck)

Brachioplasty (arm lift)

Full Body Lift 

Liposuction (thighs, abdomen, etc)

Thigh or Buttock Lift

Other Procedures
Complex Wound Reconstruction

Pressure Ulcer Reconstruction

Hand Surgery

Carpal Tunnel Syndrome

Vascular Malformation

Facial Fracture / Laceration

Scar / Keloid Revision

Skin Cancer

    Type (if biopsied) ______________
     Location ___________________

Would you like to schedule a complimentary skin evaluation with out medical esthetician?  Yes   No
Signature ____________________   Date       /    /    


