((U)) BERNSTEIN MEDICAL

CENTER FOR HAIR RESTORATION®

PLEASE COMPLETE THE FOLLOWING INFORMATION
(If there are any changes in the future, please let us know)

Last Name: First: MlI: Date

Home Address: Apt.

City: State: Zip:

Home Phone: ( ) -- Cell: ( ) -

Work Phone: ( ) -- Occupation:

E-mail (Please print clearly): @

You may contact me by: CELL HOME PHONE MAIL E-MAIL ALL NONE (please circle all that apply)

Date of Birth: / / Age:

Sex: M F Marital Status;: M S D W  (please circle)  No. of Children

Have you had a consult for hair loss or a hair transplant procedure by another medical group? YES - NO

How did you hear about our Practice? (Please check all that apply and circle the one most important)

___Physician __ Columbia University __ NY Presbyterian Hospital _ AAD __ ISHRS

___Family __ Friend __ Hair Stylist/Salon __ New Hair Institute (NHI) _ www.NewHair.com

___NY Magazine ___ Continental In-Flight Mag. __ Delta Sky In-Flight Mag. __ Amtrak’s Arrive Mag.

___Follicular Unit Forum __ Bernstein Medical Hair Transplant Blog _ BaldingBlog.com __ Yellow Pages

___TheBald Truth __ Hair Transplant Network ~_ Hair Loss Help _ HairLoss DocShop.com

___Google __Yahoo _ AOL __ AltaVista __ Citysearch __ Other Search Engine TV~ Radio
Other (Please Specify):

Which specific TV/radio station, newspaper/ magazine or internet site etc. are you referring to above?

Name:

If search engine, please indicate the term that you used to find us:

Search:

If you were referred by a physician, family member, friend or another person, please indicate:

Name:

Address:

Do we have your permission to send a thank you letter to this friend or family member? YES - NO
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