
Patient Registration for Lillian Overman, M.D. 
Please do not leave any blanks; enter “none” or "N/A" where appropriate. 

 
Name ______________________________________________________  
Street Address ______________________________________________  
Town/State/Zip ______________________________________________  
Home Phone ________________________________________________  
Cell Phone __________________________________________________  
email ______________________________________________________  
Date of Birth ________________________________________________  
Emergency Contact/Phone ____________________________________  
Dermatologist/Last Screen _____________________________________  
Prior Facial Injections _________________________________________  
Complications from Prior Facial Injections ________________________  
Prior Facial Surgery ___________________________________________  
Current Medical Issues ________________________________________  
 __________________________________________________________  
Allergies to Medications _______________________________________  
Current Medications__________________________________________  
 __________________________________________________________  
Who referred you? ___________________________________________  
Are you pregnant? ___________________________________________  
Do you agree to not have injections should you become  
pregnant or are breastfeeding (women only)? _____________________  
Signature ___________________________________________________  
Date _______________________________________________________  
 


