



	Name: 
	DOB: 
	o Other: 
	2 When did you first begin to notice your hair loss: 
	4 Have you worn or currently wear a hairpiece hair system or wig 0 YES 0 NO How many years: 
	a Are you currently taking PropecialProscarlFinasteride 0 YES 0 NO For how many years: 
	For how many years: 
	1 Dosage 2 0 5 0 How often: 
	o NO If yes where: 
	a By whom: 
	b How many grafts: 
	c How many procedures: 
	When was you last procedure: 
	10 What is your occupation: 
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