
Last Name: ______________________________   First Name: ______________________________   Patient ID: ______________________________ 

Procedure:           Breast Augmentation                Breast Reduction                Breast Reconstruction                Other _________________________

Pre Operative Measuring Date ___________________           Post Operative Measuring Date ___________________
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Pre ______˚ Pre ______˚

Post ______˚ Post ______˚

Pre ______cm Pre ______cm

Post ______cm Post ______cm

Notch to Nipple

Pre ______˚ Pre ______˚

Post ______˚ Post ______˚

Pre ______cm Pre ______cm

Post ______cm Post ______cm

Nipple to Nipple

Pre ______˚ Pre ______˚

Post ______˚ Post ______˚

Inframammary Crease Angle

Pre ______˚ Pre ______˚

Post ______˚ Post ______˚

Pre ______cm Pre ______cm

Post ______cm Post ______cm

Clavicle to Nipple

Pre ______˚ Pre ______˚

Post ______˚ Post ______˚

Pre ______cm Pre ______cm

Post ______cm Post ______cm

Notch to Clavicle

Patient Data Sheet

Notes:

______________________________________

______________________________________

______________________________________

______________________________________

______________________________________


