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N A L I N I G . P R A S A D , M . D .

Patient Name: _____________________________________________________ Date: __________________ 

Your personal hair restoration objectives (check all the apply): 
 Hairline restoration
 Increase in frontal density
 Crown coverage
 Stop hair loss/decrease shedding
 Touch-up, refinement or correction of previous procedure
 Scar coverage
 Other (please explain): ___________________________________________________________________

Please check the box which most closely matches your hair loss pattern. 
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