Ronald P. Kolodziej, D.M.D., M.S., L.L.C.

PATIENT DATA

Patient name  _________________________________________________________  Date  ___________________

                                            first                    middle                     last

Is there a name other than your first name that you prefer to be called?  ____________________________________

Birthdate  ____/____/____   Age _________  Sex  _________   Phone  ____________________________________

Address  ______________________________________________________________________________________

                                             street                                         city                          zip code     

Physician  _____________________________________  Date of last visit to physician  ______________________

Dentist  _______________________________________  Date of last visit to dentist  ________________________

Whom may we thank for referring you to us?  ________________________________________________________

Do you anticipate a move or transfer in the next 6 to 12 months?  _________________________________________

Does the patient have orthodontic insurance? (if yes, list carrier)  _________________________________________

Describe your reason for seeking treatment  __________________________________________________________

____________________________________________________________________________________________________________________________________
For patients over 18 years of age:

Occupation  ____________________________________  Employer  _____________________________________

Employer’s address  _________________________________________________  Phone  ____________________

Emergency contact  _______________________  Relationship  _______________  Phone  ____________________

Person responsible for account  _________________________________________  Marital status  ______________

E-mail address for appointment reminders, etc.  _______________________________________________________

For patients under 18 years of age:

Patient’s school  _______________________________________________________________________________

Father’s name _________________________________________  Occupation  ____________________________


           Employer  ________________________________  Phone  ________________________________

           Address  _________________________________________________________________________

Mother’s name  ________________________________________  Occupation  _____________________________


           Employer  _________________________________  Phone  _______________________________

           
           Address  _________________________________________________________________________

Person responsible for account  ___________________________________________________________________

Father or mother’s address if different from patient  ___________________________________________________

E-mail address for appointment reminders, etc. _______________________________________________________

