
T H E  L A  J O L L A  I N S T I T U T E 
O F  P L A S T I C  S U R G E R Y 

 

James Casimir Pietraszek, M.D., F.A.C.S. 
 

PATIENT REGISTRATION FORM 
 
PLEASE PRINT 
 
 
NAME: ______________________________________________________________________ DATE: ______________________ 

BIRTH DATE: ___________  AGE: _____   SINGLE (  )    MARRIED (  )    WIDOWED (  )    DIVORCED (  )   SEPARATED (  ) 

ADDRESS: ______________________________________  CITY: ___________________  STATE: _____   ZIP: ______________ 

PHONE:  HOME: (        )____________________   CEL: (        ) __________________  PAGER:  (        ) ____________________ 

WHICH PHONE NUMBER MAY WE LEAVE A MESSAGE:  HOME  (  )    CELL  (  )     OTHER:  (  )  __________________ 

EMAIL: _________________________________________@ ________________________________________________________ 

SOCIAL SECURITY # __________________________________  CA DRIVERS LICENSE # ______________________________ 

OCCUPATION: _______________________________________   EMPLOYED BY: _____________________________________                  

EMPLOYER’S ADDRESS: __________________________________________________  PHONE: (        )___________________ 

___________________________ ___________________  ___________________________ ___________________ 
Family Doctor   Phone    Internist    Phone 

___________________________ ___________________  ___________________________ ___________________ 
Gynecologist   Phone    Specialist   Phone 
 
 

REFERRAL SOURCE:________________________________________________________________________________________ 

NAME OF SPOUSE, PARENT OR RESPONSIBLE PARTY: ________________________________________________________ 

SOCIAL SECURITY # ___________________EMPLOYED BY: ______________________ PHONE: (     )___________________ 

PLEASE DESCRIBE THE REASON(S) FOR THIS INITIAL CONSULTATION: 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 
 
 
 
ARE YOU INTERESTED IN DISCUSSING SKIN CARE WITH DR. PIETRASZEK?        YES          NO 

IF ‘YES’,  WHAT ARE YOUR SPECIFIC CONCERNS: _______________________________________________ 
 
 
______________________________________________________________________ ___________________________________ 
Patient’s Signature        Date 
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