
7 1 5  W e s t  C a r m e l  D r .  # 1 0 2 ,  C a r m e l ,  I N  4 6 0 3 2   |   P :  3 1 7 - 2 0 8 - 5 5 2 5   •   F :  3 1 7 - 2 0 8 - 1 0 1 8

i n f o @ k l e n e c e n t e r . c o m   |    k l e n e c e n t e r . c o m

Referra l  Date :  ______________ Pat ient  Name:  ___________________________________________________________

Date of  B i r th :   ______________ Parent/Guardian:  ________________________________________________________

Pat ient  Phone:  ____________________________ Pat ient  emai l :  ____________________________________________

Referr ing Doc tor :  ______________________________________ Specia l t y :  ___________________________________

Phone:  ____________________________ Emai l :  ____________________________________________________________

Cit y :  ___________________________________________________________________ State :  _______________________

PATIENT INFORMATION

Please contac t  pat ient  
to  schedule  consultat ion

Pat ient  wi l l  ca l l  to  
schedule  consultat ion

Orthognathic Surgery 
Proposed Surgical Treatment Plan
_________________________________________
Ortho Treatment Start Date _______________
Anticipated Surgery Readiness ____________

Craniofacial/Cleft Surgery 
Facial Trauma Surgery 
Pathology/Biopsy
Reconstructive Surgery
TMJ Surgery
Cosmetic Procedure
Infection
Dentoalveolar Surgery 

Extraction
Alveoloplasty 
Exposure
Expose and bond
Frenectomy  
Bone grafting
Sinus lift
Vestibuloplasty

 Implants
Preferred Implant System
_________________________________________
Prosthetic Plan: 
_________________________________________
Surgical Guide:

Provided by referral
Surgeon to provide

 Other: _______________________________________

Imaging (Date taken: __________________________ )
Submitted through klenecenter.com
Securely emailed                 Mailed to of f ice
Patient to bring                   Please take image
No image

Clinical Photos (Date taken: ____________________ )     
Models (Date taken: ___________________________ )    
Patient Treatment Records (Date taken: __________ )

AREAS FOR EVALUATION INCLUDED INFORMATION

REFERRING INFORMATION

ADDITIONAL COMMENTS
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