
 
MICHAEL A. GIUFFRIDA, M.D. 

PATIENT REGISTRATION FORM 
(PLEASE PRINT CLEARLY) 

 
Date:                                               Name: _________________________________________    SS#__________________________________ 

Address:                    Employer: 

City:                                                                 State:              Zip:                                  Address:  

Phone (H)                                                       Phone (W)                                                City:                                     State: ______   Zip  

Age:                  Birth Date:                                                Sex:                              Occupation:  

Mobile Phone:                  Email Address: _____________________________________ 

Any Restrictions for contacting you? If so please state here: ___________________________________________________________________ 

Emergency Contact:                                         Telephone:                    Relationship:  

REFFERAL INFORMATION 

Referred By:      Family Physician/Primary Care Physician: 

Name:       Name:  

Address:       Address:  

City:      State:                       Zip:   City:                                       State:                    Zip:  

Phone:        Phone: _________________________________________________ 

HEALTH INFORMATION 

Reason for visit today: __________________________________________________________________________________________________ 

Height: ___________ Weight: ____________ Date of Last Mammogram: ________________________   

Do you Smoke?  Y   N   If yes, how much? ______________________    Are you pregnant or taking birth control pills?  Y   N  

Medical History:  Do you have or have you had any of the following?  (Circle yes or no) 

 

Any other serious illness, please explain:   _____________________________________________________________________________________ 

_______________________________________________________________________________________________________________________ 

Previous Surgery - Please list with dates:  ____________________________________________________________________________________ 

Allergies: Are you allergic to or have you ever had a reaction to any medication, including local anesthetic or latex? Please list: 

                                                                                                                                                                                                     

Are you now or have you ever taken any medications on a regular basis (aspirin or aspirin containing compounds, herbal supplements, vitamins 
included) if yes, please list below:    Y    N 

   

   

   

   

 
Patient Signature: ______________________________________________________               Date: ____________________________________ 
                 
REV 05/07 

Rheumatic Fever Y N Heart Trouble Y N Heart Murmurs Y N Abnormal Scarring Y N 

Heart Palpitations Y N Irregular  Heart Beat Y N Chest Pains Y N Bleeding Problems Y N 

Shortness of Breath Y N Swelling of Ankles Y N High Blood 
Pressure 

Y N Emotional Problems Y N 

Diabetes Y N Cancer Y N Kidney Problems Y N Psychiatric Problems Y N 

Eye Diseases Y N Hepatitis Y N Thyroid 
Problems 

Y N Blood Transfusions Y N 

Asthma Y N Anemia Y N Blood Disorders Y N Sexually Transmitted Diseases Y N 

Eye irritations Y N Chronic Lung Problems Y N       



MICHAEL A. GIUFFRIDA, MD 

 
THIS FACILITY HAS WRITTEN POLICIES REGARDING THE RIGHTS OF PATIENTS 
AND IS RESPONSIBLE FOR ADHERING TO SUCH POLICIES. 
 
PATIENT RIGHTS SHALL ENSURE THAT, AS A MINIMUM, EACH PATIENT: 
 

1.  Is informed of these rights, and of the facility’s rules and regulations, including the patient’s responsibility to respect the 
personal rights and private property of others. 
 
2.  Is informed of services available in the facility, of the names and professional status of personnel providing and/or 
responsible for his/her care, and of fees/charges, including any fees/charges for services not covered by insurance. 
 
3.  Is assured of medical care and is informed of his/her current medical condition unless medically contraindicated (as 
documented by a physician in the patient’s medical record). 
 
4.  Is informed about pain and pain relief measures and to be assured that your report of pain will be believed. 
 
5.  Is informed to expect that your pain management will be provided by health care professionals who are committed to 
pain  prevention and who respond quickly to reports of pain. 
 
6.  Has the right to participate in planning of his/her care and treatment; has the right to refuse medication and 
treatment; is informed of available treatment options, including the option of no treatment, and of the possible 
benefits and risks of each option. 
 
7.  Has the right to refuse to participate in experimental research (unless giving his/her written informed consent). 
 
8.  Has the right to express grievances to the facility’s staff and governing authority and to recommend changes. 
 
9.  Is free from mental and physical abuse, free from exploitation, free from chemical, physical and other types of 
restraints. 
 
10. Is assured confidential treatment of his/her medical record, and shall approve or refuse its release to any individual 
outside the facility, except as required by law or insurance contract. 
 
11. Is treated with consideration, respect and full recognition of his/her dignity, individuality and right to privacy, 
including,  but not limited to, auditory and visual privacy and confidentiality concerning patient treatment and disclosures. 
 
12. Is not required to perform services for the facility. 
 
13. May join with other patients or individuals to work for improvements in patient care. 
 
14. Is assured of exercising civil and religious liberties, including the right to independent personal choices. 
 
15. Is not the object of discrimination because of age, race, religion, sex, nationality, or ability to pay. 
 
16. Is not deprived of any constitutional, civil, and/or legal rights solely because of receiving services from this facility. 
   
Questions and Complaints may be presented to Michael A. Giuffrida, M.D. at 449 Route 130 Suite 4 
Sandwich, MA 02563 Telephone: 508-247-7534 Email: magplasurg@aol.com 
 
 
________________________________________________    _________________________________________ 
Patient Signature      Date 

 


