
P L A S T I C  &  R E C O N S T R U C T I V E  S U R G E R Y  

PATIENT INFORMATION (Please Pr int)  

Date: _______________________   

How did you hear about us?:  Referral (name) ____________  

Patient: _________________________________________________________________________________     

   Last       First      M.I.  

Responsible Party (if patient is a minor):  ____________________________________________________   

Relationship to Patient:  ____________________________________________________________________ 

Street Address: ___________________________________________________________________________  

City:  ________________________________________ State: ________________ Zip: _________________ 

Home Phone: _______________________________ Cell Phone: ___________________________________      

Social Security #: __________________________________                                                                                

Name of your (PCP) physician: _______________________________ Phone: ________________________ 

Sex: M F Age: _______________ Birthdate: _______________ Single Married Divorced/Separated  

Email: _________________________________________________________________________________    

       For monthly specials, and practice information only! We do not sell our email lists to anyone, ever.                             

Reason for Visit: ________________________________________________________________________ 

Business Address: _______________________________________________________________________ 

Occupation: ____________________________________ Business Phone:  __________________________ 

Spouse’s Name (if applicable):  _____________________________________________________________ 

Spouse’s Social Security # _________________________  Employed By:  __________________________  

Business Address: ________________________________________________________________________  

Occupation: ____________________________________  Business Phone: __________________________  

In Case of Emergency, Contact: ______________________________ Phone: ________________________ 

Women Only Number of Pregnancies __________________  Number of children _____________________ 

Date of last Mammogram ______________ Results _____________________________________________  

Did you breast feed? ___________  Do you perform regular self examinations on your breasts? __________ 

_________________________________________________           ______________________________ 

          (Authorized Signature of Patient or Responsible Party)                                         (Date)                                

Richard J. Restifo, MD    Amanda Roche, PA-C         P:203.772.1444   F: 203.907.0503   

If you have any questions, please call us at (203) 772-1444.  

200 South Orange Center Road, Orange, CT  06477 
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