Dr. John P. Muffoletto PATIENT INFORMATION SHEET
(please print)

DATE 2026 REFERRED BY

Patient’s Name DOB AGE

S.S.# SEXM___F_

Home Address City State Zip
Mail Address City State Zip
Home Phone Work Phone Cell Phone

Marital StatusS__M__ D _W__P E-mail:

Occupation Employer

Name of Spouse/Parent/Partner

S.S.# DOB

Address(if different from above)

Occupation Business Phone

Spouse/Parent/Partner Employer

Emergency Contact Phone

Primary Medical Insurance

ID Number Group Policy Holder
D.O.B.

Secondary Medical Insurance

ID Number Group Policy Holder
D.O.B.

I authorize Dr. Muffoletto to release any information that is required in the processing of my claim. I
also authorize release of this same information to any other physician involved in my care. (A copy
of this authorization is valid as the original.)

SIGNATURE OF PATIENT (Parent/Guardian, if a minor) DATE

**I do not have any objections to receiving blood products in a life-threatening intraoperative
situation.
(initial)



