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MICHAEL S. GODIN, M.D., PLC TEL: 804-285-8578 
410 LIBBIE AVENUE RICHMOND, VA 23226 FAX: 804-285-1870 

Patient’s Name 

Address 

Last 

Street & Apt # 

First 

City State 

Middle 

Zip 

Home Phone Cell Phone 

Preferred telephone 
contact method: 
 Home  Work  Cell 

Please initial that you allow our 
office to leave appointment only 
information: ________ 

Would you like to receive practice news, updates 
and offers via email:  Yes  No 
Email:_______________________________________ 

Age 

Marital Status 

Birthdate

 Single 

/  / 

 Married to: 

SS# Sex 

 Other: 

 Female  Male 

Patient’s Employer 

Work Phone Ext: 

Occupation 

Is it okay to call you at work?  Yes  No 

Emergency Contact Relationship to Patient 

Home Phone Work Phone Other Phone 

Address 
Street & Apt # City State Zip 

How did you hear about Dr. Godin? (please check all that apply) 

   My family member/friend _______________________________told me about Dr. Godin. 

   Dr. __________________________ referred me. 

   Your location is convenient to my home or office. 

   I heard Dr. Godin speak at _________________________________________________. 

   I wanted to see a Board Certified Facial Plastic Surgeon. 

 I saw Dr. Godin in New Beauty Magazine. 

   I noticed your name in the Verizon Super Pages, or   The Yellow Book 

 www.drgodin.com   the internet   Facebook   Google   other website (please specify): _________________________ 

 Other: _________________________________________________________________ 

Please list any specific areas you would like to discuss with Dr. Godin: 

If you are unable to keep your appointment, we request that you give us 24 hours notice. Please be advised that 
a $25.00 charge will apply for appointments cancelled or broken without 24 hours notice. 

Signature Date 

**Records will be retained for a total of six (6) years from the last date of treatment. After this time has passed, charts are purged and 
destroyed by a licensed and bonded company.** 

http:www.drgodin.com

