
                        
 

       PATIENT INFORMATION FORM         Today’s Date 

               ____/____/____ 
 

 

Patient’s Name:  
 

________________________________________________________________________________________________ 

                                  (Last)   (First)    (MI) 

 
Address:________________________________________________________________________________________ 

  (Street)   (City)   (State)  (Zip) 

 

Home Phone:_________________________         Patient’s Date of Birth:  ____________________________ 
 

Patient’s Social Security Number:________________________    Race:________________      Sex:   Male      Female 

 

 

Name of Person Bringing Patient to Appointment:  ______________________________________________________ 

 
How are you related to this patient? (i.e., natural mother, foster father, stepmother, grandparent, etc.)   _____________ 

 

Do you have legal custody of this patient?      YES    or       NO 

 

Address:________________________________________________________________________________________ 

  (Street)   (City)   (State)  (Zip) 

 

Home Phone:______________________    Work Phone:______________________   Cell Phone:  ________________ 
 

Employer:_______________________________________________________________________________________ 

  

Is responsible party a member of the Armed Forces?    _______ Yes   _________ No 
 

 Parent/Guardian Social Security Number:  _____________________________________________________________ 

 
In Case of Emergency Contact: ______________________________________________________________________ 

 

Relationship to Patient:_________________________________     Daytime Phone: ____________________________ 

 
Parent/Guardian 

Signature:_______________________________________________________________________________________ 

 

 

Name of Insurance Company: _______________________________________________________________________ 

 
Full Name of Policy Holder: ______________________________________  Date of Birth: ______________________ 

 

Policy Holder’s Social Security #: _________________________Relationship to Patient:________________________ 

 
Employer:  _____________________________________________ 

 

Home Phone:____________________________________   Work Phone: ____________________________________ 

 

 

 
Date of Last Dental Visit: ______________________ Reason for visit: ______________________________________ 

 

Whom may we thank for referring you? 

________________________________________________________________________________________________ 
 

Name, Address, Phone Number of Primary Care Physician:   

 

________________________________________________________________________________________________ 

Pantops Orthodontics 

   

“Braces for All Ages” 

G. “Joe” Rebellato, DDS, PC 

 

 


