
Robert Fante, M.D. 

Patient Information Form 
 
Please fill out completely 
 

Patient Name:_____________________________________________________________________________________ 
 
Mailing Address:___________________________________________________________________________________ 
 
City:___________________________________ State:______________ Zip Code:_______________________________ 
 
Telephone: Home:______________________Work:______________________Cell/Pager:________________________ 
 
Email address:_____________________________________________________________________________________ 
 
Employer:________________________________________Occupation:_______________________________________ 
 
Date of Birth:_______________     SS#:___________________________     Sex:___F  ___M 
 
Marital Status:___Single ___Married  ___Divorced  ___Widowed  ___Other 
 
Spouse’s Name:___________________________________________________________________________________ 
 
Parents’ Name (if child):___________________________________Work Phone:________________________________ 
 
 
INSURANCE INFORMATION (Please have insurance cards ready to copy) 
 
Primary Insurance:__________________________________________________________________________________ 
 
Subscriber Name:________________________________________Date of Birth:________________________________ 
 
Secondary Insurance:_______________________________________________________________________________ 
 
Subscriber Name:________________________________________Date of Birth:________________________________ 
 
Insurance Referral: ___Yes  ___No Referal #:________________________Date Span:_______________________ 
 
 
PHYSICIAN INFORMATION 

 
General Doctor:__________________________________________Telephone:_________________________________ 
 
Address:__________________________________________________________________________________________ 
 
Ophthalmologist:___________________________________M.D. Telephone:_____________________________ 
 
Optometrist:_______________________________________O.D. Telephone:_____________________________ 
 
Other Specialist Doctor (Cardiologist, Endocrine, Cancer, Plastic Surgery, etc.): 
 
Name:____________________________________Specialty____________________Telephone____________________ 
 
Name:____________________________________Specialty____________________Telephone____________________ 
 
 
EMERGENCY INFORMATION 

 
Person to Notify:___________________________________________________________________________________ 
 
Relationship to you:___________________________________________Telephone_____________________________ 


