Lilac City Pediatrics, 180 Farmington Road, Rochester, NH 03867 - phone (603) 335-4522 - fax (603) 335-8631

New Patient Registration Form

CHILD'S INFORMATION PARENT'S INFORMATION

LAST NAME MOTHER'S NAME DATE OF BIRTH
FIRST NAME ADDRESS
ADDRESS

CITY,STATE ZIP

CITY,STATE ZIP MOTHER'S EMPLOYER

DATE OF BIRTH SOCIAL SECURITY # FATHER'S NAME DATE OF BIRTH
SIBLINGS DATE OF BIRTH ADDRESS

SIBLINGS DATE OF BIRTH

SIBLINGS DATE OF BIRTH CITY,STATE ZIP

SIBLINGS DATE OF BIRTH FATHER'S EMPLOYER

PRIMARY INSURANCE COMPANY INFORMATION

PRIMARY INSURANCE COMPANY NAME IDENTIFICATION NUMBER GROUP NUMBER

SUBSCRIBER (IF OTHER THAN PARENT) RELATIONSHIP TO PATIENT

ADDRESS OF SUBSCRIBER (IF NOT PROVIDED ABOVE)

SOCIAL SECURITY NUMBER OF SUBSCRIBER SOURCE OF INSURANCE (EMPLOYER'S NAME)

SECONDARY INSURANCE COMPANY INFORMATION

SECONDARY INSURANCE COMPANY NAME IDENTIFICATION NUMBER GROUP NUMBER

SUBSCRIBER (IF OTHER THAN PARENT) RELATIONSHIP TO PATIENT

ADDRESS OF SUBSCRIBER (IF NOT PROVIDED ABOVE)

SOCIAL SECURITY NUMBER OF SUBSCRIBER SOURCE OF INSURANCE (EMPLOYER'S NAME)

FURTHER BILLING INFORMATION

PERSON RESPONSIBLE FOR BILLING NOT COVERED BY INSURANCE

(ADDRESS OF RESPONSIBLE PARTY

PHONE NUMBER FURTHER COMMENTS

| certify that all of the the above information is true and correct. | know it is a crime to fill out this form with facts that | know are
false or to leave out facts that | know are important. | authorize any insurance company, organization, employer, hospital, physician,
or pharmacist to release any information requested with regard to processing my claims.

SIGNATURE OF PERSON FILLING OUT FORM DATE RELATION TO PATIENT
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