
New Patient Registration Form 

The Doctors Luce Pediatrics, LLC 

 
PATIENT INFORMATION                      PLEASE PRINT 

 
□ Dr. □ Mr. □ Mrs. □ Ms.   □ Jr. □ Sr. □ Other____________ 

Patient’s Name (Last)_______________________   (First)________________________  (Middle)_____________________ 

Physical Address______________________________________________________________________________________ 

City, State, ZIP________________________________________________________________________________________ 

Mailing Address_______________________________________________________________________________________ 

Phone Numbers: Home_____________________          Work____________________             Cell_____________________ 

□Female              □Male                Social Security Number_______-_____-_________    Date of Birth_____/______/_______ 

 

Responsible Party Information 
Father     (Last)________________________  (First)_________________________  (Middle)_________________________ 

Social Security Number_______-_____-_________                                                          Date of Birth_____/______/_______ 

E-mail Address__________________________________ 

Mailing Address_______________________________________________________________________________________ 

City, State, ZIP________________________________________________________________________________________ 

Phone Numbers: Home_____________________          Work____________________             Cell_____________________ 

Marital Status □Married   □Single   □Divorced   □Widowed   □Legally Separated   □Other 

Employment Status □Employed  □Full-Time  □Part-Time  □Self-Employed  □Unemployed  □Student □Retired 

Employer__________________________________       Employer Address________________________________________ 

Mother     (Last)________________________  (First)_________________________  (Middle)________________________ 

Social Security Number_______-_____-_________                                                          Date of Birth_____/______/_______ 

E-mail Address_________________________________ 

Mailing Address_______________________________________________________________________________________ 

City, State, ZIP________________________________________________________________________________________ 

Phone Numbers: Home_____________________          Work____________________             Cell_____________________ 

Marital Status □Married   □Single   □Divorced   □Widowed   □Legally Separated   □Other 

Employment Status □Employed  □Full-Time  □Part-Time  □Self-Employed  □Unemployed  □Student □Retired 

Employer__________________________________       Employer Address________________________________________  

 

PRIMARY INSURANCE INFORMATION   (Provide your insurance card to the front desk at check in) 

Name of Insured______________________________________     Patient Relationship to Insured______________________ 

Insurance Company/Phone Number____________________________________          (________)_____________________ 

Subscriber ID (Policy Number)___________________________________ Group ID________________________________ 

Effective Date_________________________   Termination Date________________________ 

Insured Date of Birth______/______/______                     Insured Social Security Number_________-________-__________ 

Insured Employer__________________________ Employer Address____________________________________________ 

Insurance Company Address_____________________________________________________________________________ 

 

 

SECONDARY INSURANCE INFORMATION    (Provide your insurance card to the front desk at check in) 

Name of Insured______________________________________     Patient Relationship to Insured______________________ 

Insurance Company/Phone Number____________________________________          (________)_____________________ 

Subscriber ID (Policy Number)___________________________________ Group ID________________________________ 

Effective Date_________________________   Termination Date________________________ 

Insured Date of Birth______/______/______                     Insured Social Security Number_________-________-__________ 

Insured Employer__________________________ Employer Address____________________________________________ 

Insurance Company Address_____________________________________________________________________________ 

 
I agree that the information supplied on this form is accurate and up-to-date to the best of my knowledge.  I authorize the release of any 

information requested by my insurance carrier(s) that is necessary to process unpaid claims and also authorize payment “assigned” 

insurance benefits to The Doctors Luce Pediatrics, LLC 

 

Patient (or Responsive Party) Signature______________________________________  Date_______________________ 



 

 

 

 

 

 

 

 

 

 

 

 

 

 


