
Lapeer Pediatrics PC 
 

PATIENT INFORMATION 
 

Last Name: First: Middle: 

Date of Birth: Gender:     F       M    Marital Status:       

SS# :       -       -        Home Phone: Cell phone: 

Address: City: State-Zip: 

Emergency Contact: Relation: Phone: 

Email Address: Employer: 

Occupation: Job Address: Phone: 

                

                             SPOUSE / LEGAL GARDIAN INFORMATION 
 

Last Name: First: Middle: 

Date of Birth: Gender:     F       M    Relation to Patient::       

SS# :       -       -        Home Phone: Cell phone: 

Address: City: State-Zip: 

Email Address:  

Employer: Occupation: 

Last Name: First: Middle: 

Date of Birth: Gender:     F       M    Relation to Patient::       

SS# :       -       -        Home Phone: Cell phone: 

Address: City: State-Zip: 

Email Address:  

Employer: Occupation: 

 

INSURANCE 
 Primary Insurance Secondary Insurance 

Insurance Company Name   

Subscriber’s full Name   

Subscriber’s Date of birth   

Subscriber’s SS#    

Relationship to patient   

Insurance Policy #   

Group #   

Phone #   

Patient / Legal Guardian Signature:                                                                          Date: 

 

 


