
LEHIGH VALLEY FAMILY PRACTICE 

 
1401 Fairmont Street       Narien K. Grover, M.D. 

Whitehall, PA 18052     Diplomate American Board of Family Practice 

(610) 432-4122                  Fellow of American Academy of Family Practice 

Patient Registration Form 

(Please Print) 
 

Today’s Date:_________________ 

 

Last Name:___________________ First Name:___________________  Middle:______ 

 

Date of Birth:_________________ Age:______  SS#:___________________ 

 

Gender:  Male   Female   Marital Status:  Single  Married  Widowed  Divorced  Separated 

 

Address:________________________________________________________________ 

City:__________________________ State:______________  Zip Code: ____________ 

 

Home Phone #:_____________________ Cell Phone #:________________________ 

E-mail Address: __________________________________________________________ 

 

Employer:________________________________ Work Phone #:__________________ 

 

Employer Address: ________________________________________________________ 

 

Responsible Party’s Name:_________________________________ SS#:____________ 

( If under 18, Parent/ Guardian) 

Birth Date: __________Relation to Patient:  Self  Mother  Father  Spouse  Other:_______ 

 

Responsible Party’s Address:________________________________________________ 

INSURANCE 

 

1.) Insurance:_____________________ID#:____________________ Group#:_________ 

 

Effective Date:_____________ Subscriber’s Name______________________________ 

 

Birth Date:___________Relation to Patient:  Self  Mother  Father  Spouse  Other:______ 

 

2.) Insurance:___________________ ID#:____________________ Group#:_________ 

 

Effective Date:___________ Subscriber’s Name:________________________________ 

 

Birth Date:___________Relation to Patient: Self  Mother  Father  Spouse  Other:_______ 

 

Whom may we thank for referring you?_______________________________ 

 

Patient’s Signature:_________________________________ Today’s Date:___________ 

PLEASE READ AND SIGN THE BACK OF FORM 
 

 


