
Form#: ADMIN-119   Final: 5/01/10                For New Patients Only  

THE PEDIATRIC LUNG CENTER 
Pulmonology, Allergy & Immunology 

 

2730-A Prosperity Avenue 
Fairfax, VA  22031 

19450 Deerfield Avenue, Suite 400 
Leesburg, VA  20176

P (703) 289-1410 | F (703) 289-1420 
 

PATIENT REGISTRATION – PLEASE PRINT                   DATE: __________________ 
PATIENT INFORMATION 

 

Name __________________________________________________________________________________________________________________ 
                 Last Name                                             First Name                                                        Middle Initial 
 
Sex    □ Male    □ Female                     Age ___________     Date of Birth __________________                       
 
Street Address ____________________________________________________________________________________________________________ 
 
City __________________  State ______  Zip _________  Home Phone ( _____ ) _________________ Cell Phone ( _____ ) ___________________ 

 
Parent(s)’s Cell Phone(s) ( _____ ) ______________________________ Parents(s)’s Work Phone(s) ( _____ ) _______________________________ 

 
Primary Care Physician ____________________________________________ Primary Care Physician’s Phone ( _____ ) _______________________                                                           
                                             Last Name                          First Name 
In case of emergency, who should be notified? ________________________________________  Phone ( _____ ) _____________________________ 
 

PHARMACY INFORMATION 
 

Pharmacy Name __________________________________________________         Phone ( _____ ) ______________________________________ 
 
Address _________________________________________________________________________  Fax ( _____ ) ____________________________ 

 

PRIMARY INSURANCE 
 

Person Responsible for Account ______________________________________________________________________________________________ 
 
Relation to Patient _______________________________ Date of Birth ___________________ Social Sec. Number  __________________________ 
 
Street Address (if different from patient) _________________________________________________________ Phone ( _____ ) _________________ 
 
City  ________________________________________  State ______________________  Zip ____________________________________________ 
 
Person Responsible Employed By _____________________________________________ Occupation _____________________________________ 
 
Work Address ____________________________________________________________________  Work Phone ( _____ ) _____________________ 
 
Insurance Company ___________________________________ Group Number ____________________ Subscriber Number __________________ 
 

ADDITIONAL INSURANCE 
 

Is patient covered by additional insurance?   □ Yes      □ No 
 
Subscriber Name _________________________________________ Relation to Patient ________________________ Date of Birth _____________ 
 
Street Address (if different from patient) _______________________________________________________ Phone ( _____ ) ___________________ 
 
City  ____________________________________  State _____________________  Zip _________________________________________________ 
 
Subscriber Employed By ___________________________________________________ Occupation _______________________________________ 
 
Work Address _________________________________________________________________ Work Phone ( _____ ) ________________________ 
 
Insurance Company _________________________________ Group Number ___________________ Subscriber Number ______________________ 

 

 
Signature: ___________________________________________________ Date: ______________________________ 
 

 
STAFF ONLY:       CHECK-IN INITIALS: ____________       UPDATED BY INITIALS: _______________     LOCATION:   □ PROSPERITY 
 
             □ DEERFIELD 


