   PATIENT INFORMATION & INSURANCE ELIGIBILITY
Dr. S.L. Lamborn                           Date: ________

Name________________________________ 

Cell Phone _______________Work Phone ________________   Home Phone____________________

Address _____________________________City ___________________ State ______ Zip______ 

E-Mail  _____________________________________  (Used for mailing in house newsletters only.)

Social Security # ________________________   Birthdate ______________ Age ______ M/F ______

Marital Status: (  ) Married     (  ) Single     (  ) Divorced  (  ) Widowed;  # of Children ________     

Occupation____________________________Employer_____________________________________
Name of Spouse ________________________

Occupation _______________ Employer ________________________

Patient’s Nearest Relative ___________________________________________ ph#____________

Have You Had Chiropractic Care Before? _____________ If so, when? _________________________

Date of Last Physical ______________________ Family Physician___________________________
ELIGIBILITY GUARANTEE:

I, ____________________________________ hereby certify that I am eligible for chiropractic benefits

   Signature of Patient/Member             
          

 offered by_____________________________

 

Name of Health Plan

Id#________________________________________  (Group #)  ___________________________                              
DATE______________________
Consent to allow text messaging:

Date______________________
