
Lucas Chiropractic Clinic 
Patient Information 

 
 
 
 
 
 
 
 
 
 
 

 
 
 
  

Today’s Date _____/_____/____               Date of Injury _____/_____/____ 
 
Patient Name____________________       _______________    ______  ________                     
                                                      LAST                                                       FIRST                             M                    SUFFIX 

Current Mailing Address: 
 

_______________________  ___________  ___________  __________ 
                      PO BOX OR STREET ADDRESS                  CITY                            STATE                      ZIP 

 
Who Referred YOU to our Clinic? __________________________________ 

Date of Birth ________/______/______  
 
AGE_____ 
 
S.S.N. ______ -____-_______   SEX -   M    F 
 
MARITAL STATUS – M   S   D   W 
 

Contact Numbers: 
 
Home ________________________ 
 
Work_________________________ 
 
Cell__________________________ 
 

What method of payment will you be using?   Cash        Insurance w/Co-Pay       100% Covered 

INSURANCE?? PLEASE PROVIDE YOUR CURRENT INSURANCE CARD!!! 

Who is responsible for this bill? 
 
Name____________________________ 
 
Address__________________________ 
 
_________________________________ 
 
Phone____________________________ 
 
Relationship to YOU? _______________ 

Insured Information: IMPORTANT!! 
 
Name of Insured_______________________ 
 
Date of Birth _________________________ 
 
SSN of Insured ______-_____-________ 
 
Your Relationship to the Insured? ________ 

EMERGENCY CONTACT: Name________________________ Phone________________ 

Office Use Only 
 
Note:  
Insurance Verification:  
 








