
LUKE CHIROPRACTIC & SPORTS INJURY
DR. BRYAN W.C. LUKE, D.C

1314 S. King St. Suite # 425 Honolulu, HI 96814 (808) 591-2400 Fax # (808) 589-1408~www.drbryanluke.com

OUR PURPOSE STATEMENT

PATIENT HEALTH HISTORY

DATE: ______/______/______

NAME: _________________________________________    SOCIAL SECURITY #:_____________________

DATE OF BIRTH: _____/______/_______ AGE: _________               SEX: M     F

MARITAL STATUS:    (   ) SINGLE  (    )MARRIED  (   ) DIVORCED  (    )WIDOWED

ADDRESS: ______________________________________________________ APT #: _______  ____________

CITY: __________________________________________ STATE: ________ ZIP CODE: _________________

HOME PHONE: (           ) _________________ WORK PHONE: (           ) __________________ ext. ________

CELL PHONE: (           ) ______________________________ PAGER #: _______________________________

EMAIL ADDRESS: _______________________________________ ___________________________________

EMPLOYER: ______________________________________OCCUPATION: ___________________________
ADDRESS: __________________________________________________________________________________

SPOUSE’S NAME: _______________________________________  __________________________________
CHILDERN’S NAME(S) & AGE(S): ____________________________________________________________

REFERRED TO OUR OFFICE BY: ___________________________  _______________________________
LAST DATE SEEN BY CHIROPRACTOR: _____________________ DR. ____________________________
REASON YOU CAME TO OUR OFFICE: _______________________  ______________________________

IF YOU WERE INJURED, WAS IT …(Circle One)    WORK    AUTO         PERSONAL
DID YOU CONTACT YOUR EMPLOYER? YES NO
FOR : ARE YOU PREGNANT? YES      NO

(

VERTEBRAL SUBLUXATION

Our purpose is to educate & treat as many families as possible about the spinal condition called Vertebral 
Subluxation; for it is Vertebral Subluxation that destroys an Optimal Spine and destroys Optimal Health. Therefore,

we look forward towards your experience in this office as for healing & full function of your nervous system & 
body, & learning the TRUTH about health.

(check one)

PLEASE NO TIFY TH E DOC TOR IF YOU ARE PREGN AN T OR  POSSIBLY PREGNAN T)

The vast majority of our patients have been involved in dozens of impacts that could cause 
; the doctor wants to discover FIVE of yours.

1. When was your MOST recent Auto Accident?    Date: ______________________
Speed? ____ mph (Please Circle) FRONT     BACK    SIDE     OTHER: __________________
Any treatment received? YES/NO  _________________________________________________
Chiropractic care? YES/NO  _________________________________________________

2. When was the one before that?     Date: _____________________
Speed? ____ mph (Please Circle) FRONT    BACK      SIDE      OTHER:___________________
Any treatment received? YES/NO _________________________________________________________
Chiropractic Care? YES/NO _____________________________________________________  __

3. Any others, even if you were not the driver of vehicle? On a motorcycle?      Date: _____________________

FEMALES

♦
♦
♦

♦
♦
♦



SU R GER Y O T H ER

M EN ST R U A L D IFF IC U LT IES LO W /H IG H  B LO O D  P R ES S U R E

c a n p ut  p re ssure  o n ne rves  fo r  a  lo ng p e rio d  o f tim e

yo u ha d  yo ur  syp to ms  (  )

D I A B ET ES

M U S C LE C R A M PS
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T H R O ID

H EA D A C H E/D IZ Z IN ES S
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LEG  P A IN

N U M B N ES S/T IN GLIN G

N ER VO U SN ES S

A R M /H A N D  P A IN

A LLER GY

SI N U S

U P P ER /M ID  B A C K  P A IN

LO W  B A C K  P A I N

H I P P A IN

FA T IG U E

N EU R I T IS

T H R O A T  P R O B LEM

ST IF FN ES S  

A S T H M A

U LC ER /D IGES T IVE P R O B LEM

H o w  lo ng  have  yo u  ha d  yo ur  sym p to m s?  P le as e  ind ic a te  i   o r  a s  to  the  fir s t tim e

Most people have a slip, strain, twist, or fall playing , at , or , whether it was 
reported or not.

1. When was your most recent stress or strain?      Date: _____________________
Any treatment received? YES/NO_________________________________________________________
Chiropractic care? YES/NO_________________________________________________________

2. When was the one before that?      Date: _____________________
Any treatment received? YES/NO _________________________________________________________
Chiropractic care? YES/NO______________________________________________________  _

3. When was the one before that?      Date: _____________________

:   ALCOHOL (bottle/week) ____________         SODA (cans/day) _________________                              
COFFEE (cups/day) ________________       TOBACCO (#/day) ________________            
EXERCISE (times/week) ______________         Type(s) _________________________

       RECREATIONAL DRUGS    (  ) None    (  ) Light    (  ) Moderate   (  ) Heavy      

 ______________________     _____________________     ______________________
    ______________________     _____________________     ______________________
    

1. Vertebral Subluxation can cause irritation to different nerve fibers, is your condition:

(Please Circle

2. Depending on the type and the degree of Subluxation, the nerve pressure can be constant or 

occasional. How often do you have yours? ____ ____    ____

Vertebral Subluxation can cause weakening to the entire spine. Is your condition worse?

(Please Circle)    

______________________________________________________  ________               ______________________

V e rta bra l S ublu x a t io n 

IL L N E S S W H E N IL L N E S S W H E N

M O N T H S Y E A R S

sports home work

SOCIAL HABITS

MEDICATIONS:

Do any of your family members have any of the symptoms above?
Name: __________________ Relationship: _________ Health Problems: _______________
Name: __________________ Relationship: _________ Health Problems: _______________
Name: __________________ Relationship: _________ Health Problems: _______________

CAN YOU SEE HOW THIS IS STARTING TO MAKE SENSE ABOUT 
VERTEBRAL SUBLUXATION?

)  SHARP   DULL   THROBBING   BURNING   ACHING   STABBING PAIN

In the A.M. In the P.M. Anytime After Activity

        PATIENT’S SIGNATURE ( )             DATE

ex a m p le : H e a d a c h e -  5  y e a rs  a g o , A lle rg ie s -  1 9 9 2

♦
♦

♦
♦

times a day times a week times a month

PARENT/GUARDIAN IF MINOR
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