
 

       LUCAS CHIROPRACTIC 
903 Howard St. Walla Walla WA 99362 

PATIENT INTAKE - update 
 
Name____________________________________Today’s Date____/____/____ Date of Birth____/____/____ 
Address____________________________________City_________________State______Zip____________ 
Home Phone(_____)_____-_______Work phone(____)_____-_______Cell phone(____)_____-_______  
E-Mail________________________________     Height___’___” Weight______lbs 
If patient is a minor name guardian _________________________relationship ________________________ 
Emergency contact_________________________ Phone________________ 
 

 physician:________________  

Current Complaints Date of Onset Probable cause 
 
 

  

 
 

  

 
 

  

History of Current Complaints �  None        If this is a recurrent problem please describe the initial cause

 

, the frequency, how you 
have treated in the past, and if past treatment was successful:         

 

� NONE         For the PRESENTING CONDITION and OTHER CURRENT CONDITIONS which you    
                                           are treating,  please list ALL providers, treatments and outcomes 
Recommended by  
Self / Doctor / therapist 

Treatment / Testing        PT, exercises, medications, ice, 
heat, x-ray, MRI, CT, labs 

Outcome  
partial or temp relief,  no help, etc. 

   
   
   
   
   

 

 

� NONE         Please list any other serious illnesses or conditions which you have been diagnosed and/or treated     
                        (cancer, heart, diabetes, mental, TB, high blood pressure, high cholesterol, HIV, asthma etc.)                                
Condition Date diagnosed Treatment – if hospitalized please 

write H 
Outcome 

    
    
    

� NONE           prescription or over the counter medications AND supplements you are currently taking             
Name Reason Dosage  Frequency How long Side effects 

      
      
      
      
      

� NONE                  Please list all significant trauma                   (auto, lifting, fracture, dislocation, sport)                                
Type of trauma  Date Body parts injured Treatment  please if 

hospitalized write H 
Residual problems 
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� NONE                               Please list all surgeries or prostheses                                                                                            

 

Surgery 
if hospitalized please write H 

Date Surgeon & location Results 

    
    
    
    
    

 
� NONE                                                
Family History 

Mother Father Sister Brother Grand 
mother 

Grand 
father 

Child 

Cancer        
Heart         
Diabetes        
Kidney         
Autoimmune         
Hereditary         
Psychiatric         
Other        
 
WORK HISTORY  
Present occupation____________________________________ Employer________________________________________________ 
Job description____________________________________________________________________________� Presently unemployed  
 
SOCIAL HISTORY  
Marital Status      S     M     W     D     Sep   Name of Spouse____________________________  
No. of Children ___________� No children  Currently pregnant �Y  �N  � possibly 
 
Tobacco use: � cigarettes  � cigars  � smokeless   ___Pk-can./day____years  

� never  � non-user since ________ but when used ___Pk-can./day____years 
Alcohol consumption:  � never  � rare  � daily  � _____days per week  � recovering alcoholic 
Caffeine  � coffee  � tea  � soda   _______cups/day         Recreational drug use:  � none _________________  
 
Exercise:  � I do not exercise on a regular schedule.   
My exercise consists of _____________________________________ times per week______ for _____minutes 
 
Stress level: currently rated (select one)      high     medium      low :  major stress factors______________________ 
 
Highest level of Education (select one):      Grade School      Middle School      HS      GED      Vocational School,       

   Undergraduate College      Graduate College 
Sleeping posture (select all that apply):      back       sides       stomach 
 
THE ABOVE INFORMATION IS ACCURATE AND COMPLETED TO THE BEST OF MY 
KNOWLEDGE. 
 
___________________________________ _____________ _______________       _____________ 
signature of patient           date   witness         date 
 
___________________________________ __________________________________ _____________ 
patient’s representative name printed  signature of patient’s representative            date  
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� NONE                                               Please list any Allergies                                                                                                                    

 of 2       CPI 11.09 

Food Environmental  Medications 
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