
 
 

Dr. Jerrid Goebel   Dr. Al Gunderson 
 
 

 

 
Date: ________________                  Social Security # _______________________________ 
 
Name: ___________________________________________             Birth Date: _____________________   Age: _________ 
  
Mailing Address _______________________________            Physical Address ______________________________    
 
City ___________________    State ___    Zip________            City ____________________ State ___    Zip_________ 
 
Email Address _________________________________  Home Phone: __________________________________ 

 
Cell Phone: ____________________________________ _       
 
Gender:  M  /  F          Marital Status:  M  /  S  /  D  /  W           
 
Occupation: _________________________________            Employer: _____________________________ 
 
Spouse or Parent Name (if under 18): ____________________             Number Of Children: _________  
 
 
Referred By: Google __  Social Media __ Other __  Family/Friend/Doctor ________________________________ 
 
Circle Appropriate Coverage:  Self Pay                 Insurance                  Medicare             Medicaid/Title19 
                              Automobile Accident         Worker’s Comp                 Personal Injury  
 
Insured Name (If not patient) _______________________________        Insured Birth Date: ___________________  
 
Do You Have a Pacemaker:      Y          N 
 
REASON FOR TODAY’S VISIT:____________________________________________________________ 
  
Is this condition:      New Injury     Old Injury   Chronic Pain   Wellness Visit 
 
When Did This Condition/Accident Occur: ____/____/____       Where: _____________________________ 
 
Circle Type of Pain/Discomfort:       Dull                Sharp                   Achy             Throbbing           Shooting     

                                                                     Burning                  Stabbing          Numbness Other_______ 
 
Rate Your Pain/Discomfort:              1         2         3         4         5         6         7         8         9        10    
 
Does Pain Radiate/Travel in to Other Parts of Body:       Y          N        Where:________________________ 
 
Does Your Condition Interfere With:                  Sleep                   Daily Activity                  Work 

1010 Ballpark Rd. Ste.2  Sturgis, SD 57785 

Phone: 605-561-0161 Email: office@keycitychiro.com 



 
Recent Health Issues/Complications: _________________________________________________________ 
 
Recent Surgeries/Dates:  ___________________________________________________________________ 
 
Medications: ____________________________________________________________________________ 
 
Allergies:  ______________________________________________________________________________ 
 

Circle Areas of Symptoms: 
 
 
 
 
 
Height: ______________ 
Weight: ______________ 
 
 
 
Currently Pregnant Y___ N___ 
Due Date______________ 

 
 
 
 
 

Do any of the following concern you: 
 

□ Ear Ringing   □ Tension Headache  □ Angina  □ Numbness 
□ Earache   □ Migraine   □ Heart Murmur □ Tingling 
□ Stiff Neck   □ Heart Palpitation  □ Breast Changes □ Heat Intolerance 
□ Sinus Congestion  □ Neck Soreness  □ Stroke  □ Cold Intolerance 
□ Cancer   □Hypertension  □ Hair Changes □ Acupuncture 
□ Allergies   □ Depression   □ Seizures   
□ Difficulty Breathing □ Anemia   □ Vertigo 
□ Asthma   □ Diabetes   □ Dizziness 
□ Constipation  □ Muscle Pain   □ Hand Trembling 
□ Diarrhea   □ Muscle Weakness  □ Loss of Sensation 
□ Heartburn/ Indigestion □ Muscle Cramps  □ Uncoordinated 
□ Muscle Twitching  □ Weak Grip   □ Abdominal Pain   
□ Joint Stiffness  □ Facial Paralysis  □ Menstrual Cramps   
□ Joint Pain   □ Difficulty with Speech □ Bladder Trouble   
□ Thyroid Condition  □ Urinary Trouble 
 
Is there anything else you would like the Dr. to know or would like more information on?  
 
 
 
 
 
 
 
 




