
 
                       Dr. Jerrid Goebel             Dr. Stuart Johnson 

Chiropractor/Licensed Acupuncturist                             Chiropractor 
824 1

st
 Street 

Sturgis, South Dakota, 57785 
Telephone (605) 347-4003 

 

 
Patient’s Name___________________________ Nickname                               Date ____/____/______ 
 
Address_________________________________City________________State           Zip___________ 
 
Soc. Sec. #                                                   Sex: M ____ F____ 
 
Marital Status: M____S____D____W____ Spouse’s or Parent’s Name    ___ 
 
Date of Birth____/____/_____ Age______ 
 
Home Phone  ____________ Work ______________ Cell_   __________ Email _   _____              ___ 
 
Referred By: Yellow Pages____ Doctor_   _____              ___ Other_   _____              ___ 

         Newspaper____  Friend_   _____              ___ 
         Radio____  Family_   _____              ___ 

 
Occupation______________________Employer___________________________________________ 
 
Insurance Company          _________ 
                      (We will photocopy insurance card) 
 
 
 
What is the main reason for visiting our office today? _________________________________________ 
 
How long have you had this condition? _____________________ Date of Incident   ____/____/_____ 
 
 Work Related? _____________ Auto Accident? ____________  Other Type of Accident? ____________ 
 
Have you had this or similar conditions in the past? __________________________________________ 
                                                                                   (If so, please explain) 

                                                
Is this condition interfering with: Work ____ Sleep ____ Daily Routine ____ Other____________________ 
 
Other doctors or therapists who have treated THIS Condition: ___________________________________ 
 
Has this condition: Improved  _____________ Unchanged   _____________ Worsened  _____________ 
 
Family Physician:  Name__________________________ Date of Last Physical: ____/____/_____ 
 
Do you have a Pacemaker? _____________ Medications? _____________________________________ 
 
Recent Surgeries/Dates: _______________________________________________________________ 



Check any of the boxes that apply to you, CURRENT or PAST.  

 
� Ear Ringing 
� Earache 
� Runny Nose 
� Sinus Congestion 
� Sore Throat 
� Allergies 
� Difficulty Breathing 
� Asthma 
� Constipation 
� Diarrhea 
� Heartburn/ 

Indigestion 
� Abdominal Pain 
� Menstrual Cramps  
� Bladder Trouble 
� Urinary Trouble 

� Tension Headache 
� Migraine 
� Stiff Neck 
� Neck Soreness 
� Cancer 
� Depression 
� Anemia  
� Diabetes 
� Muscle Pain 
� Muscle weakness 
� Muscle Cramps 
� Muscle Twitching 
� Joint Stiffness 
� Joint Pain 
� Thyroid Condition 

� Angina 
� Heart Murmur 
� Heart Palpitation 
� Stroke 
� Hypertension  
� Seizures 
� Vertigo 
� Dizziness 
� Hand Trembling 
� Loss of Sensation 
� Uncoordinated 
� Weak Grip 
� Facial Paralysis 
� Difficulty with Speech 
� Loss of Memory 

� Numbness 
� Tingling 
� Heat Intolerance 
� Cold Intolerance 
� Hair Changes 
� Breast Changes  

 
Last Pap Smear 
_________________ 
Last Mammogram 
_________________ 
Last Prostate Exam 
__________________ 

Any other comments? ______________________________________________________________ 
 
 
Current Height _____ Weight _____ Have you recently lost or gained weight? __________________ 
 
 
Mental Work            Heavy    Moderate    Light      Hours per day __________ 
 

Physical Work          Heavy    Moderate    Light      Hours per day __________ 
 
Exercise                    Heavy    Moderate   Light       Hours per week ____ Type __________ 
 
Smoking             Current    Previous  Pack/ day ____     No. of years _________ 

 
Alcohol        Beer/ Week_____  Liquor/ Week _____  Wine/ Week_____ No. of Years_____ 

 

Caffeine        Cups/ Day _____  No. of Years _____ 

 

Aspirin        No./ Day _____  No. of Years _____ 
 
Other _______________________________________________________________________________ 
 

 
Place an X on the line where it applies:  

How bad are the symptoms now? 
           
 
Mild           Severe       
 
How bad were the symptoms in the past?  
 
 
Mild            Severe 

Mark on the person below where you 

are feeling your symptoms. 

 

 


