Email Address: Cell Phone:

PATIENT INFORMATION
Please print and answer the following questions as accurate and complete as possible.
Today’s Date:

PERSONAL INFORMATION

Legal Name: "Age: Sex: OM QF

() ) Last)
Address:
City: State: Zip:
Home Phone: . Date of Birth: /I SS# - -
Business/Employer: Work Phone:
Type of Work Performed: Marital Status: OM OS QW QD
Spouse’s Name: Children? Sens: Dau:
Emergency Contact: ‘ Phene:
Who is Your Family Physician? City: State:

How did you hear about this office?

CURRENT HEALTH CONCERNS
Reason For Today’s Visit(be specific):

When Did This Begin: Experienced Previously?..... .... QYes OUNo
Is Condition: QJob Related QAuto Related Qlnjury QOther:

Other Doctors Seen For This Problem:

Previous Dector’s Opinion/Diagnesis :
Were any X-rays/ MRIs done: QOYes ONo Where Done:
Other or Secondary Complaints:
Past Health History
Major Surgeries/Operations: OHead QONeck/Throat QChest/Heart/Lung
- OBack QDAbdominal QOther:
Previous Fractures or Broken Bones: ....... OYes ONo What:
Previous Falls or Accidents:.................... QYes ONo When:
Previous Hospitalization........................ QOYes ONe  Why:
Previous Chiropractic Care............... eeee. AYesTNo  Doctor:
Medications Now Taking:.... OPain Killers/Muscle Relaxants (Nerve/ Anti-depressants
QOBlood Pressure Medicine QAntibiotics QOlnsulin
QStomach Medicine QHeart QVitamins/Supplements

QOther:




Below is a list of diseases and disorders that may seem unrelated to the purpose of your appointment. However, the
followinghl‘om:tienmayaffcctymmpomtomcareaswdlasenr.ppmditelu'ﬂhgmrcue. Please complete
the following as theroughly as possible. ‘

CHECK ANY OF THE FOLLOWING THAT APPLIES TO YOU:

DO Alergies QOsteo-Arthritis O Rheumatoid Arthritis Intake or Use ;
QDiabetes Q Epilepsy - Q Gout 0 Alcohel
QOCaneer QAIDS er ARC QO Chrenic Fatigue O Tobacco

(O Heart Problems 0 Frequent Ilinesses Q Lupus Q Caffeine
OStroke O Fibremyalgia D ALS/MS 0 Drugs of abuse
OKidney problems O Addictions past/present 0 Parkinson’s

DO YOU EXERCISE REGULARLY? O Yes ONe  ARE YOU DIETING? O Yes U No Since
CHECK ANY PROBLEM AREAS THAT YOU HAVE HAD IN THE PAST YEAR:

Q Muscular Weakness O Gas/Bleating 0 Lew Back Pain w/Periods
Q Dizziness O Heartburn 0 Breast Lumps/Problems
O Fainting MALES ONLY Are you Pregnant?

O Convulsions/Seizures {J Prostate Preblems 3 Yes O No [ Neot Sure

Moether’s Side:

lummwmtmminmkotﬁmmwmmmmdwmﬂmwmmmmbythedoctor.
Therefore, the above informationisﬁueandmmpteﬂe-wﬂwbeﬂofmykmwedge.

I understand and agree that any health or accident insurance policies that | have are an arrangement between the insurance carrier
and myself and that Dr. Gale Keppel is not a party to that contract. I acknowledge that | am personally responsible for the payment
of all services and products provided by Dr. Gale Keppel. | understand that payment is due at the time services are rendered and
pmductsarereceived,thatﬂr.Gﬂe!eppelmﬂsodymhmcheckpmﬁmddoesnﬂpamdpaeinmythwmy
payment program. lundemaMdmﬁkbemmmsaymmﬂeumymﬂwwghmaﬁmmdlmmdmmmm,
then | am responsible to pay all reasonable costs of collection, including attorney's fees and court cost.

| acknowledge that | have received, reviewed, understand, and agree to the Notice of Privacy Practices and Fee and Office Policy,
whu:hdescrlbesthePmamesmmmmmWMumMMeMwﬁmmmmm
created, received, or maintained by the Practice.

Patient’s/Parent’s/Legal Guardian’s Signature Date



