Patient Update

Cornerstone Wellness Clinic
Patient Name:​​​​​​​​​​_______________________________________Date:_______________

Address:________________________________________________________________   



STREET



CITY


STATE
      ZIP CODE

Date of Birth:________________
Email Address: ___________________________

Home Phone:________________Work Phone:______________Cell:______________

Spouse’s Name:___________________   Employer:____________________________

Current Complaint:______________________________________________________
For How Long:______________________________Had Before:_________________

Accident?____________When:____________Describe:_________________________________________________________________________________________________

Other Problems:_________________________________________________________

Doctors Seen For This Condition:__________________________________________

Their Treatment:_________________________________________________________

Your Current Health Objectives:___________________________________________

________________________________________________________________________

New Allergies or Diseases?_______________________________________________

Recent Surgery?____________Describe:_____________________________________

Medications, Vitamins, Supplements Currently Taking:_______________________

________________________________________________________________________

Dietary Changes?___________Describe:_____________________________________  

________________________________________________________________________

I hereby to attest that the above information is true and complete, and that I have left nothing out which might be important regarding my health and/or Dr. Wolfe’s treatment.  I also agree to pay Dr. Wolfe after each treatment, unless other arrangements have been made.

_______________________________
__________________________________

Patient’s Signature




Parent or Guardian (Under 18)

