
 

         

WELCOME TO WELLNESS – WE’RE GLAD YOU ARE HERE 
 
Name: _____________________________________________ Age: __________ Today’s Date: ________________  

Mailing Address: _____________________________________City: _____________________ 

 St: ____ Zip: ______________ 

SSN#:____________________________________ Birth date: ______/_____/______ No. of Children: ______   

Phone (home): _____________________ (cell):_____________________ Preferred Contact: Home / Cell / Either 

E-Mail: ___________________________________ I Am:  Married  Single  Divorced  Partnered   Widowed  

Employer: ________________________________Occupation:_______________________________________ 

Emergency Contact/Relationship: _______________________________Phone: _______________________________ 

How did you hear about us?  Location   Doctor   Internet   Ins Co Referral   Friend or Family Member 

Who can we thank for referring you? __________________________________________________________ 

We promise to treat you with respect, compassion, and understanding. 

   ADDRESSING THE ISSUES THAT BROUGHT YOU TO THE OFFICE 

 

 

  2006 Progress Blvd. Antigo, WI 54409 
      (715) 623-5481 

 

ENTER THE NUMBER THAT BEST REPRESENTS YOUR LEVEL OF DISCOMFORT AS IT APPLIES TO YOU. “0” IS NO PAIN/SYMPTOM(S) “10” IS INTOLERABLE 

NECK (RATE 0-10) 

 

NOW:     ______________ 

 

BEST:     ______________ 

 

WORST:   _____________ 

 

USUAL:   _____________ 

MID BACK (RATE 0-10) 

 

NOW:     ______________ 

 

BEST:     ______________ 

 

WORST:   _____________ 

 

USUAL:   _____________ 

 

LOW BACK (RATE 0-10) 

 

NOW:     ______________ 

 

BEST:     ______________ 

 

WORST:   _____________ 

 

USUAL:   _____________ 

 

 

_____________ (RATE 0-10) 

 

NOW:     ______________ 

 

BEST:     ______________ 

 

WORST:   _____________ 

 

USUAL:   _____________ 

 

__________ (RATE 0-10) 

 

NOW:     _____________ 

 

BEST:     _____________ 

 

WORST:   ____________ 

 

USUAL:   _____________ 

 

Date of injury: 

_______________ 

 
 



 
 

  

  

 

 

Name:___________________________________________                             DOB:________________ 

 



 

 

INSURANCE ASSIGNMENT & RELEASE OF RECORDS 

I certify that I, and /or my dependent(s), have insurance coverage with the above Carrier and assign directly to Cornerstone Chiropractic & Wellness all insurance benefits, if 
any otherwise payable to me for services rendered. I understand that I am financially responsible for all charges whether or not paid by insurance. I authorize the use of my 

signature on all insurance submissions. 
 

Cornerstone Chiropractic & Wellness may use my health care information and may disclose such information to my insurance Carrier(s) and their agents for the purpose of 
obtaining payment for services and determining insurance benefits or the benefits payable for related services. 

 
I hereby authorize the doctors Cornerstone Chiropractic & Wellness to perform an examination, including x-rays if indicated, and to provide chiropractic services to me 

 
 
                   _______________________________________________________     ______________________________________________________________ 

Signature of Patient, Parent, Guardian or Personal Representative    Please Print Name of Patient, Parent, Guardian or Personal Representative 
  

 
2006 Progress Blvd. Antigo, WI 54409 

(715) 623-5481 

 

 

PAST MEDICAL HISTORY - CONTINUED           DOB:_______________ 


