
 
 
 
 

Personal Information 
 

 

Today's Date _______________________ 

 

Name ____________________________________________ Date of Birth __________________ Age _________  

Address _____________________________________ City _____________________ State _____ Zip _________ 

Home Phone ________________________ Cell ________________________ Work _______________________ 

Email __________________________________________________  

Preferred Contact   ____ Email  ____ Text ___ Phone  

Would you like to use and access your records via our ChARM Client Portal?  Yes   No 

 

Marital Status ___S ___M ___D ___W   Spouse/Partner ______________________________________________ 

Occupation ________________________________ Employer_________________________________________ 

 

Emergency Contact _____________________________________________ Relationship ___________________ 

Phone ______________________________ 

 
 
Primary Care Physician ________________________________ Last Visit_________________________________ 
 
Specialist ___________________________________________ Last Visit_________________________________ 
 
Chiropractor ________________________________________ Last Visit_________________________________ 
 
 

Height ________________ Weight ________________  Blood Type __________ 

 
 
Would you like WSNH to contact your any of your physicians?   Yes   No 
 
Would you like WSNH to request your medical records?  Yes   No 
 
 
Whom may we thank for referring you to our office? ________________________________________________ 
 
Did you see our ad in Natural Awakenings?   Yes   No     Other ad? ______________________________________ 


