Northwest Hope & Recovery Center, PLLC
W Michael Rogers, PsyD – Clinical Psychologist
wmichaelrogers@comcast.net

                                             7406 27th St. W., Ste. 210, University Place, WA 98466

drmichaelrogers.com

                                                                                            Phone: (253) 444-8990

NEW PATIENT REGISTRATION
Today’s Date: _______________

Name: ____________________________________________
Age: ___________
Sex: _____________
Address: __________________________________________

City, State, Zip: ____________________________________
Date of Birth: _____________________
Cell Phone: _________________________
May I call this number?  Y  N

May I leave a message?  Y  N

Person responsible for bill: ____________________________
Relationship: ______________________
Address: __________________________________________
Phone: ____________________________

Primary Coverage (Only complete if card is not present): 

Name of Insured: __________________________
Social Security #: ______________
DOB: ____________

Insurance Company: ________________________________________________________________________
Address: ___________________________________________________
Phone: _______________________
Subscriber ID #: _______________________________
Group #: __________________________________
Secondary Coverage (Only complete if card is not present):

 Name of Insured: _________________________
Social Security #: ______________
DOB: ____________
Insurance Company: ________________________________________________________________________
Address: ___________________________________________________
Phone: _______________________

Subscriber ID #: _______________________________
Group #: __________________________________
Physician: __________________________________________________
Phone: _______________________

Therapist/Counselor: _________________________________________
Phone: _______________________

Spouse/Partner Name: _______________________________________________________________________
Others in home (name): 

Gender: 

Age: 

Relationship: 

_____________________________
_________________
___________
__________________________

_____________________________
_________________
___________
__________________________

Employer: __________________________________________________
Phone: _______________________

Emergency Contact: ______________________________
Relationship: ______________________________
Address: __________________________________________________________________________________
Home Phone: ____________________________________
Work Phone: ______________________________
Have you ever had or do you currently have any of the following (check all that apply): 

􀂅 Head Injury with a Loss of Consciousness

􀂅 Seizure(s)

􀂅 Memory Lapses
􀂅 Vitamin D Deficiency 

􀂅 Sleep Apnea
􀂅 Thyroid, Parathyroid, or Adrenal Problems
􀂅 Low Testosterone (if male)
􀂅 Other medical problems (please explain):   __________________________________________________________________________________________

Are you currently taking medications?  Y  N
(Please List) __________________________________________________________________________________________

__________________________________________________________________________________________
PERSONAL INFORMATION





INSURANCE  INFORMATION





MEDICAL & REFERRAL INFORMATION





HOUSEHOLD INFORMATION





EMPLOYER





EMERGENCY CONTACT INFORMATION





PERSONAL MEDICAL HISTORY








