
NEW CLIENT REGISTRATION

Constance A. Kehrer, Ph.D.
11201 SE 8th Street, Suite 150   Bellevue, WA  98004

Phone: 425-301-8832   Fax: 425-458-7522
Cakkehrer@gmail.com

www.conniekehrerphd.com

Today’s Date:  ________________________________________

Referred by:___________________________________________

PERSONAL INFORMATION

Name:____________________________________________________    Age:________     Sex:__________

Address:__________________________________________________ Social Security #:___________________

City, State, Zip:_____________________________________________ Date of Birth:_______________________

Home Phone:____________________________  May I call this number?   Y   N     May I leave a message?   Y   N

Cell Phone:_____________________________   May I call this number?   Y   N     May I leave a message?   Y   N

Email: __________________________________ May I email you?   Y   N    (Note: Email is not considered secure)

Person responsible for bill:____________________________________ Relationship:_______________________

Address & Phone of responsible party:_____________________________________________________________

EMPLOYER INFORMATION

Employer:_________________________________________    Occupation:_______________________________

Address:____________________________________________________________________________________

Work Phone:___________________________ May I call this number?   Y   N     May I leave a message?   Y   N

INSURANCE INFORMATION

Primary Coverage

Name of Insured:______________________________    Social Security #:_________________  DOB:_________

Insurance Company:___________________________________________________________________________

Address:_____________________________________________   Phone:________________________________

Subscriber ID#:________________________________________  Group #:_______________________________

Secondary Coverage

Name of Insured:______________________________    Social Security #:_________________  DOB:_________

Insurance Company:___________________________________________________________________________

Address:_____________________________________________   Phone:________________________________

Subscriber ID#:________________________________________  Group #:_______________________________



MEDICAL & REFERRAL INFORMATION

Primary Care Physician:________________________________________ Phone:_____________________

Other Physician:______________________________________________ Phone:_____________________

May I share session notes with your physicians?     Y    N

Who referred you? ____________________________________________ Relationship:________________

HOUSEHOLD INFORMATION

Spouse/Partner Name: _________________________________________________________________________

Employer:______________________________________________________ Work Phone:________________

Others in home (name): Gender:          Age:    Relationship:    

_____________________________________   ______        _____          ________________________________

_____________________________________   ______        _____          ________________________________

_____________________________________   ______        _____          ________________________________

EMERGENCY CONTACT

Emergency Contact:__________________________________________            Relationship:_________________

Address:____________________________________________________________________________________

Home Phone:_______________________________________    Work Phone:_____________________________

PERSONAL MEDICAL HISTORY

Have you ever had or do you currently have any of the following  (check all that apply):

____Head Injury with Loss of Consciousness ____Asthma

____Seizures ____Allergies  (Name:____________________________)

____Memory Problems ____Allergies to Medications (Name:________________)

____High Blood Pressure ____Sexually Transmitted Diseases or HIV

____High Cholesterol ____Difficulty urinating or bowel problems (circle which)

____Heart Attack or Heart Problems ____Glaucoma

____Toxic Reaction to Medications or Drugs ____Thyroid, Parathyroid, or Adrenal Problems

____Diabetes ____Previous therapy    ____Psychiatric Hospitalization(s)

____Other medical problems:____________________________________________________________________

___________________________________________________________________________________________

Current Medications: __________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________


