Behavioral Health Services of New Jersey, LLC
30 Knightsbridge Road, Suite 525
Piscataway,, NJ  08854
Application for Counseling Services
Name_______________________________________________SS#______________________________Sex   M     F
Address_______________________________________City_______________________State________Zip________
[bookmark: _GoBack]Phone (Home) ____________________________Work_____________________Cell_________________________
Age______ Date o fBirth_____________________Birthplace________________________Citizship______________
Religious Affiliation (if any_____________________Occupation___________________________________________
Company Name__________________________________Address_________________________________________
Marital Status__________________________________ Date of Present Marriage____________________________
Dates of Previous Marriages __________________to______________, __________________to_________________
Education Circle highest completed grade 5 6 7 8 9 10 11 12 College 1 2 3 4 Graduate School 1 2 3 4 Degree________
Vocational or Business School Yes or NO If yes, what type? _____________________Age completed schooling______
Family
	                                                            Resides with you?                      Age                              Date of Death if deceased
Spouse _______________________________   Yes    No		           ______		________________________
Children ______________________________   Yes    No		           ______		________________________	
                 ______________________________   Yes    No	           ______		________________________
                 ______________________________   Yes    No	           ______		________________________
Father    ______________________________     Yes   No		           ______		________________________
Mother _______________________________    Yes   No	                         ______	              ________________________
Sibling’s ______________________________     Yes   No		           ______		________________________
               _______________________________   Yes   No	                         ______		________________________
              _______________________________    Yes   No		          ______		________________________
Others who reside with you_____________________________________________________________


Behavioral Health Services of New Jersey LLC
30 Knightsbridge Road, Suite 525
Piscataway, NJ 08854

Military Service Yes No Dates______________________________Branch_______________________________________
Name and address of Family Physician___________________________________________________________________
Date of last physical__________________________________________________________________________________
Have you had previous counseling or psychiatric treatment? Yes    or   NO
Dates(s) ___________________________________________________________________________________________
Name and address of previous therapist or clinic: __________________________________________________________
__________________________________________________________________________________________________
Have you ever been hospitalized for psychiatric reasons?          Yes                       NO
Date: ______________________________________________________________________________________________
Name and address of hospital__________________________________________________________________________
Please briefly describe the problem for which you would like counseling for
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
Who referred you to Behavioral Health Services of New Jersey? ____________________________________________
Permission for Treatment

I hereby authorize the staff of Behavioral Health Services of New Jersey, LLC to provide evaluation and treatment services to: ______________________________________________________according to the therapist best clinical judgment.

Signed: _____________________________________________Date___________________________________________

 

