
NJ CENTER FOR THE HEALING ARTS, INC. 

Application for Services for Couples 

Date: 
------------

1. GENERAL INFORMATION

Referred by (if internet, which site):

If a personal/professional referral, may I thank the person?   Yes  No

Client 1

Last name First name Middle Initial 

Birth Date: 

Street Address: 

Age: __ _ 

Street 

Cell phone: 

Home Phone: 

Work phone: 

City State & Zip 

No 

No 

okay to leave message? Yes 

okay to leave message? Yes 

okay to leave message? Yes No 

Place of Employment: _

Occupation  Length of Employment:  

 Highest level of education completed (check one): 

College DegreeHigh School  Graduate Degree 

Professional Training Other:  

in case of emergency, contact 

Relationship: _____________ Emergency Phone: ___________ _ 

Client 2 

Last name First name Middle Initial 

Birth Date: Age: 

Street Address:--------------------------------
Street 

Cell phone: _________ __ ___ _ 

Home Phone: _____________ _ 

Work phone: _____________ _ 

City State & Zip 

okay to leave message? Yes No 

okay to leave message? Yes No 

okay to leave message? Yes No 

Place of Employment: ____________________________ _ 

Length of Employment: _________ Occupation ______________ _

Highest level of education completed ( circle one): 

College Degree Graduate Degree High School 

Professional Training Other: ____________ _ 

in case of emergency, contact ______________________ ____ _

Relationship: ____ _ _ _______ Emergency Phone: _______ ___ __ 



Relationship Status (circle one): 

Engaged Manied Parl11ered Living Together Separated 

Length oftime manies/partnered (or length ofrelationship): ____________ _ 

Others living in your home: 

Name 

Children not living in your home: 

II. COUNSELING CONCERNS

What is the major problem?

Relationship Age 

Name Age 

Client J: ___________________________ _ 

Client 2: ____ ___________________ ____ _ 

How long have you had this problem? 

Client 1: 
-----------------------------

Client 2: 
------------------ -----------

When else have you had similar problems? 

Client 1: 
----------------------------

Client 2: 
-----------------------------

Why are you seeking help now? 

Client l: 
--- -------------------------



Client 2: ____________________________ _ 

What would you like to see happen as a result of therapy? 

Client l: 

Client 2: 

III. MEDICAL AND PSYCHOLOGICAL HISTORY
Have you received psychotherapy or counseling in the past? Yes No

If yes, when and with whom? ______________ ______ _ 

Client 1: 

List physical illnesses or symptoms: ______________ ____ _ 

Physician/Psychiatrist's name(s) and phone number(s): _______________ _ 

List current medications:  

Client 2: 

List physical illnesses or symptoms: 

Physician/Psychiatrist's name(s) and phone number(s): __________ _ 

List current medications: 

Have either of you received help for drug or alcohol dependency? Yes  No 

Who? _______ When? _______ For what? ________ _ 

Where? 
------------------------------

Have either of you been hospitalized for mental/emotional/psychiatric reasons? Yes No 

JV. OTHER 

Who? ______ _  When? _______ For what? ________ _ 

Where? 
-------- -- ------------- -------

Please provide any other infmmation you think will be necessary or helpful: 





will be able to submit it to your insurance provider. Any exceptions to full payment at the time of 

your session must be approved through the business office when you sign your initial contract, or, 

prior to any session which you are unable to pay your full fee. 

7) Returned Checks: You will be charged a $20 fee per returned check.

8) Phone Contacts: If a situation occurs that does not require immediate psychiatric intervention and

you need to call your therapist for support, you can call NJCHA's main line 732-747-2944. Every

effort will be made to contact your therapist. If extended phone communication is necessary, a fee

will be charged at a rate equivalent to your regular therapy fee. In the event that your therapist is

out ofNJCHA's offices and needs to call you back long distance, the cost of the call will be

added to the therapy fee. If you only need to leave your therapist a brief message, you can call the

main line or use the voicemail network at 732-747-0722.

9) Lateness: If you are late, your session will last only up until the time it was scheduled for

however, you will be responsible for the full fee.

10) \\'hen Other People Come to Your Session: Sometimes it may be mutually decided between you

and your therapist that it would benefit your therapy to have your family or friends attend one of

your therapy sessions. In this case, as long as it occurs during your regularly scheduled session

time, there will be no additional fee. However, if it is mutually decided that additional people are

needed to continue in therapy with you, your contract must be renegotiated to change your

treatment from individual to couples or family therapy. In this event, a new financial agreement

will be necessary and will be arranged through the business office.

11) Work with Children and Adolescents Under Age 18: The primary responsibility of your child's

therapist is to safeguard your child's welfare and facilitate honest disclosure so that a healing

process may occur. Therefore, confidentiality relating to matters he/she may discuss in treatment

is required. It should also be understood that any therapist assigned to work with a child is to

remain neutral in the event that parents/guardians are in dispute (including divorce). Any matter

that is disclosed by a parent that pertains to the child in treatment may be revealed to the other

parent. It is our policy at NJ CHA to recommend family therapy in most cases where children are

involved in treatment so that the integrity of the family may be preserved and so that the child uis

not put in the middle of family disputes.

12) Respect: Since NJCHA provides group therapy, as well as support and self-help groups, you may

become privy to very personal information about other members of the community. Pleas respect

the confidentiality of others.

I have read the above and agree to the policies of NJ CHA as stated. 

Client signature: Date: 

Parent/Guardian signature:  Date: 

·Date�
Therapist signature: 



NJ Center for the Healing Arts 

FINANCIAL POLICY 

Tnank -yG-.: fer ciJ.c,o:smg mo. WE an, cOD'.lllD.tred to serv.mg you -viLfu_ s� and �- ThE serv_l�:o

prcv.kiEo by c.:r cfficE crE sEr.;,jcEs ye-.: ncvE E1EctEc tc rnoovE, wnk:1'.i IDcJ n:npi:,y c. :fin.a:noai 

respcnsibility on yGur put. 

COPAYS 

Copays are due at the time of sen>ice. 

SELF PAY 

Payment m full is due at the time of service. 

PR.Th1ARY INSURANCE 

iNe ma:y or not b� a participating prov.idEr for your insurance company. Your primaJ":Y as well as.your 
.secondary insurance (if any) -.,.rjjl be billed for :vou. You are responsilile for copayme.nt or deductible 
amounts � stated by msurance company. 

REFERRALS/AUTHORIZATIONS 

You are �po:ns'..blE for obtaitiing a ref�rral or authori2.ation, jf r-equtr:oo, hy :;our ill-'9J.Tall.C€ compru:r:y. 
You ma:y bE fulanciali:y �j)(lb<4b'tE for tit€ chary� if de:rled o.ue to �ence of 0c. ref.e.r.ra.1 or 
c.'"tbo:r'aatioL. Yo.tr �ooaied VJ!S}l: ma:j cJ:;(j b€ �choouleo O"U€ tc WE ab:oE.IiCE of G 
ref€rrd./autllor.a.atjon. 

DEDUCTIBLES 

EEfo:irE or on :JG.IT fu-"H v.i:::ii, :.'fOU! :.ns:trcllCE <iE<.1".Jcru:JiE cXtC CO-IDSill"c.llCE Gl'DG.J.Li: Will PE OE"l.EnninEG. 
You ma.y be required to j:Jc.y at tbE tim€ of sernce up tc your c.nudpate<i <leci.1ctili1€ amoi.J.Ilt. 

PATIE1'TT BILLING 

A statement ofyour financial responsibility (co-in.-su.rance, deductible) will be sent to you after 
payment and/or explanation of benefits (EOB) is received from your insurance company/companies. 
You ·will be sent tip to three notices. After the third and last notice, your account may be forwarded to 
collections. Please let the billing- office know if you have any difficulties resohri.ng your bill. 
Payment arrangements can. be made on a case to case basis. \f\Te accept cash, check or credit carc L 

An adcliti.onaJ $30.00 will be .. added to your statement if the check is returned for insufficient funds. 

A
P

POIND-fEl\.TT CANCELLATIONS 

Can.cellatians mrrst be made 24 h.ou.rs in.. a _cfoan..ce- or you Hill oe responsible for the full fee 
($:125.G0} for the sessi.on. Missed appointments cannot b-e billed to insurance companies. 

I have r-ead tb.e above po1ic�' regarding to ms· fin.a.n.ci.al respoll.Si.bility to 1'.lJCHA for prn,'i.ctin.g m.eclical 
seD;'i.c.es to the belo,w n.am.ed patient OT me. I agree to pa)' N"JCKI\. any am.6WJ.t due after insurance 



pay.ment has been made by my carr:ier and any contractual odjustments have been credited OR the

full amount of all bills incurred by me or the below named jf there is no hecltb ll1!3ur.ance covern.ge

e:ris�-

I Ut•tDERSTAJ-..7D THAT IT IS �a RESPONSIBILITY TO Th<FOJRM 1'7JCHA IF 

THERE IS A CHANGE IN Jl.1:Y HEALTH INSURANCE INFOR..YLATION. 

PR11'1T Patient Name: _______________ Signature: __________ _

Date: ____________ _ 

FINANCIALLY RESPONSIBLE PARTY: 

. FRI.NT Name:--'----------'-'----------- Signature: __________ _ 

R�ationshlp to Patient: Date: -�--'-'-----�'---�------ -------------



INSURANCE AUTHO:RIZATION 

NJ Center for the Healing Arts 
248 Broad St.r. First Floor 

Red Bank, NJ O'i? 01 

T€1. (732) 74 7-2944 

FID-. (732) 747-2979 

Please check all items that apply 

I authorize use of this form on all my insurance submissions. 

I authorize release of information to all my insurance companies. 

I authorize The NJ Center for the Hea.µng Arts, to act as my agent in helping me to 
obtain payment from my insurance companies. 

I authorize payment direct to NJ Center for the Healing Arts. 

1 understand that 1 am responsible for my bill. 

l unden:tand that if 1 receive payment from insurance provider for sernces rendered by NJCHA and 
there is c. balance due on my account, 1 will remit payment to the 1\1]CHA within ONE W'EEK, cf
rece1vmg the insurance check. If 1 fail to submit payment, I vi.ill be committing insurance fraud and
NJCHA vi.ill report it as such.

Please initial here that you understand the above statement 

Client Name --::
(
-;::
P
-;-
le

_
a

_s_
e

-::
P
:-
nn

-:--. -:-
t
:--
) 
---------------------------

Signature _________________________ Date _________ _ 
(Signature of Client or Guardian if Client is a Minor)
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