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REGISTRATION / REFERRAL FORM 

 
Date: ______________________ 
 
 
Client’s Name: _______________________________________________________________________ 
  First    Middle name   Last  
 
Client’s DOB: ______________________ Age: _______ Social Security #:________________________ 
 
Gender (M/F/Transgender/other)______________ If other Specify:_____________ Marital Status:______ 
  
Primary Language: _____1. English    _____2. Spanish   ______3. Other (Specify): _________________ 
 
 Address: ____________________________________________________________________________ 
   Number/Street      City    State    Zip 
 
Telephone Numbers:  
 
Home: (          )______ - _________Work: (          )______ - _________ Cell: (          )______ - _________ 
  
Email: ______________________________________________________________________________ 
 
Would you like to receive our newsletter?  Yes         No      
 
Emergency Contact: (          )______ - _________ Name/ Relation to Client________________________ 
 
Contact Restrictions: By Mail, Phone, email :  Yes         No     Explain: ________________________ 
 
Household Members: (individuals living with you) 
 

1. ________________________________ Relationship: __________________________________ 
 

2. ________________________________ Relationship: __________________________________ 
 

3. ________________________________ Relationship: __________________________________ 
 

4. ________________________________ Relationship: __________________________________ 
 

5. ________________________________ Relationship: __________________________________ 
 

6. ________________________________ Relationship: __________________________________ 
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How did you hear about us/Referral Source: ________________________________________________ 
  
Contact Person/Agency: ____________________________Contact Phone: (          )______ - _________ 
 
Reason for Referral:  
 

  Individual counseling   Marital Counseling  Family Counseling 

 

 Substance abuse    Gambling    Anger management 

 

 Domestic Violence   Intoxicated Driver Program  Trauma Counseling 

 

 Other _______________________________ 
 
 
Days/ Hours available: _________________________________________________________________ 
 
Have you ever been in counseling before? Yes         No      
 
If yes, please explain: _________________________________________________________________ 
 
___________________________________________________________________________________ 
 
Are you in any medication?  Yes         No      
 
If yes, please explain: _________________________________________________________________ 
 
___________________________________________________________________________________ 
 
Do you have insurance?     Yes          No      
If yes, please complete page one of the Insurance verification form.  
 
 
FINANCIAL ASSISTANCE INFORMATION: 
 
Do you need assistance to cover your fees?   Yes          No      
 
If yes please provide documentation of your financial status. The required documentation is outlined in 
the Financial Assistance Documentation Checklist document. 
 
Note:  The agency receives several grants and contracts for substance abuse treatment and we may 
provide financial assistance to those clients involved in our substance abuse treatment program.  
 
Reduced Fee: We also developed a reduce fee scale for clients who does not qualify under these grants 
and or does not have health insurance. If you have any questions about this form, speak with one of our 
staff members at our offices; Chambers Bridge Rd. Office 732-920-2700, Beaverson Blvd. Office         
732-477-3507 or Toms River office: 732-244-1600 or email us at info@sfsnj.org. 
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I understand and agree that, I am ultimately responsible for the balance of   my account for   professional 

services rendered.    I have read all the above information and have completed or verified the above 

answers.  I certify this information is true and correct to the best of my knowledge and that I will notify 

SFSNJ staff of any changes in the above. 

 

Excluding exceptional circumstances, clients will be bill at the current cancellation fee for appointment 

not cancelled 24 hours in advance. 
 
 
 
_______________________________________  _______________________________ 
Client Signature    Date   Client’s Name (print) 
 
 
_______________________________________  _______________________________ 
Client’s parent Signature  Date   Parent’s Name (print) 
(if client is a minor) 
 
 
 
Note: If this form is completed by a referral agency or SFSNJ’s staff, he/she must also sign below.  
Please inform the client of the cancellation fee. 
 
 
 
________________________________________  ________________________________ 
Staff’s  Signature  Date    Staff’s Name (print) 
(if client is a minor) 
 


