
 
NorthStar Counseling Services 

114 South Second Street 
Phillipsburg NJ, 08865 

 
Patient Information 
Patient Name________________________________________________________________ 
Residential Address___________________________________________________________ 
City____________________ State__________________ Zip Code____________________ 
Home Phone_________________________ Date of Birth_______________________ 
Cell Phone___________________________  
Email_________________________________________________________________________ 
 
 
 
Insurance Information 
Name of Policy Holder__________________________________________________________ 
Relationship to Patient__________________ Date of Birth________________________ 
Social Security Number__________________ 
Subscriber No__________________________________________________________________ 
Group No______________________________________________________________________ 
 
 
Emergency Contact 
Name_____________________________ Relationship to Client________________________ 
Home Phone_______________________ Cell Phone_________________________________ 
 
 
 
Signature_____________________________ Date________________________________ 
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