Nicholas A. Bizzarro, MSW, LCSW, LMFT
Office Locations

110 Fairview Avenue Suite 2

Verona, New Jersey 07044

90 West Main Street, Lower Suite
Freehold, New Jersey 07728

Tele : (908) 610-7587

Fax : (973) 239-0124

BizzarroTherapy@gmail.com
Initial Assessment/Evaluation
A. Personal Information
· Date of First Visit: ____________________

· Full Name: ____________________________________

· Date of Birth: _______________ Age: ______

· Address: __________________________________________________

· City: ___________________________ State: ______ Zip Code: ___________

· Gender: ☐ Male ☐ Female ☐ Other: _______________

· Primary Phone: ____________________

· Work Phone: ____________________

· Cell Phone: ____________________

· Email: __________________________________________________

· Marital Status: ☐ Single ☐ Married ☐ Divorced ☐ Widowed

· School Information (if applicable):
· School Name: _________________________ Grade: _______

· Emergency Contact:
· Name: ___________________________________

· Relationship: ______________

· Phone Number: ____________________



B. HIPAA Consent & Communication Preferences
In compliance with HIPAA (Health Insurance Portability and Accountability Act of 1996), we require your consent regarding how we communicate with you about your health information.

1. May we leave a message at home or with another family member?
☐ Yes ☐ No

2. Where may we leave messages if necessary?
☐ Home ☐ Work ☐ Cell ☐ Other: ______________

3. Occupation: _____________________________ Place of Business: ______________________

4. Name of Insured (if different from patient): ___________________________ DOB: _______________

5. Primary Physician: _____________________________ Phone: ___________

6. Current Medications & Dosages: ______________________________________________________

7. Have you previously been prescribed any mental health medications?
☐ Yes (Please list and provide dates): _______________________________
☐ No

8. How did you hear about our services?
☐ Family ☐ Friend ☐ Doctor ☐ Other: ______________

9. May we thank the person who referred you and/or acknowledge that you made an appointment?
☐ Yes ☐ No



C. Mental Health Treatment History
Have you previously received any mental health services (psychotherapy, psychiatric care, etc.)?
☐ Yes, previous provider(s): ___________________________________
☐ No



D. Financial Policy
By signing below, you acknowledge and agree to the following financial policies:

1. Payment Responsibility: All co-payments and deductibles must be paid at the time of service unless other arrangements are made.

2. Cancellation Policy: Missed appointments or cancellations with less than 24 hours' notice will be charged the full session rate. This fee cannot be billed to insurance.

3. Insurance Reimbursement: The patient is responsible for any costs not covered by insurance.

4. Insurance Payments: Any payments made directly to the patient by the insurance company should be forwarded to the therapist within two (2) days of receipt. If not, the patient will be held responsible for the balance.

5. Outstanding Balances: Any unpaid balance exceeding 60 days may be referred to a collection agency unless a payment plan is established.

Signature: ___________________________________ Date: ______________



E. Emergency Policy
While we strive to respond to voicemails in a timely manner, we cannot guarantee immediate availability for emergencies. There may be times when personal or professional obligations prevent immediate responses.

If you are experiencing a true emergency and cannot reach your therapist, please:
✔ Contact your psychiatrist or primary care doctor
✔ Go to the nearest emergency room
✔ Call 911 if necessary

Your therapist will follow up with you as soon as they are available.



F. Release of Information & Insurance Benefits
I authorize the release of medical or other necessary information to process insurance claims.

Signature: ___________________________________ Date: ______________

I authorize direct payment of medical benefits to my provider, Nicholas A. Bizzarro, MSW, LCSW, LMFT, for services rendered.

Signature: ___________________________________ Date: ______________



G. Financially Responsible Party (If Different from Patient)
· Full Name: ___________________________________

· Relationship to Patient: _______________

· Address: ___________________________________

· City/State/Zip: ___________________________________

· Primary Phone: ____________________

· Cell Phone: ____________________

Signature: ___________________________________ Date: ______________

