Brighter Living, LLC
47 Reckless Place
Red Bank, NJ 07701
(732) 219-9002
Tax ID #02-0777-007
WWW.THERAPYREDBANK.COM

Julie Riccio-Lynch, LCSW Lina Jaramillo, LPC
Brighter Living, LLC Integrative Growth, LLC
License #445C05293800 License #37PC00530000
NPI #1740336379 NPI #1740782986
Jesse Kauffmann, LCSW Ashley Adams, Psy.D.
Heart & Soul Healing, LLC The Center for Cognitive Assessment, LLC
License #445C05489500 License #355100601100
NPI #1992077549
Beth Sobol, LCSW
Allison Davidson, LCSW License #4451.0654000
AD Counseling and Wellness, LLC
License #445C05457000 Marisa Shaheen, LCSW
NPI #578853834 Marisa A Shaheen, LLC
License #445C05331000
Kenneth J. Lichtman, MD NPT #1487160842
Kenneth J. Lichtman, MD, LLC
License #25MA03137800 Erin Herman, Psy.D.
NPI #1588857973 Erin Herman, Psy.D., LLC
License #355100568100
Julianna Ford, LPC NPT #1508306911
Seeds for Growth Counseling, LLC
License #37PC00506800 Rachel DeVincenzo, LSW
NPI #1063845014 License #44S1.05898300
NPI #1194118471
Jaime Maher, LCSW, LCADC
Jaime Maher, LCSW, LCADC, LLC Marion Richardson, LCSW
License #445C05541700 Marion Fitzgerald Richardson, LLC
NPI #1316373319 License #445C05529600
NPI #1750843371
Enza Marucci, MSW, LSW

Anthony Ferruggiaro, MA, LAC
License #AC-GTL-20-01906



Patient Information

Print Patient Name: DOB:

Mailing Address:

City/Town: State: Zip Code:
Marital Status: Sex: Age: Telephone:

Parent/Guardian Information:

Print Full Name: DOB:
Email: SS#:
Marital Status: Sex: Age: Telephone:
Work Phone: Cell Phone:

In Case of Emergency: Phone:
Who Referred You: Phone:

Do I have permission to speak to your referral source regarding your care if need be?
Y /N (circle one)

I hereby consent for to be seen by the affiliates
of Brighter Living, LLC. I understand that they are out of network providers, and that I
am financially responsible for all appointments to be paid in full at the time of the
session regardless of reimbursement from my insurance company. There will be a
returned check fee of $30. I MUST sign a release of information form for this patient’s
information to be shared verbally, by fax, or by mail with anyone. A release form is
available upon request. Your privacy is our number one priority. All appointments
must be canceled within 24 hours notice prior to the scheduled appointment, otherwise
a charge will be implemented for my missed session, which cannot be submitted to my
insurance for reimbursement.

Parent Signature: Date:

Patient Signature: Date:




