
 

 
 
 
 
 
 
 
 
 
 
 
 

You made the right decision in contacting 
CONSUMER CREDIT COUNSELING SERVICE OF NEW JERSEY 

Together let’s work towards your debt-free future! 
 
 
 
 
We ask you to complete the enclosed forms as best you can.  This will allow your counselor to be prepared 
with up-to-date information at the time of the session.  Our credit counselors are certified by the National 
Foundation for Credit Counseling through a series of rigorous examinations on credit and money management.  
Please know that any information discussed with your counselor or provided by completing the forms is held in 
the strictest confidence
 

. 

If you have a question on any item, leave it blank and we will help you fill it in at the time of your 
appointment.  Do not send any other documents at this time such as bills, or notices.   
 
When you have completed the forms, mail or fax them to us along with a voided check.  Your $50 
counseling fee will be paid by debiting your checking account after your counseling session. 
 
Once we receive the completed forms in our office we will call you to schedule an appointment with a credit 
counselor. 
 
 
 
 
Sincerely, 
 
Consumer Credit Counseling Service of New Jersey, Inc. 
 
 
 
 
 
 
 
 
 
 
                                                                                                                                                                           Revised 07-15-10 

 
 



 

CONSUMER CREDIT COUNSELING SERVICE OF NEW JERSEY 
185 RIDGEDALE AVENUE, CEDAR KNOLLS, NJ 07927-1812 

LAST NAME (PLEASE PRINT)    FIRST NAME-CLIENT 1 
PHONE: (973) 267-4324  1-888-726-3260  FAX: (973) 267-0484     

 
         
ADDRESS                     NUMBER IN   SINGLE   

  CLIENT 2     

        
 

             HOUSEHOLD  MARRIED   

 
CITY     STATE   ZIP   COUNTY    

 
E-MAIL       REFERRED BY      

  TAKE HOME PAY    PLEASE CIRCLE 
HOME  #    WORK #    CELL  #     

CLIENT 1    WEEKLY MONTHLY BI-WEEKLY SEMI-MONTHLY 
CLIENT 2    WEEKLY MONTHLY BI-WEEKLY SEMI-MONTHLY   

        WEEKLY MONTHLY YEARLY       
OTHER INCOME SOURCE OF OTHER INCOME  PLEASE CIRCLE 

EXPENSES                                                                                                              WEEKLY             MONTHLY 
HOUSING    
   Rent or Mortgage 

  

   Oil   
   Gas   
   Electricity   
   Telephone   
FOOD 
   Groceries 

  

   Lunches (Work & School)   
TRANSPORTATION 
   Car Payments 

  

   Gasoline/Oil   
   Insurance   
INSURANCE 
   Life (Whole/Term) 

  

MEDICAL 
   Insurance (Hospital/Medical) 

  

   Doctor/Therapist/Optometrist   
   Dentist   
   Prescriptions/Medications   
CLOTHING 
   Family clothes 

  

EDUCATION 
   Tuition 

  

PERSONAL 
   Alimony & Child Support 

  

   Baby Sitter/Day Care   
   Entertainment   
   Gifts (Birthday, Holidays)   
   Children’s Allowance   
   Pet Care   
   Other   

      



 

 

CREDITOR INFORMATION 
 
NAME:_________________________________________________________________________DATE:______________ 

 
CLIENT COMPLETE CLEAR SECTIONS BELOW    SHADED SECTIONS FOR OFFICE USE ONLY: 

INDIVIDUAL ACCOUNT INFORMATION 
 

BALANCE MINIMUM 
PAYMENT 

AMOUNT 
PAST DUE 

APR 
% TOT 
DEBT 

ADJ 
APR 

WTD 
AVG 

% MIN DMP 
PMNT 

ACCOUNT NAME              
     

ACCT #                                                                                                 
     

ACCOUNT NAME              
     

ACCT #                                                                                                 
     

ACCOUNT NAME              
     

ACCT #                                                                                                 
     

ACCOUNT NAME              
     

ACCT #                                                                                                 
     

ACCOUNT NAME              
     

ACCT #                                                                                                 
     

ACCOUNT NAME              
     

ACCT #                                                                                                 
     

ACCOUNT NAME              
     

ACCT #                                                                                                 
     

ACCOUNT NAME              
     

ACCT #                                                                                                 
     

ACCOUNT NAME              
     

ACCT #                                                                                                 
     

ACCOUNT NAME              
     

ACCT #                                                                                                   
   

ACCOUNT NAME              
     

ACCT #                                                                                                 
     

ACCOUNT NAME              
     

ACCT #                                                                                                 
     

FOR OFFICE USE ONLY: MONTHS TO REPAY PRINCIPLE            @ WEIGHTED AVERAGE                = ESTIMATED LENGTH OF PROGRAM =           
MONTHS 
TOTAL DEBT                              MONTHLY DEPOSITS 
PRINCIPLE AMOUNT OWED BEFORE ADDED 
INTEREST 

  SUBTOTA
L 

  

CCCS FOR ESTIMATED MONTHS OF  PROGRAM   EXTRA   
TOTAL FOR ESTIMATED MONTHS OF PROGRAM   CCCS   
REMARKS:   TOTAL   

 


	CREDITOR INFORMATION

