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Affiliate Contact Form

STATE________________________________

CITY____________________________

Affiliate Organization:
_______________________________________

SS or Employer Identification Number: _______________________________

Clinic Address: _____________________________

Business Office:____________________

___________________________________________ 
__________________________________

___________________________________________

___________________________________

Clinic Phone: _______________________________

Business Phone:_____________________

Emergency Phone: ___________________________
Business FAX:______________________

Clinic FAX : ________________________________

Designated Contact Person: ______________________________________

Alternate Contact: ______________________________________________

EAP Service Model:




One session only




Assessment & Referral (up to three sessions)




Short term Counseling (1-8 sessions)




Other _______________________________

Reimbursement Rate    $                          per session

· Approved Staff providing EAP service

Degree


Specialty

· _______________________________________________________________________ 

·  _______________________________________________________________________

·  _______________________________________________________________________

·  _______________________________________________________________________
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