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Name:___________________________________________ Specialty:________________________________

AREAS OF SPECIALIZATION

Please check all of the areas of specialization relevant to your professional practice.

	X ] ADHD
	[ ] Alcohol Abuse
	[ ] Anxiety/Panic Disorders

	[ ] Biofeedback
	[ ] Chemical Dependency
	[ ] Christian Issues

	[ ] Serious & Persistent Mentally Ill 

    (SMPI)

	[ ] CISD  (Critical Incident Stress 

     Debriefing)


	[ ] Compulsive Overeating

	[ ] Depression
	[ ] Domestic Violence-Offender
	[ ] Domestic Violence-Victim

	[ ] Drug Abuse
	[ ] Eating Disorder-Anorexia
	[ ] Eating Disorder-Bulimia

	[ ] EMDR (Eye Movement

    Desensitization and Reprocessing)
	[ ] Gambling
	[ ] Gay/Lesbian Issues

	[ ] Grief/Loss
	[ ] AIDS
	[ ] Problems of Disabled

	[ ] Learning Disabilities
	[ ] Neuropsychology
	[ ] Pain Management

	[ ] Phobias
	[ ] PTSD (Post Traumatic Stress

     Disorder)


	[ ] Sex Abuse-Victim

	[ ] Sex Abuse-Offender
	[ ] Sexual Dysfunction
	[ ] Smoking Cessation

	[ ] Stress Management
	[ ] TFT/NLP (Thought Field 

     Therapy/Neural Linguistic   

     Programming)
	[ ] Children’s TIR (Trauma

     Incident Reduction)

	[ ] Violence Issues
	[ ] Women’s Issues
	[ ] Personality Disorders

	[ ] Psychological Testing
	
	


AGE GROUPS:

LANGUAGE FLUENCY:


[ ] Children
[ ] Adolescents
[ ] Spanish
[ ] French

[ ] Adults
[ ] Geriatrics
[ ] Other_______________


!! PLEASE NOTE!!
If you are qualified in one or more of the following types of patient care, please provide documentation of education, experience, prior training and on-going CEU’s: 
[ ] Severe and Persistent Mentally Ill Adults 

[ ] Severely Emotionally Disturbed Children (SED)

[ ] Infant Mental Health (0-5)
[ ] HIV/AIDS ____________________________________________________________________________________________________________________________________________________________________________________

Please indicate the name(s) of covering clinician(s):
Name:








       License Type (MD, PhD, etc.)

_See attached list of covering providers____________________________________________

__________________________________________________________________________________________

Your Office Manager or Contract Person: ___Teri Lloyd 502-905-9494___________________
