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Information for Referral Database and Treatment Provider Guide
Please complete the information below and return it The Alliance office
 

INFORMATION:  

 

Name: _________________________________________________Credentials: __________________________________

 

Office Address: _______________________________________________________________________________________

 

City:  _____________________________________  State:  __________________________  Zip: ____________________
 

Office Phone:  _____________________ Fax Number: _______________________ Mobile:  ___________________

 

E-Mail : _________________________________________  Website:  __________________________________________

 

Do you speak a foreign language?   Yes     No     If Yes, What Language(s)?  ________________________________

 
PROFESSIONAL INFORMATION:  

 

Graduate Degree(s):  __________________________________Years experience with eating disorders?_________

 

Describe your eating disorder training? ______________________________________________________________

 

What % of your practice involves working with eating disorders? ________________________________________
 

Licensed As:  __________________________________________ 
License #:  ___________________________

 
POPULATION SERVED (Check all that apply):
 

  Anorexia Nervosa   
  Bulimia Nervosa    
B.E.D.  
  Obesity    
  Athletes  
  College Students    

  Children

  Adolescents

 Adults
 Families
  Other:  _______________

 
INTERESTS  (Check all that apply):
 

  Alcohol & Drug Addiction
  Body Image

  Anxiety
  Sexual Abuse
  Self-Injury

 

 

  Personality Disorder
s
  Depression

  PTSD
  Other:  _______________________

 
TREATMENT MODALITIES (Check all that apply):
  Individual
  Couples
  Group

  Psycho-Pharmacology
  Acupuncture

 

  Family
  Medical
  Nutritional

  Athletic Training

  Other: ________________

 
TREATMENT APPROACHES (Check all that apply):


 

  Cognitive Behavioral
  12-Step

  Interpersonal
  Medical
  EMDR

 

  Biopsychosocial

  Psychodynamic
  Christian

  Maudsley
  Hypnosis

 
FEE SCHEDULE:

 

Sliding Scale:

 Yes     No     
Insurance:
 Yes     No  

 

Medicare/Medicaid:
 Yes     No 

If Yes, What Types: __________________________________________
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