ALTERNATIVES, Incorporated 

Individual or Group Application for Affiliate Network
	If you are an organization or group practice and do your own credentialing just one application is needed.  Please list all counselors below.


	PLEASE RETURN TO: 
Alternatives, Inc.
Affiliate Relations
106 West 14th Street, Suite 1300

Kansas City, Missouri 64111

Phone: 816-753-8283 Ext 222   Fax: 816-472-9016
	ALONG WITH the following for each group member:

1. Resume(s) 
2. Copy of diploma(s)
3. Copy of current license(s) and certification(s) 
4. Verification of business and liability insurance
    ($1M and $3M minimum)
5. Copy of completed and signed W-9 (s)


     Name (Individual or Group Practice)_____________________________________________________________________
     Federal Tax ID#_______________________________________ or SSN# ​​​​​​____________________​​​​​​​​​​​​​​​_____________
	Office Address__________________________________

______________________________________________

______________________________________________
	Mailing Address (if different)_______________________

_____________________________________________

_____________________________________________


​​​​​     Telephone ________________________Fax_____________________________ Cell _________________________
     E-mail ________________________________   What is the best way to reach you in an urgent situation during 

     business hours,
after-hours/weekends? ______________________________
     What number does the employee/family member call to make an appointment? _____________________________
    Is your office handicap accessible?   Yes    No                 Can you or your group provide SAP evaluations?  Yes    No    

    Can you or your group provide chemical dependency evaluations?  Yes   No

     Are you or your group available to provide on-site critical incident management consultations?  Yes   No

     Are you or your group available to provide any basic organizational development services such as conflict resolution  
     or team building?  Yes    No      Others______________________________________________________________ 

     Are you or your group available to provide on-site training and education sessions?  Yes   No     Topics___________
	Counselor Name
	Degree
	Years in

Practice
	Yrs of EAP

Experience
	Specialties
	Second 

Language

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Individual or Group AffIdavit And Release of information
1. Have you or anyone in your group ever been notified by any state, territory, district, country, U.S. government agency, or state-licensing board of any complaint filed against them? This includes, but is not limited to, any allegations currently pending.  Yes   No    If yes, please explain on a separate sheet.

2. Has any disciplinary action ever been taken against you or anyone in your group regarding licensure? This includes any disciplinary actions by the U.S. military, U.S. Public Health Service, or other U.S. federal governmental entity. (Disciplinary actions include, but are not limited to, suspension, revocation, probation, practice limitations, reprimand, letter of admonition, censure, and any allegations currently pending.) 
      Yes   No  If yes, please explain on a separate sheet.

3. Have you or any member of your group ever had staff privileges limited or reduced, denied, suspended or revoked, or has resigned from a staff position in lieu of disciplinary action?  Yes   No   If yes, please explain on a separate sheet.

4. Have you or a member of your group ever been convicted of, or pled guilty or nolo contendere to, any felony in any state, territory, district, the U.S., or foreign country?   Yes   No   If yes, please explain on a separate sheet.

5. Have you or a member of your group ever entered into a malpractice settlement or had any malpractice judgment entered against you in a court of law?  Yes   No      If yes, please explain on a separate sheet.

6. I affirm that as an organization or a group practice, that all practitioners who provide services are at a minimum, masters level, licensed and credentialed by the organization.    

I affirm that the information I have provided above regarding myself or the group is true and accurate. I understand that Alternatives will investigate my/our licensure status with the state(s) in which I or our  group/agency is licensed to practice professionally, as well as other certification(s) and/or staff privileges represented herein. I also understand that Alternatives will use other subjective and objective criteria in evaluating my/our application(s) and has a right to reject any application.

       Applicant's Signature
Date
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