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> Items marked with an asterisk* require documentation or certification of training.
> Please check only those services that you are qualified to provide and diagnoses/issues that
you routinely accept in your professional practice.

[ ] ADHD Testing
[ ] Anger Management

[ ] Anxiety
[] Bilingual* Specify Language(s):

[ ] Bipolar Disorder

[ ] Cancer Patients

[] Religious Oriented Counseling
[ ] Chronic IlIness/Pain*

[ ] Couples/Marital Counseling
[ 1DBT*

[ ] Depression

[_] Dissociative Identity Disorder*
[ ] Domestic Violence

[] Eating Disorder*

[ ] EMDR*

[ ] Hearing Impaired

[ ] Gay/Lesbian Issues

[ ] Gender Identity Issues
[ ] Geriatric*

[ ] Grief

[ ] Family Therapy

[ ] HIV/Aids*

[_] Personality Disorders
[ ] Play Therapy*

[ ] Postpartum Depression

[ ] Process Addiction Please Specify:

[ ]PTSD*

[ ] Sand Tray*

[ ] Sexual Abuse
[ ] Smoking Cessation
[ ] Substance Abuse
[_] Evening Hours
[ ] Weekend Hours

Employee Assistance Program Services

[_] EAP Counseling
[ ] Employee Training

[ ] Department of Transportation/Substance Abuse Professional*

[_] Critical Incident Stress Management*
[ ] Substance Abuse Professional (SAP)*
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