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Malpractice Insurance Information (Minimum acceptable is 1,000,000/3,000,000)

Name of Liability Carrier: Policy Number: Expiration Date:

$ Limit per occurrence:

Account Services Information 

CISD/CIR

Trainings

Mgmt Referrals SAP / DOT

___Fallon ___Humana ___Oxford ___Value Options

___First Health ___Magellan ___PacifiCare ___NONE

___BCBS ___Health Net ___Medicaid ___Tufts

___Cigna ___Harvard Pilgrim ___Medicare ___United Behavioral Healthcare

Population Served

____Preschool (1-5) ____Child (6-11) ____Adolescent (12-18) ____Adult (19-64) ____Geriatric (65+)

Additional Languages Spoken

 ____Spanish ____French ____Japanese ____Mandarin Chinese ____American Sign      Other ____________________

Insurance Plan Information

___Aetna ___HMA, HMAA, HMSA ___MHNet ___TRI CARE

___Couples/Relationship Issues ___CISD / CIR ___Social Skills Training

___EMDR ___Mood (depression/bipolar) ___Mandatory Referral

___Career Counseling ___Hypnosis ___Sexual Abuse/Survivors

___CBT      ___DBT     ___Major Mental Illness ___SAP     ___ CEAP 

___Autism/Asperger's ___Family Therapy ___PTSD/Trauma

___Biofeedback ___GLBT Issues ___Sexual Abuse/Offenders

___ADHD ___Fitness for Duty Evaluation ___Play Therapy

___Anger Management ___Faith Based Counseling ___Psychological Testing

___Addictions- Gambling/Others ___Eating Disorders ___Training (onsite or web based)

Practice Information (attach any additional locations)

EIN or SSN ID:

Payment Information

Please indicate the area(s) of expertise Group has experience with:

Practice Name:

Address 1:

Address 2:

City:

City:

Mail Payment:             City:

E4 Health Inc: Group Application Information

Instructions: Use this sheet for a group where multiple providers bill under the same Tax ID. If your group has more than 2 locations, 

please attach additional location information separately. Please fill out the mail payment address for check payment.

Main Contact for EAP

First Name: Last Name:

Phone: Fax: e-mail:

___Addictions- Alcohol/Drugs ___Domestic Violence ___OCD

           Questions: 972-810-3036 x2  or  e-mail to: provider.relations@e4healthcare.com



Address 1:             City: State: Zip:

Monday Tuesday Wednesday Thursday Friday Saturday Sunday

Hours

Address 2:             City: State: Zip:

Monday Tuesday Wednesday Thursday Friday Saturday Sunday

Hours

Mail To:             City: State: Zip:

Type 1 ________ Number Expires State _______

Type 2 ________ Number Expires State _______

CEAP ________ SAP

$ Limit 

aggregate

Page 2

________________

Liability Insurance Information (Minimum acceptable is 1,000,000/3,000,000)

Name of Liability Carrier: Policy Number: Exp Date:

$ Limit per occurrence:

License Information (We credential Independent Masters level licensed and above only). 

________________ ________________

________________ ________________

___Fallon ___Humana ___Oxford ___Value Options

___First Health ___Magellan ___PacifiCare ___NONE

___BCBS ___Health Net ___Medicaid ___Tufts

___Cigna ___Harvard Pilgrim ___Medicare ___United Behavioral Healthcare

Population Served

Preschool (1-5) ____  Child (6-11) ____ Adolescent (12-18) ____ Adult (19-64) ____ Geriatric (65+)____

Additional Languages Spoken

Spanish ____ French ____ Japanese ____ Mandarin Chinese ____ American Sign ____  Other ___________

Insurance Plan Information

___Aetna ___HMA, HMAA, HMSA ___MHNet ___TRI CARE

___Couples/Relationship Issues ___CISD / CIR ___Social Skills Training

___EMDR ___Mood (depression/bipolar) ___Mandatory Referral

___Career Counseling ___Hypnosis ___Sexual Abuse/Survivors

___CBT      ___DBT                 ___Major Mental Illness ___SAP     ___ CEAP    

___Autism/Asperger's ___Family Therapy ___PTSD/Trauma

___Biofeedback ___GLBT Issues ___Sexual Abuse/Offenders

___ADHD ___Fitness for Duty Evaluation ___Play Therapy

___Anger Management ___Faith Based Counseling ___Psychological Testing

(if differs from above)

Please indicate the area(s) of expertise provider has experience:

___Addictions- Alcohol/Drugs ___Domestic Violence ___OCD

___Addictions- Gambling/Others ___Eating Disorders ___On site Training

Practice/Payment Information

Practice Name: EIN or SSN ID:

Phone:

(if differs from above)

Phone:

NPI: Lic Type: DOB: Gender:  M ____  F____

Phone: Fax: e-mail:

E4 Health Inc: Add A Provider Information

Instructions: Use one sheet for each provider being added. If the provider works at more than 2 locations or has additional certifications / 

licenses for us to note, please attach separately. Keep this form to add providers as your company grows.

Individual Provider Information

First Name: Middle Name: Last Name:

Check Payable to:



___Y ___N

___Y ___N

___Y ___N

___Y ___N

___Y ___N

___Y ___N

___Y ___N
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I have included copies of current Licensure and malpractice insurance?

13. Has a professional liability carrier ever denied, limited, not renewed or canceled your coverage?

Sign and Date

Signature: _________________________________________________________ Date:_______________________

9. Have you ever resigned with knowledge of an investigation about you by a professional employer, hospital staff, managed 

care organization, EAP or any other organization that granted you privileges or participation status?
___Y ___N

10. Are you aware of any complaints filed against you or disciplinary actions which have been initiated or adjudicated against 

you by a professional employer, hospital, managed care organization , EAP or any organization that granted you privileges, 

compensation for professional services or other participation status?
___Y ___N

11. Are you now or have you ever been sanctioned or excluded from federal, state, or local government programs, including 

but not limited to Medicare and Medicaid?

12. Have any malpractice suits, professional liability suits, arbitration or other proceedings ever been instituted against you 

due to your own negligence? ___Y ___N

 For questions, call Provider Relations 972-810-3060 or e-mail: provider.relations@e4healthcare.com

I, the undersigned, attest that the information I have provided in this application is true as of the date of this signature.  Additionally, I 

consent to allow E4 Health to obtain information about my practice history from state and local governments, public and private 

certification agencies and my malpractice insurer specifically for the purpose of validating the accuracy of information in this application and 

documents provided independently to support this application. Additionally, by signing below I have reviewed the Provider Agreement and 

understand my responsibilities.

___Y ___N

4. Has your clinical license, certification, or ability to practice in any jurisdiction ever been stipulated, denied, restricted, 

suspended, reduced, revoked no renewed, placed on probation, or otherwise limited in any way by a licensing agency or other 

regulatory bodies?
___Y ___N

5. Have you ever voluntarily relinquished your professional license, certification or other authority to practice for any reason, 

including as an alternative to disciplinary action?
6. Are you aware of any formal disciplinary or criminal charges pending against you?

7. Are you aware of any complaints against you filed with any licensing, certification, or other regulatory body?

8. Have you ever been involuntarily terminated from professional employment or a hospital staff, or terminated by a managed 

care organization, EAP or any other organization that granted you privileges or participation status?
___Y ___N

Ethnicity and/or Nationality: ____ African American ____Hispanic  ____Native American  ____ Chinese ____ Vietnamese  ____Japanese 

____Caucasian ____ Pacific Islander__________________Other____Decline

Disclosure Required

If you answer YES to any of the following questions, provide the date the action was initiated, date resolved or current 

status. We reserve the right to request additional information.

1. Have you ever been convicted of a misdemeanor related to your professional function?

2. Have you ever been convicted of a felony in any state?

3. Have you ever been investigated by any professional or licensure board, professional association, private payer, state or 

federal regulatory agency, or other authority?
___Y ___N

Optional, Voluntary, and Not Required

Clients sometimes request a counselor who meets specific criteria within the following categories. Responses will be used to identify you as 

someone who meets that criteria. The following information regarding sexual orientation, military experience, religious affiliation, and 

ethnic group is not used for purposes of denying or accepting an application or for participation as a network provider. 

Sexual Oriention:  ____Gay    ____Lesbian    ____Transgender     

____Bisexual   _____Straight             ____ Decline

Military Experience:    Veteran ___Yes ___ No                                                  

Disabled Veteran?   ___Yes ___ No   ____Decline

Religious Background:  ____Catholic  ____Christian ____Jewish  ____Islam ____ Buddism ____ Hindu __________________Other



Give form to the
requester. Do not
send to the IRS.

Form W-9 Request for Taxpayer
Identification Number and Certification(Rev. November 2005)

Department of the Treasury
Internal Revenue Service

Name (as shown on your income tax return)

List account number(s) here (optional)

Address (number, street, and apt. or suite no.)

City, state, and ZIP code
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Taxpayer Identification Number (TIN)

Enter your TIN in the appropriate box. The TIN provided must match the name given on Line 1 to avoid
backup withholding. For individuals, this is your social security number (SSN). However, for a resident
alien, sole proprietor, or disregarded entity, see the Part I instructions on page 3. For other entities, it is
your employer identification number (EIN). If you do not have a number, see How to get a TIN on page 3.

Social security number

––

or

Requester’s name and address (optional)

Employer identification numberNote. If the account is in more than one name, see the chart on page 4 for guidelines on whose
number to enter. –

Certification

1. The number shown on this form is my correct taxpayer identification number (or I am waiting for a number to be issued to me), and

I am not subject to backup withholding because: (a) I am exempt from backup withholding, or (b) I have not been notified by the Internal
Revenue Service (IRS) that I am subject to backup withholding as a result of a failure to report all interest or dividends, or (c) the IRS has
notified me that I am no longer subject to backup withholding, and

2.

Certification instructions. You must cross out item 2 above if you have been notified by the IRS that you are currently subject to backup
withholding because you have failed to report all interest and dividends on your tax return. For real estate transactions, item 2 does not apply.
For mortgage interest paid, acquisition or abandonment of secured property, cancellation of debt, contributions to an individual retirement
arrangement (IRA), and generally, payments other than interest and dividends, you are not required to sign the Certification, but you must
provide your correct TIN. (See the instructions on page 4.)

Sign
Here

Signature of

U.S. person � Date �

Purpose of Form

Form W-9 (Rev. 11-2005)

Part I

Part II

Business name, if different from above

Cat. No. 10231X

Check appropriate box:

Under penalties of perjury, I certify that:

U.S. person. Use Form W-9 only if you are a U.S. person
(including a resident alien), to provide your correct TIN to the
person requesting it (the requester) and, when applicable, to:

1. Certify that the TIN you are giving is correct (or you are
waiting for a number to be issued),

2. Certify that you are not subject to backup withholding, or

3. Claim exemption from backup withholding if you are a
U.S. exempt payee.

3. I am a U.S. person (including a U.S. resident alien).

A person who is required to file an information return with the
IRS, must obtain your correct taxpayer identification number
(TIN) to report, for example, income paid to you, real estate
transactions, mortgage interest you paid, acquisition or
abandonment of secured property, cancellation of debt, or
contributions you made to an IRA.

Individual/
Sole proprietor

Corporation Partnership Other �
Exempt from backup
withholding

Note. If a requester gives you a form other than Form W-9 to
request your TIN, you must use the requester’s form if it is
substantially similar to this Form W-9.

● An individual who is a citizen or resident of the United
States,

● A partnership, corporation, company, or association
created or organized in the United States or under the laws
of the United States, or

● Any estate (other than a foreign estate) or trust. See
Regulations sections 301.7701-6(a) and 7(a) for additional
information.

For federal tax purposes, you are considered a person if you
are:

In 3 above, if applicable, you are also certifying that as a
U.S. person, your allocable share of any partnership income
from a U.S. trade or business is not subject to the
withholding tax on foreign partners’ share of effectively
connected income.

Special rules for partnerships. Partnerships that conduct a
trade or business in the United States are generally required
to pay a withholding tax on any foreign partners’ share of
income from such business. Further, in certain cases where a
Form W-9 has not been received, a partnership is required to
presume that a partner is a foreign person, and pay the
withholding tax. Therefore, if you are a U.S. person that is a
partner in a partnership conducting a trade or business in the
United States, provide Form W-9 to the partnership to
establish your U.S. status and avoid withholding on your
share of partnership income.

The person who gives Form W-9 to the partnership for
purposes of establishing its U.S. status and avoiding
withholding on its allocable share of net income from the
partnership conducting a trade or business in the United
States is in the following cases:

● The U.S. owner of a disregarded entity and not the entity,



 

 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

 



  

 
 
 
 

 


