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The Mental Health Association of Central Florida
Provider Information Form
	Provider Information:                                                                            DATE: ______/______/______

	Name:     

                 ___________________________________________
___________________________________________________  

Address: 
                  __________________________________________

___________________________________________________

Counties Served:  FORMCHECKBOX 
 Orange   FORMCHECKBOX 
 Osceola   FORMCHECKBOX 
 Seminole 
  FORMCHECKBOX 
 Brevard  FORMCHECKBOX 
 Lake   FORMCHECKBOX 
 Other ______________________

Licensure:

Languages Spoken:

_______________________________________________________
	Contact Person:

                          _______________________                  
Phone Number: 
                   (          )             - ____________ 
Fax Number:

                   (_____)________-___________

Office Hours:

___________________________________

Website:

____________________________________

 E-mail:

____________________________________  

	Services Offered: (check all that apply)

	 FORMCHECKBOX 
 Crisis

 FORMCHECKBOX 
 Counselor (Individual)

 FORMCHECKBOX 
 Medication

 FORMCHECKBOX 
 Psychiatric Evaluation

 FORMCHECKBOX 
 Substance Abuse
	 FORMCHECKBOX 
 Housing/Shelter

 FORMCHECKBOX 
 Support Group

 FORMCHECKBOX 
 Teen Services

 FORMCHECKBOX 
 Homeless Services

 FORMCHECKBOX 
 Psychiatric Services
	 FORMCHECKBOX 
 Financial Assistance

 FORMCHECKBOX 
 Physical Abuse

 FORMCHECKBOX 
 Legal Services

 FORMCHECKBOX 
 Medical Services

 FORMCHECKBOX 
 Medicare/Medicaid Information 

	Specialization Areas:                                              Fees / Sliding Scale:

	
	

	Insurance Accepted:

	Additional Notes:


	



