
 
 
 
 

Thank you for your interest in our organization. LifeWork Strategies (LWS) has been offering workplace 
sponsored programs to employers in our community and across the country for the past 30 years.  Our 
mission is to promote wellness to employers in our community and nationwide by providing a full range of 
services aimed at helping people become more productive in their personal and professional lives. Our 
services include Employee Assistance & Work/Life Programs and Onsite Wellness Programs.   

 

In order to become a LifeWork Strategies EAP Affiliate Provider, please mail back the following: 

 Signed Contract  

 Copy of License, Malpractice Liability, and Resume 

 Completed Affiliate Information Form 

 3 Professional References 

 Completed and Signed W-9 
 
Mail To:  
Attn: Provider Relations 
LifeWork Strategies 
7619 Standish Place 
Rockville, MD 20855 
 
 
 
Once the above paperwork is returned, you will receive a phone call from provider relations followed by a 
confirmation letter and the LWS Affiliate Manual.  
 
We look forward to working with you.  
 



LifeWork Strategies, Inc.
Provider Agreement for EAP Counselors 

 
 
THIS AGREEMENT, made this ____day of _____________________, between and among LifeWork 
Strategies, Inc., 7619 Standish Place, Rockville, Maryland 20855 (referred herein as “Contractor”), 
and ______________________________________ (“Provider”). Contractors and Provider may hereafter 
be referred to individually as a “Party” and collectively as the “Parties.”  
 
WHEREAS, Contractors are engaged in arranging for the provision of employee assistance programs 
(“Programs”) to employers, unions, employee benefit funds, insurance companies, governmental 
organizations, and various other purchasers of health services, for the benefit of their respective employees 
or covered persons (“Covered Persons”); and  
 
WHEREAS, Contractors wish to retain the services of Provider to provide clinical evaluation, treatment 
and other related health care service to such Covered Persons, and Provider wishes to provide such 
services;  
 
NOW, THEREFORE, in consideration of the mutual promises and covenants contained herein, and 
intending to be legally bound hereby, it is understood and agreed by the Parties as follows:  
 

I. DEFINITIONS 
 

A. “Covered Person” shall mean any employee of the Employer and if so designated by Employer, his/her 
dependents.  
 
B. “Provider” shall mean a provider designated by Contractors to provide employee assistance services.  
 
C. “Covered Services” shall mean all related employee assistance services rendered to a Covered Person 
by a Provider to the extent that such services are for the treatment of personal and psychological problems.  
 
D. “Dependents” shall mean any individual residing within the household of the Covered Person, 
including, but not limited to, significant others and life partners.  Also included shall be dependent children 
living outside the household to age 25 for full-time students.  
 
E. “Occurrence” shall mean the presentation of a specific set of problem issues.  
 
F. “Employer” shall mean any business, union, employee benefit fund, insurance company or 
governmental agency having an agreement with Contractors to provide employee assistance programs.  
 

II. PROVIDER RESPONSIBILITIES 
 

The Provider shall:  
 
A. Warrant and represent that he/she is the holder of a duly-authorized and valid professional license for 
independent practice of his/her profession.  
 
B. Provide evidence of such license and certificate of insurance to Contractors with this signed contract 
and regularly thereafter upon renewal of such license and insurance.  
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C. Provide services consistent with Provider’s training, experience, specialization, if any, and the ethics of 
Provider’s profession.  
 
D. Accept Covered Members referred on an “as needed” basis by the Programs to provide clinical 
evaluation/assessment, counseling, treatment, referral, and other related services, as approved or directed 
by the Programs.  
 
E. In the course of typical business:  

1. Respond to telephone calls, either from contractor or covered person, within 24 hours.  
2. For non-urgent referrals, offer appointments within seventy-two hours of covered person’s call 
to provider.  
3. For urgent referrals, offer appointments that are within forty-eight hours of covered person or 
contractors call to provider.   

 
F. Provide Covered Persons the number of hourly sessions which will be determined by the Programs’ 
contract, subject to limitations communicated by the contractor. Upon completion of assessment, provider 
will consult with the contractor’s clinical department, unless otherwise notified.  
 
G. Not be reimbursed for no-shows or cancellations. Provider may enforce his/her own policy so long as 
the policy is communicated to the covered person in advance.  
 
H. Review with and ask the Covered Person to sign the Statement of Understanding, and Release of 
Information Form, (if applicable) at the beginning of the initial session and complete the Case Closing 
Form after the last contact with the Covered Person, if required by Contractor.  
 
I. Maintain a written record of initial assessment and all clinical contacts with Covered Persons for a 
minimum of five years from date of last contact with Covered Person.  Such information shall include, but 
not be limited to: client presenting concerns, pertinent family, social, occupational, health and substance 
use/abuse history, mental status, clinical diagnosis and recommendations for appropriate intervention.   
 
J. Cooperate with and provide Contractors and any external quality review organization approved by the 
Contractors with access to or mailed photocopies of Covered Persons’ records upon request for the 
purposes of quality assessment, contract compliance, and quality improvement or investigation of member 
complaints or grievances.  Provider further agrees to provide such information, including but not limited to 
encounter, utilization, referral and other data Contractors may require to be submitted to them for 
compliance with their own data reporting requirements. 
  
K. Utilize the appropriate insurance network for referrals for ongoing treatment and clearly                
document the referral source name, address and telephone number.  
 
L. Return to the Programs all original paperwork, including the Case Closing Form, Statement of 
Understanding, and any necessary Release of Information Forms within fourteen (14) days of the last 
session with the Covered Person in order to receive reimbursement, if required by Contractor.  This 
responsibility also extends to required paperwork associated with CISD’s and trainings.  
 
M. Understand and agree that all Covered Persons referred to the Provider by the Programs, directly or 
indirectly, shall remain at all times the sole and exclusive clients of the Programs.  
 
N. Provider agrees to comply with and be bound by all rules, regulations, policies, and programs of the 
Programs that may have been or may hereinafter be adopted.    
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III. CONTRACTOR’S RESPONSIBILITIES 
 

A. If applicable, reimburse Provider within forty-five (45) days of receipt of the Case Closing Form, 
Statement of Understanding, and if indicated, Release of Information Forms, in the form required by the 
Programs if these reports are required.  Contractor will compensate Provider for CISD’s and trainings upon 
receipt of payment from Employer within forty-five (45) days of receipt of funds.  
 
B. Notify the Provider of any significant changes in the Employee Assistance Program Agreement with 
Employers and Contractors that would impact this Agreement.  
 
C. Maintain adequate insurance for professional liability and comprehensive general liability to insure the 
Programs and their employees against liability for all claims, demands, costs, or damages that may arise in 
connection with the performance of any service or activity performed by the Programs in connection with 
this Agreement.  
 

IV. COMPENSATION AND PAYMENT 
 

A. Provider shall be paid on a fee-for-service basis, or other basis as mutually agreed, at the rate indicated 
on Exhibit A, as full compensation for Provider’s services to Covered Persons.  
 
B. Provider shall submit required documentation and related materials to the Contractor for payment, in 
the form required by the Contractor, within fourteen (14) days of last day of the month in which Provider’s 
services were completed.  Any required documentation and related materials submitted after sixty (60) 
days of the last day of the month in which Provider completed services will not be reimbursed to Provider.  
 
C. Provider agrees that in no event, including but not limited to, nonpayment by the Contractors, the 
insolvency of the Contractors, or breach of this agreement, shall Provider bill, charge or collect a deposit 
from, seek compensation, remuneration or reimbursement from, or have any recourse against a Covered 
Person or Persons other than the Contractors acting on their behalf for services listed in this agreement.  
 

V. TERM AND TERMINATION 
 

A. This Agreement shall be in effect for a term of one (1) year from_________ to __________ and shall be 
renewed automatically at the end of this period for successive one (1) year terms from the Anniversary 
Date, unless otherwise terminated by either Party with sixty (60) days prior written notice to the end of 
each contract period.  
 
B. This Agreement may be terminated at any time, without cause, upon ninety (90) days prior written 
notice to the other Party.  
 
C. This Agreement may be terminated upon breach by one Party provided that (i) the non-breaching Party 
has provided written notice of such breach and the (ii) breaching Party has not cured the breach to the non-
breaching Party’s satisfaction within thirty (30) days.  
 
D. Contractors shall have the right to terminate this Agreement immediately and without notice on such 
date as Provider’s license and/or insurance, as specified in Section VI.  Below, is terminated, suspended or 
not renewed.  
 
E. Following the effective date of termination, each Party shall remain liable for any obligations or 
liabilities arising from activities carried on prior to the effective date of termination.  
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VI. INSURANCE 
 

A. Provider will possess and maintain, at Provider’s own expense, professional liability insurance covering 
the Provider against claims arising out of the performance of Provider’s services hereunder, in an amount 
not less than One Million Dollars ($1,000,000.00) per occurrence, and Three Million Dollars 
($3,000,000.00) in the annual aggregate. If the insurance is maintained on a “claims-made” basis, Provider 
shall obtain and maintain “tail” coverage or “prior acts” coverage to cover claims made after the 
termination of such insurance or of this Agreement for any occurrence prior to such termination.  Provider 
shall, upon execution of this Agreement and at other times as Contractors may request, provide 
Contractors with a certificate of insurance evidencing the required coverage. Provider shall notify, or cause 
its insurance to notify, Contractors at least ten (10) days prior to any reduction, modification or 
cancellation of the required coverage.  
 
B. Provider warrants that if, at any future time, Provider’s professional liability insurance is terminated, 
suspended or not renewed, Provider will notify Contractors in writing within seventy-two (72) hours of 
receiving such notification.  
 

VII. INDEMNIFICATION 
 

A. Provider shall defend, indemnify and hold harmless Contractors, their governing board members, 
officers, employees, agents and affiliates against and from any and all liability, claims, demands, suits, 
administrative claims, actions, settlements, judgments, damages, costs or fee (including reasonable 
attorneys’ fees), which Contractors, their governing board members, officers, employees, agents or 
affiliates may suffer or be required to pay, in law or in equity, whether or not formal legal action is 
commenced, resulting directly or indirectly from the actions or omissions of Provider or its officers, 
directors, agents or employees in the provision of services or performance under this Agreement.  
 
B. Contractors shall defend, indemnify and hold harmless Provider, its governing board members, officers, 
employees, agents and affiliates against and from any and all liability, claims, demands, suits, 
administrative claims, actions, settlements, judgments, damages, costs or fees (including reasonable 
attorneys’ fees), which Provider, its governing board members, officers, employees, agents or affiliates 
may suffer or be required to pay, in law or in equity, whether or not formal legal action is commenced, 
resulting directly or indirectly from the actions or omissions of Contractors or their officers, directors, 
agents or employees in the provision of services or performance under this Agreement.    
 

VIII. CONFIDENTIAL/PROPRIETARY INFORMATION 
 
A. All patient records and information concerning the services provided to Covered Persons shall be kept 
confidential from all parties other than the Programs, as required by law.  All such patient records shall 
constitute the property of the Programs.  
 
B. All information and materials provided by the Programs to Provider constitute confidential information 
and shall remain proprietary to the Programs, including but not limited to contracts, fee schedules, 
procedures and operations manuals.  Provider shall not use or disclose any such information or materials 
during or subsequent to Provider’s affiliation with the Programs, except as required to carry out Provider’s 
obligations hereunder.  
 
C. Provider agrees that confidential information that may be disclosed by the Programs identifying eligible 
Covered Persons by name, social security number or other personal information, including applicable 
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benefits coverage, may only be used by the Provider for the purpose of providing the services outlined in 
this Agreement.    
 
D. Provider agrees not to solicit Contractor’s employer or other contracts/relationships during the term of 
this contract and for one year after the termination of this contract.  Provider recognizes Contractor has 
expended considerable energy and monies to enroll Provider within Contractor network.  This provision 
may be nullified upon written consent by both parties.  
 

IX. MISCELLANEOUS 
 

A. Independent Contractor. It is expressly acknowledged hereto that Provider is an independent 
contractor and nothing in this Agreement is intended nor shall be construed to create any relationship 
between Provider and Contractors other than that of independent entities contracting with each other solely 
for the purpose of effecting the provisions of this Agreement or to allow Contractors to exercise control or 
direction over the method or the manner of Provider’s performance of this Agreement.  
 
B. Use of Name. During the term of this Agreement and any renewal thereof, Contractors may include 
Provider’s name, address, telephone number and nature and scope of services to be included in any 
membership roster that may be prepared for distribution by the Programs.  
 
C. Amendment. This Agreement may not be amended or revised except with the prior written consent of 
all Parties.  
 
D. Assignment. No assignment, subcontracting or delegation of the rights, duties or obligations of this 
Agreement shall be made by Provider without the express written approval of the duly authorized 
representatives of the Programs.  
 
E. Severability. Should any part of this Agreement be declared invalid, for any reason, the remainder shall 
continue in force and be interpreted as if the invalid portion were omitted.  
 
F. Force Majeure. No Party shall be deemed to have breached this Agreement for delay caused by 
occurrences beyond the reasonable control of that party, including, but not limited to, acts of God, acts of 
any government, wars, rebellion and sabotage, strikes, or severe weather, and any time for performance 
shall be extended by the actual time of delay caused by such occurrence.  
 
G. Governing Law. This Agreement shall be construed in accordance with the laws of the State of 
Maryland.  
 
H. Entire Agreement. This Agreement is the entire agreement between Contractors and Provider 
concerning the subject matters herein and supersedes any previous such agreements Provider may have 
entered with Contractors and/or the Programs.  No other agreements or modifications to this Agreement, 
whether oral or written, shall be effective unless they are incorporated into this Agreement or a supplement 
hereto signed by all the Parties.  
 
I. Waivers. No waiver of any term, provision or condition of this Agreement, whether by conduct or 
otherwise, in any one or more instances, shall be deemed or construed as a further or continuing waiver of 
any such term, provision or condition of this Agreement.  
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J. Gender. All terms as used in this Agreement, regardless of the number and gender in which they are 
used, shall be deemed to include singular and plural, masculine, feminine, or neuter, as the context or sense 
of this Agreement may require.  
 
K. Nondiscrimination. The Parties agree that they shall perform their respective obligations hereunder 
without discrimination toward any Covered Person, employee or other persons regardless of their race, 
age, creed, color, gender, disability or ethnic background.  
 
L. Notices. Notices required hereunder shall be provided by first class mail, as follows:  
 
If to Provider:   ____________________________________  

____________________________________  
____________________________________  

 If to Programs:    
LifeWork Strategies, Inc.       
7619 Standish Place       
Rockville, MD 20855  

 
IN WITNESS WHEREOF, the parties have executed this Agreement on the date and year first above 
written.  
 
_______________________________  _______________________________ 
              (Witness)        (Provider) 
             By: ____________________________  
 
            Title: ___________________________  
 
             Tax ID#: ________________________  
 
_______________________________  
              (Witness)    LifeWork Strategies, Inc.
 
        By: __________________________________    
        
         Title: ________________________________ 



  
  

ADDENDUM A 
HIPAA BUSINESS ASSOCIATE ADDENDUM (COVERED ENTITY FRIENDLY) THIS ADDENDUM (“Addendum”) is entered into as 
of the Effective Date (defined below), between Covered Entity and Vendor. 
 

 
 
 
 
 
 
 

RECITALS: 
A.   Pursuant to that certain Services Agreement between 
Covered Entity and Vendor, Vendor provides services to Covered 
Entity and, in connection therewith, Vendor requires access to 
certain individually identifiable health information maintained by 
Covered Entity; and  
B.   Pursuant to the Health Insurance Portability and 
Accountability Act of 1996, Subtitle F, Public Law 104-191, 
Section 261, et seq., and the final rules promulgated thereunder 
from time to time by the United States Department of Health and 
Human Services (collectively, the “HIPAA Standards”), Covered 
Entity must obtain the satisfactory assurances contained herein 
from Vendor before Covered Entity discloses to Vendor, or 
permits Vendor to create or receive on behalf of Covered Entity, 
individually identifiable health information relating to Covered 
Entity’s patients.  For purposes of this Addendum, the term “PHI” 
shall mean any such “protected health information” (as defined 
under the HIPAA Standards) disclosed by Covered Entity to 
Vendor or created or received by Vendor on behalf of Covered 
Entity. 
NOW THEREFORE, the parties agree as follows:  
1.  Use and Disclosure of PHI. Vendor agrees that it will not use 
or further disclose PHI other than as permitted or required under 
this Addendum or as otherwise required by law.  In connection 
with the foregoing, Vendor agrees that it will not use or disclose 
PHI except: 
 (a) Subject to Section 4 hereof, Vendor may use 
or disclose PHI for the purpose of performing its services under 
the Services Agreement;  

(b) Vendor may use PHI for its proper 
management and administration or to carry out its legal 
responsibilities; and  

(c) Vendor may disclose PHI for its proper 
management and administration or to carry out its legal 
responsibilities if such disclosure is required by law; and 

(d) Vendor may disclose PHI for its proper 
management and administration or to carry out its legal 
responsibilities if (i) Vendor obtains reasonable assurances from 
the person to whom such PHI is disclosed that it will be held 
confidentially and used or further disclosed only as required by 
law or for the purpose for which its was disclosed to the person, 
and (ii) such person agrees to notify Vendor of any instance of 
which it is aware in which the confidentiality of such PHI has 
been breached. 
 
 

COVERED ENTITY: 
LifeWork Strategies, Inc (“Covered Entity”). 

VENDOR: 
________________________________________ 
(“Provider”). 

ADDENDUM EFFECTIVE DATE: ____________  
(“Effective Date”). 

 
PROVIDER SERVICES AGREEMENT 

SIGNATURES 
(By signing below the parties agree to the terms of this 
Addendum) 

 
COVERED ENTITY  
By: LifeWork Strategies, Inc   
Print Name: Kacy Rollins, LCSW-C, CEAP 
Title: Director of EAP Services 
Address:  7619 Standish Place 
 Rockville, MD 20855 
Facsimile Number:301-738-0273 

 
VENDOR 
By:      
Print Name:      
Title:       
Address:       
      
Facsimile Number:      



 

- 2 - 
  

2.  Safeguards Against Misuse of Information. Vendor agrees 
that it will use appropriate safeguards to prevent the use or 
disclosure of PHI other than as provided for in this Addendum. 
3.  Reporting of Disclosures of PHI. Vendor shall, within five 
(5) days of becoming aware of any use or disclosure of PHI other 
than as provided in this Addendum by Vendor, its officers, 
directors, employees, contractors or agents or by a third party to 
which Vendor has disclosed PHI, report any such disclosure to 
Covered Entity. 
4.  Agreements by Third Parties. Vendor shall enter into an 
agreement with any agent or subcontractor of Vendor that will 
have access to PHI pursuant to which such agent or 
subcontractor agrees to be bound by the same restrictions, terms 
and conditions that apply to Vendor pursuant to this Addendum 
with respect to such information. 
5.  Access to Information. Within five (5) days of a request by 
Covered Entity for access to PHI about an individual, Vendor 
shall make available to Covered Entity such PHI.  In the event 
any individual requests access to PHI directly from Vendor, 
Vendor shall within two (2) days forward such request to Covered 
Entity.  Any denials of access to PHI requested shall be the 
responsibility of Covered Entity. 
6.  Availability of PHI for Amendment. Within five (5) days of 
receipt of a request from Covered Entity for the amendment of an 
individual’s PHI, Vendor shall provide such information to 
Covered Entity for amendment and incorporate any such 
amendments to PHI in accordance with 45 C.F.R. §164.526.  
7.  Accounting of Disclosures. Within five (5) days of notice by 
Covered Entity to Vendor that it has received a request for an 
accounting of disclosures of PHI regarding an individual during 
the six (6) years prior to the date on which the accounting was 
requested, Vendor shall make available to Covered Entity such 
information as is in Vendor’s possession and is required for 
Covered Entity to make an accounting in accordance with 45 
C.F.R. §164.528.  At a minimum, Vendor shall provide Covered 
Entity with the following information: (a) the date of the 
disclosure, (b) the name of the entity or person who received 
PHI, and if known, the address of such entity or person, (c) a 
brief description of PHI disclosed, and (d) a brief statement of the 
purpose of such disclose which includes an explanation of the 
basis for such disclosure.  In the event the request for an 
accounting is delivered directly to Vendor, Vendor shall within 
two (2) days forward such request to Covered Entity.  It shall be 
Covered Entity’s responsibility to prepare and deliver any such 
accounting requested. Vendor hereby agrees to implement an 
appropriate recordkeeping process to enable it to comply with the 
requirements of this Section. 
8.  Availability of Books and Records. Vendor hereby agrees 
to make its internal practices, books and records relating to the 
use and disclosure of PHI received from, or created or received  
by Vendor on behalf of, Covered Entity available to the Secretary 

of the United States Department of Health and Human Services 
for purposes of determining Covered Entity’s compliance with the 
HIPAA Standards.  
9.  Additional Amendments.  Vendor agrees it will, from time to 
time, enter into any additional amendments hereto to permit 
Covered Entity to comply with the HIPAA Standards. 
10.  Termination.  Without limiting Covered Entity’s other 
termination rights under the Services Agreement, in the event of 
that Covered Entity determines that Vendor has violated a 
material term of this Addendum, Covered Entity may terminate 
the Services Agreement by giving of a written notice of 
termination to Vendor.  Upon termination of the Services 
Agreement for any reason, Vendor agrees that it will return all 
PHI (without retaining any copies thereof) received from, or 
created or received by Vendor on behalf of, Covered Entity; 
provided, however, if returning such PHI is not feasible, Vendor 
will destroy all such information.  In the event that the return or 
destruction of such information is not feasible, Vendor agrees 
that it will extend the protections of this Addendum to such 
information and limit further uses and disclosures to those 
purposes that make the return or destruction of the information 
infeasible 
 
 



Rate Agreement 
 
I.  EAP Counseling sessions 
 

A.  LifeWork Strategies contracts* 

 $60 per initial session 

 $60 per 50-minute session thereafter 

 
II.  Onsite Critical Incident Stress Management Services (CISM)* 
 

A. $75 per CISM hour if scheduled one week in advance (plus mileage) 

B. $100 per CISM hour if less than one week notice is required (plus mileage) 

C. $125 per CISM session hour if 24hrs or less notice is required (plus mileage) 

 
 
 
 
 
 
* Paid within forty-five (45) days of receipt of case closing form. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Provider Signature: ___________________________         Date:__________ 



 

  

 

 

 

Affiliate Information Form 
Demographic Information 
 
 
LAST            FIRST       MI              CREDENTIALS 
       
 
ORGANIZATION NAME / PRIVATE PRACTICE       
 
 
DOB:                 ETHNICITY:        GENDER:  FEMALE   MALE                            
 
 
 
TIN      NPI #      SOCIAL SECURITY # 
 
 
MAILING/BILLING ADDRESS 
 
 
CITY      STATE     ZIP 
 
 
OFFICE ADDRESS 
 
 
CITY      STATE     ZIP 
 
 
OFFICE ADDRESS (2nd location) 
 
 
CITY      STATE     ZIP 
 
OFFICE/S HANDICAPPED ACCESSIBLE:   Y  N      ACCESSIBLE BY PUBLIC TRANSPORTATION:   Y  N  
  
 
WORK #    CELL #              FAX # 
 
 
E-MAIL ADDRESS          WEBSITE URL 
PREFERRED METHOD OF RECEIVING REFERRALS:       FAX      E-MAIL 

 
 



  

Specializations  
Please check all that apply: 
 

 ACOA                            
 ADHD/ADD  
 Adolescent   
 Adjustment Disorders  
 Adult   
 Anger Management  
 Anxiety Disorders  
 Autism/Asperger  
 Behavior Problems  
 Biofeedback  
 Career   
 Child   
 Child Abuse/Trauma  
 Child Custody  
 Christian/Spiritual  
 CISD  
 Cognitive Disorders  
 Compassion Fatigue  
 Conduct Disorder  
 Chronic Pain  
 Cult Issues  
 Cultural/Ethnicity 
 Desensitization  
 Developmental Disorders  
 Dissociative Disorders  
 Divorce/Separation  
 Domestic Violence  
 EAP Counseling  
 Eating Disorders  
 Family   
 Financial/Budget  
 Fitness for Duty Evaluations  
 Gambling Addiction  
 Gay/Lesbian Issues  
 Gender Identity Issues  
 Geriatrics (65 + yrs)  
 Groups   
 Grief/Loss  
 Hypnosis  
 Imago Therapy  
 Impulse Control Disorders  

 

 
 

 Infertility/Reproductive Issues  
 Interpersonal Relationships   
 Learning Disabilities  
 Legal Problems  
 Life Coaching  
 Life Transitions  
 Marital/Couples  
 Meditation  
 Men’s Issues  
 Mood Disorders  
 OCD  
 ODD  
 Parenting  
 Personality Disorders  
 Psychological Testing  
 Psychotic Disorders  
 Relationships  
 SAP/DOT Evaluations  
 School/Education  
 Sexual Addiction  
 Sexual Disorders  
 Sexual Trauma  
 Sleep Disturbances  
 Stress Management  
 Substance Abuse  
 Women’s Issues  
 Work Issues  
 Trauma/PTSD  

 
Orientation  

 CBT  
 Coaching  
 Eclectic  
 Gestalt  
 Humanistic  
 Psychoanalytic  
 Psychodynamic  
 Transpersonal  
 EMDR  
 REBT  
 Solution Focused

 
 



 

  

 
Please indicate if you have interest in Management Referrals Yes No 
1. Please highlight those areas in which you have advanced training and expertise: 
 
 
 
 
 
 
 
 
2. Name of Graduate School:    

       Highest Degree:                                 Year Degree Awarded:  
 
 
3. Current certifications (Including the CEAP) and or Licenses.  Please list state in which you 
hold certification and/or license:    
 
 
        
4. Please list training, expertise, and/or experience in Critical Incident Stress Debriefings: 
 
 
 
 
 
5. Please list prior experience working with EAP’s: 
 
 
 
 
 
6. Current Membership in Professional Associations: 
 
 
 
7. Please list the Insurance Panels for which you are an in-network provider: 
 
 
 
8. What resources or methods do you utilize to research community referrals and/or resources 
for your clients? On average, how often would you say you make such referrals? 
 
 
 
 
9. Please list languages you speak fluently: 
 



  

 
10. Do you have experience presenting workshops/seminars in a worksite environment? 
  Y  N  
 
11. If yes, would you be interested in providing this type of service to our client companies? 
  Y  N          
 
12. If yes, please select the topics in which you can present:   
 
Please check all that apply: 
 

 Legal     
 Finance       
 Mental Health      
 Parenting       
 Professional Development 
 Health & Medicine    
 Nutrition         
 Health Screenings     
 Flu Shot        

 
 Phlebotomy            
 Cardiac            
 Spiritual          
 Smoking Cessation      
 Fitness     
 Cancer Prevention 
 Wellness/Life Coaching  
 Elder Care 
 Organizational Development

 
 
OTHER:   

 
Availability 
 
Please circle the days and times in which you are available to provide services:  
 
Mon  Tues  Wed  Thurs  Fri  Sat  Sun 
Morning  Morning  Morning  Morning  Morning            Morning              Morning       
Afternoon Afternoon Afternoon Afternoon Afternoon         Afternoon            Afternoon 
Evening  Evening  Evening  Evening  Evening             Evening               Evening 

 
Are you willing to travel in and around the MD, DC, and VA area? Please be specific.  
 
 
 
 
I certify that the information and attachments I have provided to LifeWork Strategies is true and accurate 
to the best of my knowledge.  
SIGNATURE _______________________________________________ DATE ____________________ 



 

 
 
________________________________________________                             _______________________  
Signature and Title                                                                                         Date 

 
 

Affiliate Professional References  
 

 
Applicant (clinician name): ____________________________________________________________ 
 
Reference Name: 
Name: ______________________________________________________________________________ 
   
Daytime phone: _______________________________________________________________________ 
 

Organization name: ___________________________________________________________________ 
 

Email address: _______________________________________________________________________  
 

Report is based on (circle one): 
Knowledge of the clinician is based on close personal observation / general impression/ other: _____  
 
____________________________________________________________________________________ 
 
Number of years you have known the Applicant: _____ 
 
Evaluation 
This evaluation should be based on demonstrated performance compared to that reasonable expected of 
a practitioner at his/her level of training, experience, and background. 
 
 Acceptable Unacceptable Unknown 
Clinical Knowledge    
Technical/Clinical Skills    
Clinical Judgment    
Availabilty/Thoroughness 
in Patient Care 

   

Cooperativeness / Ability 
to work with others 

   

Record Keeping    
Ethical Conduct    
 
Have you ever observed or been informed of any physical/mental/drug, or alcohol dependencies or other 
problems that the applicant has that have or could potentially impair his/her ability to exercise all or any of 
the privileges requested? _____No _____Yes (please explain)______________________________ 
 
____________________________________________________________________________________  
 
During in which you have known the applicant, has the clinician ever been subject to any disciplinary 
action, such as admonition, reprimand, suspension, or termination?  _____No _____Yes (please explain)  
 
____________________________________________________________________________________ 
 
Are there any other reasons why you would not recommend this clinician? _____No_____Yes (please explain) 
 
____________________________________________________________________________________ 
 
Comments (noticeable strengths and challenges, use back if necessary):  



 

 
 
________________________________________________                             _______________________  
Signature and Title                                                                                         Date 

 
 

Affiliate Professional References  
 

 
Applicant (clinician name): ____________________________________________________________ 
 
Reference Name: 
Name: ______________________________________________________________________________ 
   
Daytime phone: _______________________________________________________________________ 
 

Organization name: ___________________________________________________________________ 
 

Email address: _______________________________________________________________________  
 

Report is based on (circle one): 
Knowledge of the clinician is based on close personal observation / general impression/ other: _____  
 
____________________________________________________________________________________ 
 
Number of years you have known the Applicant: _____ 
 
Evaluation 
This evaluation should be based on demonstrated performance compared to that reasonable expected of 
a practitioner at his/her level of training, experience, and background. 
 
 Acceptable Unacceptable Unknown 
Clinical Knowledge    
Technical/Clinical Skills    
Clinical Judgment    
Availabilty/Thoroughness 
in Patient Care 

   

Cooperativeness / Ability 
to work with others 

   

Record Keeping    
Ethical Conduct    
 
Have you ever observed or been informed of any physical/mental/drug, or alcohol dependencies or other 
problems that the applicant has that have or could potentially impair his/her ability to exercise all or any of 
the privileges requested? _____No _____Yes (please explain)______________________________ 
 
____________________________________________________________________________________  
 
During in which you have known the applicant, has the clinician ever been subject to any disciplinary 
action, such as admonition, reprimand, suspension, or termination?  _____No _____Yes (please explain)  
 
____________________________________________________________________________________ 
 
Are there any other reasons why you would not recommend this clinician? _____No_____Yes (please explain) 
 
____________________________________________________________________________________ 
 
Comments (noticeable strengths and challenges, use back if necessary):  



 

 
 
________________________________________________                             _______________________  
Signature and Title                                                                                         Date 

 
 

Affiliate Professional References  
 

 
Applicant (clinician name): ____________________________________________________________ 
 
Reference Name: 
Name: ______________________________________________________________________________ 
   
Daytime phone: _______________________________________________________________________ 
 

Organization name: ___________________________________________________________________ 
 

Email address: _______________________________________________________________________  
 

Report is based on (circle one): 
Knowledge of the clinician is based on close personal observation / general impression/ other: _____  
 
____________________________________________________________________________________ 
 
Number of years you have known the Applicant: _____ 
 
Evaluation 
This evaluation should be based on demonstrated performance compared to that reasonable expected of 
a practitioner at his/her level of training, experience, and background. 
 
 Acceptable Unacceptable Unknown 
Clinical Knowledge    
Technical/Clinical Skills    
Clinical Judgment    
Availabilty/Thoroughness 
in Patient Care 

   

Cooperativeness / Ability 
to work with others 

   

Record Keeping    
Ethical Conduct    
 
Have you ever observed or been informed of any physical/mental/drug, or alcohol dependencies or other 
problems that the applicant has that have or could potentially impair his/her ability to exercise all or any of 
the privileges requested? _____No _____Yes (please explain)______________________________ 
 
____________________________________________________________________________________  
 
During in which you have known the applicant, has the clinician ever been subject to any disciplinary 
action, such as admonition, reprimand, suspension, or termination?  _____No _____Yes (please explain)  
 
____________________________________________________________________________________ 
 
Are there any other reasons why you would not recommend this clinician? _____No_____Yes (please explain) 
 
____________________________________________________________________________________ 
 
Comments (noticeable strengths and challenges, use back if necessary):  



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

Form W-9 Request for Taxpayer
Identification Number and Certification(Rev. January 2003)

Department of the Treasury
Internal Revenue Service

Name

List account number(s) here (optional)
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2.

Taxpayer Identification Number (TIN)

Enter your TIN in the appropriate box. 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. 1-2003)

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.

Foreign person. If you are a foreign person, use the
appropriate Form W-8 (see Pub. 515, Withholding of Tax on
Nonresident Aliens and Foreign Entities).

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.

Nonresident alien who becomes a resident alien.
Generally, only a nonresident alien individual may use the
terms of a tax treaty to reduce or eliminate U.S. tax on
certain types of income. However, most tax treaties contain a
provision known as a “saving clause.” Exceptions specified
in the saving clause may permit an exemption from tax to
continue for certain types of income even after the recipient
has otherwise become a U.S. resident alien for tax purposes.

If you are a U.S. resident alien who is relying on an
exception contained in the saving clause of a tax treaty to
claim an exemption from U.S. tax on certain types of income,
you must attach a statement that specifies the following five
items:

1. The treaty country. Generally, this must be the same
treaty under which you claimed exemption from tax as a
nonresident alien.

2. The treaty article addressing the income.
3. The article number (or location) in the tax treaty that

contains the saving clause and its exceptions.
4. The type and amount of income that qualifies for the

exemption from tax.
5. Sufficient facts to justify the exemption from tax under

the terms of the treaty article.



Form W-9 (Rev. 1-2003) Page 2

Sole proprietor. Enter your individual name as shown on
your social security card on the “Name” line. You may enter
your business, trade, or “doing business as (DBA)” name on
the “Business name” line.

Other entities. Enter your business name as shown on
required Federal tax documents on the “Name” line. This
name should match the name shown on the charter or other
legal document creating the entity. You may enter any
business, trade, or DBA name on the “Business name” line.

If the account is in joint names, list first, and then circle,
the name of the person or entity whose number you entered
in Part I of the form.

Limited liability company (LLC). If you are a single-member
LLC (including a foreign LLC with a domestic owner) that is
disregarded as an entity separate from its owner under
Treasury regulations section 301.7701-3, enter the owner’s
name on the “Name” line. Enter the LLC’s name on the
“Business name” line.

Specific Instructions

Name

Exempt From Backup Withholding

Generally, individuals (including sole proprietors) are not
exempt from backup withholding. Corporations are exempt
from backup withholding for certain payments, such as
interest and dividends.

5. You do not certify to the requester that you are not
subject to backup withholding under 4 above (for reportable
interest and dividend accounts opened after 1983 only).

Certain payees and payments are exempt from backup
withholding. See the instructions below and the separate
Instructions for the Requester of Form W-9.

Civil penalty for false information with respect to
withholding. If you make a false statement with no
reasonable basis that results in no backup withholding, you
are subject to a $500 penalty.
Criminal penalty for falsifying information. Willfully
falsifying certifications or affirmations may subject you to
criminal penalties including fines and/or imprisonment.

Penalties
Failure to furnish TIN. If you fail to furnish your correct TIN
to a requester, you are subject to a penalty of $50 for each
such failure unless your failure is due to reasonable cause
and not to willful neglect.

Misuse of TINs. If the requester discloses or uses TINs in
violation of Federal law, the requester may be subject to civil
and criminal penalties.

If you are an individual, you must generally enter the name
shown on your social security card. However, if you have
changed your last name, for instance, due to marriage
without informing the Social Security Administration of the
name change, enter your first name, the last name shown on
your social security card, and your new last name.

Exempt payees. Backup withholding is not required on any
payments made to the following payees:

1. An organization exempt from tax under section 501(a),
any IRA, or a custodial account under section 403(b)(7) if the
account satisfies the requirements of section 401(f)(2);

2. The United States or any of its agencies or
instrumentalities;

3. A state, the District of Columbia, a possession of the
United States, or any of their political subdivisions or
instrumentalities;

4. A foreign government or any of its political subdivisions,
agencies, or instrumentalities; or

5. An international organization or any of its agencies or
instrumentalities.

Other payees that may be exempt from backup
withholding include:

6. A corporation;
7. A foreign central bank of issue;
8. A dealer in securities or commodities required to register

in the United States, the District of Columbia, or a
possession of the United States;

If you are exempt, enter your name as described above and
check the appropriate box for your status, then check the
“Exempt from backup withholding” box in the line following
the business name, sign and date the form.

4. The IRS tells you that you are subject to backup
withholding because you did not report all your interest and
dividends on your tax return (for reportable interest and
dividends only), or

3. The IRS tells the requester that you furnished an
incorrect TIN, or

2. You do not certify your TIN when required (see the Part
II instructions on page 4 for details), or

You will not be subject to backup withholding on payments
you receive if you give the requester your correct TIN, make
the proper certifications, and report all your taxable interest
and dividends on your tax return.

1. You do not furnish your TIN to the requester, or

What is backup withholding? Persons making certain
payments to you must under certain conditions withhold and
pay to the IRS 30% of such payments (29% after December
31, 2003; 28% after December 31, 2005). This is called
“backup withholding.” Payments that may be subject to
backup withholding include interest, dividends, broker and
barter exchange transactions, rents, royalties, nonemployee
pay, and certain payments from fishing boat operators. Real
estate transactions are not subject to backup withholding.

Payments you receive will be subject to backup
withholding if:

If you are a nonresident alien or a foreign entity not
subject to backup withholding, give the requester the
appropriate completed Form W-8.

Example. Article 20 of the U.S.-China income tax treaty
allows an exemption from tax for scholarship income
received by a Chinese student temporarily present in the
United States. Under U.S. law, this student will become a
resident alien for tax purposes if his or her stay in the United
States exceeds 5 calendar years. However, paragraph 2 of
the first Protocol to the U.S.-China treaty (dated April 30,
1984) allows the provisions of Article 20 to continue to apply
even after the Chinese student becomes a resident alien of
the United States. A Chinese student who qualifies for this
exception (under paragraph 2 of the first protocol) and is
relying on this exception to claim an exemption from tax on
his or her scholarship or fellowship income would attach to
Form W-9 a statement that includes the information
described above to support that exemption.

Note: You are requested to check the appropr iate box for
your status (individual/sole propr ietor, corporation, etc. ).

Note: If you are exempt from backup withholding, you should
still complete this form to avoid possible erroneous backup
withholding.



Form W-9 (Rev. 1-2003) Page 3

Part I. Taxpayer Identification
Number (TIN)
Enter your TIN in the appropriate box. If you are a resident
alien and you do not have and are not eligible to get an
SSN, your TIN is your IRS individual taxpayer identification
number (ITIN). Enter it in the social security number box. If
you do not have an ITIN, see How to get a TIN below.

How to get a TIN. If you do not have a TIN, apply for one
immediately. To apply for an SSN, get Form SS-5,
Application for a Social Security Card, from your local Social
Security Administration office or get this form on-line at
www.ssa.gov/online/ss5.html. You may also get this form
by calling 1-800-772-1213. Use Form W-7, Application for
IRS Individual Taxpayer Identification Number, to apply for an
ITIN, or Form SS-4, Application for Employer Identification
Number, to apply for an EIN. You can get Forms W-7 and
SS-4 from the IRS by calling 1-800-TAX-FORM
(1-800-829-3676) or from the IRS Web Site at www.irs.gov.

If you are asked to complete Form W-9 but do not have a
TIN, write “Applied For” in the space for the TIN, sign and
date the form, and give it to the requester. For interest and
dividend payments, and certain payments made with respect
to readily tradable instruments, generally you will have 60
days to get a TIN and give it to the requester before you are
subject to backup withholding on payments. The 60-day rule
does not apply to other types of payments. You will be
subject to backup withholding on all such payments until you
provide your TIN to the requester.

If you are a sole proprietor and you have an EIN, you may
enter either your SSN or EIN. However, the IRS prefers that
you use your SSN.

If you are a single-owner LLC that is disregarded as an
entity separate from its owner (see Limited liability
company (LLC) on page 2), enter your SSN (or EIN, if you
have one). If the LLC is a corporation, partnership, etc., enter
the entity’s EIN.
Note: See the chart on page 4 for further clar ification of
name and TIN combinations.

Note: Writing “Applied For” means that you have already
applied for a TIN or that you intend to apply for one soon.
Caution: A disregarded domestic entity that has a foreign
owner must use the appropr iate Form W-8.

9. A futures commission merchant registered with the
Commodity Futures Trading Commission;

10. A real estate investment trust;
11. An entity registered at all times during the tax year

under the Investment Company Act of 1940;
12. A common trust fund operated by a bank under

section 584(a);
13. A financial institution;
14. A middleman known in the investment community as a

nominee or custodian; or
15. A trust exempt from tax under section 664 or

described in section 4947.

THEN the payment is exempt
for . . .

If the payment is for . . .

All exempt recipients except 
for 9

Interest and dividend payments

Exempt recipients 1 through 13.
Also, a person registered under
the Investment Advisers Act of
1940 who regularly acts as a
broker

Broker transactions

Exempt recipients 1 through 5Barter exchange transactions
and patronage dividends

Generally, exempt recipients
1 through 7 2

Payments over $600 required
to be reported and direct
sales over $5,000 1

1 See Form 1099-MISC, Miscellaneous Income, and its instructions.
2 However, the following payments made to a corporation (including gross
proceeds paid to an attorney under section 6045(f), even if the attorney is a
corporation) and reportable on Form 1099-MISC are not exempt from backup
withholding: medical and health care payments, attorneys’ fees; and payments
for services paid by a Federal executive agency.

The chart below shows types of payments that may be
exempt from backup withholding. The chart applies to the
exempt recipients listed above, 1 through 15.
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What Name and Number To Give the
Requester

Give name and SSN of:For this type of account:

The individual1. Individual

The actual owner of the account
or, if combined funds, the first
individual on the account 1

2. Two or more individuals (joint
account)

The minor 23. Custodian account of a minor
(Uniform Gift to Minors Act)

The grantor-trustee 14. a. The usual revocable
savings trust (grantor is
also trustee)

1. Interest, dividend, and barter exchange accounts
opened before 1984 and broker accounts considered
active during 1983. You must give your correct TIN, but you
do not have to sign the certification.

The actual owner 1b. So-called trust account
that is not a legal or valid
trust under state law2. Interest, dividend, broker, and barter exchange

accounts opened after 1983 and broker accounts
considered inactive during 1983. You must sign the
certification or backup withholding will apply. If you are
subject to backup withholding and you are merely providing
your correct TIN to the requester, you must cross out item 2
in the certification before signing the form.

The owner 35. Sole proprietorship or
single-owner LLC

Give name and EIN of:For this type of account:

3. Real estate transactions. You must sign the
certification. You may cross out item 2 of the certification.

A valid trust, estate, or
pension trust

6.

Legal entity 4

4. Other payments. You must give your correct TIN, but
you do not have to sign the certification unless you have
been notified that you have previously given an incorrect TIN.
“Other payments” include payments made in the course of
the requester’s trade or business for rents, royalties, goods
(other than bills for merchandise), medical and health care
services (including payments to corporations), payments to a
nonemployee for services, payments to certain fishing boat
crew members and fishermen, and gross proceeds paid to
attorneys (including payments to corporations).

The corporationCorporate or LLC electing
corporate status on Form
8832

7.

The organizationAssociation, club, religious,
charitable, educational, or
other tax-exempt organization

8.

5. Mortgage interest paid by you, acquisition or
abandonment of secured property, cancellation of debt,
qualified tuition program payments (under section 529),
IRA or Archer MSA contributions or distributions, and
pension distributions. You must give your correct TIN, but
you do not have to sign the certification.

The partnershipPartnership or multi-member
LLC

9.

The broker or nomineeA broker or registered
nominee

10.

The public entityAccount with the Department
of Agriculture in the name of
a public entity (such as a
state or local government,
school district, or prison) that
receives agricultural program
payments

11.

Privacy Act Notice

1 List first and circle the name of the person whose number you furnish. If only
one person on a joint account has an SSN, that person’s number must be
furnished.
2 Circle the minor’s name and furnish the minor’s SSN.
3 You must show your individual name, but you may also enter your
business or “DBA” name. You may use either your SSN or EIN (if you have
one).
4 List first and circle the name of the legal trust, estate, or pension trust. (Do
not furnish the TIN of the personal representative or trustee unless the legal
entity itself is not designated in the account title.)

Note: If no name is circled when more than one name is
listed, the number will be considered to be that of the first
name listed.

Sole proprietorship or
single-owner LLC

The owner 3

12.

Part II. Certification

For a joint account, only the person whose TIN is shown in
Part I should sign (when required). Exempt recipients, see
Exempt from backup withholding on page 2.

You must provide your TIN whether or not you are required to file a tax return. Payers must generally withhold 30% of taxable
interest, dividend, and certain other payments to a payee who does not give a TIN to a payer. Certain penalties may also apply.

To establish to the withholding agent that you are a U.S.
person, or resident alien, sign Form W-9. You may be
requested to sign by the withholding agent even if items 1, 3,
and 5 below indicate otherwise.

Section 6109 of the Internal Revenue Code requires you to provide your correct TIN to persons who must file information returns
with the IRS to report interest, dividends, and certain other income paid to you, mortgage interest you paid, the acquisition or
abandonment of secured property, cancellation of debt, or contributions you made to an IRA or Archer MSA. The IRS uses the
numbers for identification purposes and to help verify the accuracy of your tax return. The IRS may also provide this information
to the Department of Justice for civil and criminal litigation, and to cities, states, and the District of Columbia to carry out their
tax laws. We may also disclose this information to other countries under a tax treaty, or to Federal and state agencies to enforce
Federal nontax criminal laws and to combat terrorism.

Signature requirements. Complete the certification as
indicated in 1 through 5 below.
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