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University Behavioral Health Provider Network
	Personal

	Name: ___________________________________________________________________________


       (Last)




    (First)




(Middle Initial)
            FORMCHECKBOX 
Male      FORMCHECKBOX 
Female                                  Birth date: _________________                                               

Practice/Organization Name: _________________________________________________________

Licensure:__________________________          Email: ____________________________________  
Credentials:_________________________          Website:__________________________________
Office Address #1: _________________________________________________________________



       (Street)


(City)


(County)
(State)

(Zip Code)

Office Address #2: _________________________________________________________________



       (Street)


(City)


(County)
(State)

(Zip Code)

Telephone: ____________________________
Cell Phone/Pager:____________________________

                                                 Fax: _________________________                   



	

	Services Provided

	 FORMCHECKBOX 
   Addiction                            FORMCHECKBOX 
Eating Disorder                     FORMCHECKBOX 
Learning Disabilities               FORMCHECKBOX 
Psych Testing
 FORMCHECKBOX 
   ADHD                                 FORMCHECKBOX 
Family Therapy                     FORMCHECKBOX 
Marital Therapy                      FORMCHECKBOX 
Rape/Sexual Abuse

 FORMCHECKBOX 
   Chemical Dependency       FORMCHECKBOX 
Gay/Lesbian Issues              FORMCHECKBOX 
Medication Management        FORMCHECKBOX 
Self Harm

 FORMCHECKBOX 
  Christian Counseling 
       FORMCHECKBOX 
Grief/Loss                              FORMCHECKBOX 
Opiate Abuse/Dep.                 FORMCHECKBOX 
Substance Abuse

 FORMCHECKBOX 
   Chronic Pain                      FORMCHECKBOX 
Group Therapy                      FORMCHECKBOX 
Pastoral Counseling               FORMCHECKBOX 
Other: _____________________
 FORMCHECKBOX 
Couple’s Counseling             FORMCHECKBOX 
Individual Therapy                FORMCHECKBOX 
Physical Abuse                       FORMCHECKBOX 
Other: _____________________
 FORMCHECKBOX 
Dissociative Disorder            FORMCHECKBOX 
Interventionist                       FORMCHECKBOX 
Post Traumatic Stress             FORMCHECKBOX 
Other: _____________________
 FORMCHECKBOX 
 DOT Certified                       
Summarize any other special skills or qualifications:

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________



	 

	Populations
	Additional Information

	 FORMCHECKBOX 

Children 5-12
 FORMCHECKBOX 

Adolescents
 FORMCHECKBOX 

Adults
 FORMCHECKBOX 

Geriatric
	__________________________________________________________

__________________________________________________________

__________________________________________________________

	

	Current Managed Care Organization Networks

	 FORMCHECKBOX 
United Behavioral
 FORMCHECKBOX 
Blue Cross/Blue Shield
 FORMCHECKBOX 
One Health Plan

 FORMCHECKBOX 
Blue Cross Blue Shield
 FORMCHECKBOX 
Magellan

 FORMCHECKBOX 
Value Options

 FORMCHECKBOX 
USA Healthnet


 FORMCHECKBOX 
Sliding Scale
 FORMCHECKBOX 
Pacificare

 FORMCHECKBOX 
Medicaid

 FORMCHECKBOX 
Private Healthcare System
 FORMCHECKBOX 
Other: ______________

 FORMCHECKBOX 
Cigna


 FORMCHECKBOX 
Medicare

 FORMCHECKBOX 
MHNet


 FORMCHECKBOX 
Other: ______________

 FORMCHECKBOX 
MHN


 FORMCHECKBOX 
Amerigroup

 FORMCHECKBOX 
HMO Blue


 FORMCHECKBOX 
Other: ______________


To Receive UBH Denton Referrals, please complete, then email to info@ubhdenton.com or fax to 940-320-4899.

