Provider Questionnaire for Charles Nechtem Associates, Inc., Pre-Paid Quality Counseling Services and Oasis Health Care, Inc.

Dear Provider:

   Please assist us in updating our Provider Information List by completing this form  You must send us  the latest copy of your resume, license and malpractice insurance before this request can be totally processed.  Send to Provider Relations at Charles Nechtem Associates, Inc., 744 Broad Street, 14th Floor, Newark, NJ 07102.  An annual registration fee of $25.00 is required. A representative will then call or e-mail you to discuss rates and to arrange to send out a contract if this has not already been done.

Provider First Name :________________________________________________________________________

Provider Last Name:___________________________________________________________________ 

Profession:__________________________________________

Mailing Address:___________________________________________

Town:____________________________   State:________________   Zip Code:________________

Primary Office Address:_____________________________________________

Town:____________________________   State:________________   Zip Code:________________

Secondary Office Address:_____________________________________________

Town:____________________________   State:________________   Zip Code:________________

Home Phone:___________________________   Office Phone:__________________________________

Fax Number:__________________________     Date of Birth:__________________________________

E-mail Address:________________________________________________________________________

Religious Background (Optional)__________________________________________________________

Ethnic Background (Optional):______________________________________________________________

Languages Spoken:   _____________________________________________________________________

Licenses:______________________________________________________________________________

Professional Affiliations:_________________________________________________________________

Degree #1 / Year Completed
:_____________________________________________________________

Degree #2 /Year Completed:_____________________________________________________________

Degree # 3 /Year Completed:_____________________________________________________________

Degree # 4 /Year Completed:_____________________________________________________________

Tax Identification:_________________________________________________
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Office Hours (Please Check those times when you are open)

Monday Daytime_______________________     Monday Evening_______________________________                                                             

Tuesday Daytime________________________   Tuesday Evening_______________________________

Wednesday Daytime_____________________    Wednesday Evening___________________________

Thursday Daytime_______________________   Thursday Evening_____________________________

Friday Daytime_________________________    Friday Evening________________________________

Saturday Daytime_______________________    Saturday Evening______________________________

Sunday Daytime_________________________   Sunday Evening_______________________________

Please check the following specialties as they relate to your practice

ACA____                                                              Aged___

AIDS___                                                               Anxiety___

Child/Family___                                                  Depression____

Eating Disorders____                                          Financial____

Grief___                                                                Jobs___

Marital___                                                            Medical____

Phobias___                                                            Sexual Issues___

Substance Abuse___

Others (specify) _______________________________________________________________________

Please Check the age groups you work with:

Children___   Adolsecents____   Adults____   Older Adults____

Please make sure to send your annual registration fee of $25.00 payable to Charles Nechtem Associates, Inc. to the attention of Provider Relations at Charles Nechtem Associates, Inc., 744 Broad Street, 14th Floor, Newark, NJ 07102.
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