


Matrix EAP Provider Enrollment Packet 

Name:____________________________________________________________________ ___ 
First Middle Last 

DOB:_______________________ Race/Gender:_____________________________________  

Tax ID: _______________ _______ Insurances Accepted:____________________________ __ 

________________________________________________________________________ __ __

Professional License: ________________________ ______ State:________ Exp. Date: ______ 

Professional License: ________________________ ______ State:________ Exp. Date: ______ 

Education and Training 

Highest Degree Attained:_______________________________ Year Graduated: __

University Attended: _____________________________________________________ _____ __ 

Office Address 

Facility Name:_________________________________________________________ ________ 

Street Address:________________________________________________________ ________ 

City, State, Zip:__________________________________________________________ ______ 

Phone Number:__________________________________________________________ _____ 

EmailAddress:________________________________________________________ _______ 

Fax Number:__________________________________________________________ _____ __ 

Mailing Address (if different from office address):

P: 614-475-9500 || T: 800-886-1171 || F: 614-475-9821 



P: 614-475-9500 || T: 800-886-1171 || F: 614-475-9821 

 

 

  

  

  

  

  

 

  

  

  

  

  

 

  

  

 

 

 

 

 

 

 

Age of Clients Seen:  _______________ ____________

 

Is your business wheelchair accessible?

Have you had training in Cultural Diversity?



What arrangements do you and your office have for 24-Hour, 7-Day Coverage for 
emergencies? (i.e. – if a current client needs to get in touch with you or another provider 
during an emergency, o you have an answering service ex. Answering machine that is 
checked on a regular basis? Or a 24-Hour cell phone/pager?):
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________

Please list any additional languages of fluency: 
___________________________________________________________________
___________________________________________________________________

Would you be comfortable seeing clients who have been mandated
 by their employer? 

A signed release 
would be in place authorizing communication with the c .



Medical Malpractice/liability
Please attach a copy of your malpractice insurance certificate

------,------             _____
Malpractice amount per Occurrence /per year

 Exp. Date

IF YOU ANSWERED YES TO ANY OF THE ABOVE, PLEASE ATTACH EXPLANATION.
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