New York Coalition for Asian American Mental Health

c/o Two Bridges 275 Cherry Street New York, NY 10002    Tel: (212) 720-4524

Organization Information Sheet

PLEASE FAX COMPLETED FORM TO ATTENTION: Joy Luangphaxay at (212) 732-9297 

Organization/Private Practioner: _____________________________________________________________________________________________

Contact Person:___________________________________________Title:________________________________________________________________

Address:___________________________________________________City:________________________________State:__________Zip:____________

Telephone: ________________________________________________Fax:__________________________________________________________________

Email:______________________________________________________Website: ____________________________________________________________

Office Hours: ______________________________________________By Appointment Only:    FORMCHECKBOX 
 Yes        FORMCHECKBOX 
 No
Type of Service: (Please check all that apply)
 FORMCHECKBOX 
 Outpatient        FORMCHECKBOX 
 Inpatient     FORMCHECKBOX 
 Day Treatment        FORMCHECKBOX 
 Other: __________________________________________________________ 

Services provided: (Please check all that apply)

 FORMCHECKBOX 
 Individual Therapy       FORMCHECKBOX 
 Group Therapy    FORMCHECKBOX 
 Other: ____________________________________________________________________
Area of Expertise: (Please check all that apply)

 FORMCHECKBOX 
 Mental Health      FORMCHECKBOX 
 Substance Abuse     FORMCHECKBOX 
 Family Therapy   FORMCHECKBOX 
 Couple Therapy  FORMCHECKBOX 
 Play Therapy with Children
 FORMCHECKBOX 
 Other: ________________________________________________________________________________________________________________________
Ethnic Communities Served:
East Asian (Please specify):_____________________________________________________________________________________________________
South Asian (Please specify):___________________________________________________________________________________________________
Southeast Asian (Please specify):______________________________________________________________________________________________

Other: (Please specify):_________________________________________________________________________________________________________

Age Groups Served:  FORMCHECKBOX 
 Children      FORMCHECKBOX 
 Adolescent      FORMCHECKBOX 
 Adult       FORMCHECKBOX 
 Geriatric

Languages: (Please list all that apply)_________________________________________________________________________________________

Insurances Accepted:  FORMCHECKBOX 
 Cash Only  FORMCHECKBOX 
 Medicaid  FORMCHECKBOX 
 Medicare  FORMCHECKBOX 
 Other: __________________________________________________
Standard Fee: How much per visit? ___________________ Evaluation?__________Sliding scale fee provided  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

NYS Licensed Providers:  FORMCHECKBOX 
 MD     FORMCHECKBOX 
  LMSW  FORMCHECKBOX 
 LCSW    FORMCHECKBOX 
 MFT      FORMCHECKBOX 
 LMHC     FORMCHECKBOX 
 Psychologist    FORMCHECKBOX 
 RN

Other:_____________________________________________________________________________________________________________________________

Client Eligibility Criteria:________________________________________________Catchment Area:_____________________________________
Additional Information:_________________________________________________________________________________________________________
Please check off one of the following:

 FORMCHECKBOX 
 I agree to give the Coalition permission to reproduce and post the information listed above in both the Mental Health Resource Directory and the Coalition’s online directory.
 FORMCHECKBOX 
 Please include my information in the Mental Health Directory. Please DO NOT include my information on the Coalition’s online directory this time. 
Print  Name:______________________________Signature:_____________________________________________________Date:_____________
