| Provider Name ’ ‘

Please indicate by a check below those privileges which commensurate with your clinical ability, training and
experience, and for which you maintain current clinical competence.
. p D P ents o Disorde

Admission & Intake Assessments Limit Evaluation/Counseling

Psychiatric Assessments Minor depression
Establishing Dx according to DSM IV Minor Anxiety
Prescribing & Monitoring of Psychotropic Interpersonal Problems
Medication

Providing short term individual & group Alcohol or Drug abuse
therapy

Discharge Planning

Geriatric Psychiatry

Forensic Psychiatry

Individual Psychotherapy

Family Therapy

Group Therapy

Developmental Disability

Mental Handicap Disability

Forensic Psychiatry

Provider Signature Date
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