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WISCONSIN ALLIANCE FOR
INFANT MENTAL HEALTH

Early Relationships Matter





This form may be downloaded from http://www.wiaimh.org/
(Use Tab and Shift+Tab to move between form fields, Space Bar to select check boxes.)

	Name      

	Credentials      

	License Number      

 FORMTEXT 

(If you are not yet licensed, please indicate that you are working towards licensure.)

	Practice/Clinic Name      


	Address      

	City      
	State      
	Zip      

	Primary Phone      
	Office      
	Home      

	Fax      

	E-mail      

	Web site      

	Days of the week and hours available      


	Secondary Practice/Clinic Name      

	Address      

	City      
	State      
	Zip      

	Primary Phone      
	Office      
	Home      

	Fax      

	E-mail      

	Web site      

	Days of the week and hours available      


	Your Gender      

	Your Race      

	Languages spoken other than English      

	Any special populations served:      


Disclaimer: The clinicians included on this database are self-identified.  Registering for the infant mental health clinician database does not imply recommendation or endorsement by WI-AIMH, or any type of contact between WI-AIMH and providers. WI-AIMH is not responsible for any and all care received from the providers listed.   The database is for informational use only.
	Mini Biography: Please include information regarding your areas of expertise/focus.  Examples include years of service in an area or topic, specialized certifications and training, treatment style, etc. (Max. 250 words)
     


	Does your program have eligibility requirements? If so, please describe briefly.

     


Ages Served

(check all that apply)

 FORMCHECKBOX 
 Birth to one year

 FORMCHECKBOX 
 1 – 2 years

 FORMCHECKBOX 
2 – 3 years

 FORMCHECKBOX 
3 – 4 years

 FORMCHECKBOX 
4 – 5 years

Specialty/Area of Expertise

(check all that apply)

 FORMCHECKBOX 
 Diagnostic Assessment

 FORMCHECKBOX 
 Social and Emotional Development Screening or Assessment

 FORMCHECKBOX 
 Play Therapy

 FORMCHECKBOX 
 Parent-Child Relations

 FORMCHECKBOX 
 Parent-Child Psychotherapy

 FORMCHECKBOX 
 Sensory Integration

 FORMCHECKBOX 
 Feeding Disorders

 FORMCHECKBOX 
 Sleeping Disorders

 FORMCHECKBOX 
 Trauma

 FORMCHECKBOX 
 Behavioral and Emotional Issues

 FORMCHECKBOX 
 Consultation to Early Care Settings

 FORMCHECKBOX 
 Head Start

 FORMCHECKBOX 
 Early Childhood

 FORMCHECKBOX 
 Birth to Three (Part C)

 FORMCHECKBOX 
 Early Head Start

 FORMCHECKBOX 
 Child Care

 FORMCHECKBOX 
 Home Visiting

Payment Accepted

(check all that apply)

 FORMCHECKBOX 
 Private insurance (e.g., HMO, IPPO, Fee for Service)

 FORMCHECKBOX 
 Sliding scale fee
 FORMCHECKBOX 
 Medicare/T18

 FORMCHECKBOX 
 Medicaid/T19

 FORMCHECKBOX 
 No-cost services available

 FORMCHECKBOX 
 Medicaid HMO
Infant Mental Health Provider Form
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