ACKNOWLEDGEMENT/RELEASE FORM
PLEASE COMPLETE AND RETURN THE FOLLOWING FORM.  PLEASE PRINT:

Check one section:  

This information is to be included in _______ Agencies  






or






______ Private Practice
1. Your name and professional credentials:____________________________________

_______________________________________________________________________

2. Name (where applicable) and address of the practice or facility:__________________

_______________________________________________________________________

 
3. Phone numbers, email addresses:__________________________________________

______________________________________________________________________


4. County/counties in which service is provided::________________________________

______________________________________________________________________


5. Specialty area(s) of the facility or practice:___________________________________

_______________________________________________________________________

_______________________________________________________________________

I submit this information for inclusion in CASHA’s Online Service Directory and consent to unrestricted public viewing on the CASHA website.

________________________________________________________________________

Signature





       Please Print Name






________________________________________________________________________

Title


             
                                                          Date
