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Provider’s Name: 


This form must be completed if you will continue to see the client through their health insurance benefits or private pay after the final EAP session.  You are required to provide a minimum of two referrals to other providers with which you have no financial interest.  Thank you.
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Client complete and sign below:

I, _____________________________________, am requesting to continue counseling beyond my EAP assessment and 
referral with (provider’s name) _______________________________________________________________________.
I understand the WA State EAP requires its contracted providers to offer at least two additional referrals to clinicians or 
services beyond themselves for which they have no financial interest, as this type of situation could present a conflict of  
interest for me. 

· My participation is voluntary.
· I am not obligated to use any of these resources or continue seeing the EAP contracted provider.
· I will be responsible to determine if a provider and/or particular services are covered by my health 
insurance benefits plan.
· I will be responsible for all services rendered beyond the EAP assessment and referral and benefit.



Client Signature: ___________________________________________________ Date: _________________________





Please FAX to: 360-664-0498
EAP Contracts Manager
Washington State Employee Assistance Program
Revised January 2015 
