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Name:   Address1:  
Title:   Address2:  
Institution:   City,St,Zip  
 
Professional Degrees:    Work Tel #:  
Clinical Specialty:    Alt. Tel #:  
Please list hospital Affiliations, if any:    Fax #:  
 

Gender: F  /  M E-mail:  
 

Circle setting in which you work:  Hospital Clinic Group Practice Single Practice Other:   

 

What are your office hours?    

Do you have evening or weekend hours? If so, which days?    

How often can you see a referral from Sakhi? 

� As needed � Every other week What days of the week? 

� Once a week � Once a month M T W Th F S Su 

 

Which of the following types of insurance do you accept? 

� Medicaid � Child Health Plus � Sliding Scale 

� Commercial / Private Insurance—Which ones?    

 

What type of services do you and your office provide at no cost, at cost, or at fee? 
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� � � Audiology � � � Immunization � � � Radiology 

� � � Blood Tests � � � Mental Health � � � Respiratory Therapy 

� � � Cancer Screening � � � Nutrition � � � Recreational Therapy 

� � � Dental � � � Obstetrics/Prenatal Care � � � Social Work Services 

� � � Dermatology � � � Occupational Therapy � � � STD Screening and Educ 

� � � Drug & Abuse Counseling � � � Pediatric � � � Surgery 

� � � Eye Care � � � Physical Therapy � � � TB Respiratory 

� � � Family Planning � � � Podiatry � � � Well Child 

� � � Gynecology � � � Prenatal Care � � � X-Rays 

� � � Health Education � � � Primary Medical Care � � � Other:  

 

I acknowledge that the Women’s Health Initiative at Sakhi for South Asian Women will use this information to refer health 

services.   

Signature:    

Date:    
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**OPTIONAL INFORMATION** 
 

What languages, other than English, do you speak?    

Which train and bus stops are near your offices?    

Any specific directions?    

  

  

 

Have you worked/do you work with South Asian Women? � Yes � No 

In what capacity?    

Have you worked/do you work with issues of domestic violence? � Yes � No 

In what capacity?    

 

Would you be willing to participate in a provider education seminar on domestic violence, health,  

and South Asian Women? � Yes � No 

Would you be willing to have Sakhi/WHI brochures in your office? � Yes � No 

 

Are there any additional comments you would like to make about referring someone from Sakhi to you for health services?  

(Please indicate if you require any particulars, such as a written referral from Sakhi on letterhead for each patient, advance 

notice, etc.)  

  

  

  

  

 

 

I acknowledge that the Women’s Health Initiative at Sakhi for South Asian Women will use this information to refer health 

services.   

 

Signature:    

Date:    

 

 

Please fax or mail completed form to:   If you have any questions, please contact: 

Sakhi for South Asian Women 

Women’s Health Initiative 

Attn: Reema Kalra 

PO Box 20208, Greeley Square Station 

New York, NY, 10001 

Tel #:  212.714.9153 

Fax #:  212.564.8745 

 

Name:  Reema Kalra 

Tel #:  212.714.9153 x109 

E-mail:  reema.kalra@sakhi.org 

 

Thank you for taking the time to fill out this form.  The information you have provided will be kept confidential and will 

be used by Sakhi for women that need health services. 


