
Contact: Kailee Neves Program Manager 
Phone: (850) 765-6769 

Fax: (850) 270-6932
Kailee_Neves@blscounseling.net

Collaborating Medical Provider Attestation Form (pg 1)

Your patient has requested to enter a therapeutic relationship with the team at Better Living 
Solutions Recovery Center (BLSRC) for the treatment of a feeding and/or eating disorder (ED). Per 
our accreditation with The Joint Commission, the patient needs to have a medical provider evaluate 
their physical health and be willing to collaborate on care during treatment. As such, we need your
assistance with the following to proceed:

o A Form – BLSRC will schedule your ’s
Page 2 is ed ed. below possible)

or Pg 2.

o

Must be within the past year and 
frequency).

o

Complete Blood Count (CBC)
Comprehensive Metabolic Panel (CMP)
Phosphorus
Magnesium

Hemoglobin A1c ( )

-week

o S C

Electrocardiogram ( )
DEXA Scan
Urine Drug & Alcohol
HCG Pregnancy test (if applicable)



Contact: Kailee Neves Program Manager 
Phone: (850) 765-6769 

Fax: (850) 270-6932
Kailee_Neves@blscounseling.net

Collaborating Medical Provider Attestation Form (pg 2)

Client Identification

Name Date of Birth Age

Any known Medical Issues, Communicable Diseases, or Dietary Requirements that may 
impact/influence care of client (including allergies)?  

Physician's Statement (Signature Required)
I agree to collaborate care with the clinical team at BLSRC on behalf of this patient and oversee 
their medical stability by requiring ongoing medical evaluations and laboratory testing as deemed 
appropriate and providing on-call services through my practice.  

Attesting Physician's Name and Credentials, Address and Telephone Number (stamp acceptable) 

Physician's Signature and Date below:

________________________________  ____/____/______ 

New Patient Date of Upcoming Appt: ___________ 

Existing Patient Date of Upcoming Appt: ___________  Date of Last Appt: ____________ 

Initial/Date:  _________________


