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Dear Prescriber:  
 
Revolutionize DMDD is an international coalition of families who have been impacted by their children’s 
Disruptive Mood Dysregulation Disorder (DMDD) diagnosis.  Joined by prescribers and community 
members, we have seen firsthand the life-transforming results of the groundbreaking scientific brain-
based treatment for DMDD at its root. 
 
It has come to our attention that you are a prescriber that is familiar with and prescribes to your patients 
the brain-based treatment for DMDD. We’d like to offer you three ways to collaborate with our 
organization. If interested, please check any or all boxes below.  
 
 ❑   I agree that Revolutionize DMDD can identify me as a prescriber who is familiar with, and 
       supportive of the brain-based treatment for DMDD.   
         NOTE - Revolutionize DMDD will not list your name on our website, but rather provide the information you provide below 
         to individuals that ask us for the names of prescribers in their area that are familiar with and supportive of a brain-based 
         treatment approach for DMDD.  
 

  ❑   I agree that Revolutionize DMDD can identify me to other prescribers as a resource to 
provide 
information about the brain-based treatment for DMDD.  

           NOTE - Revolutionize DMDD will not list your name on our website, but rather provide the information you provide below 
to prescribers that ask us for the names of other prescribers that are familiar with, and supportive of, a brain-based 
treatment approach for DMDD. 

 
 ❑   I agree to be interviewed by the media.   

           NOTE - Revolutionize DMDD will not solicit your practice or name for interviews.  If the opportunity presents itself to our 
organization, we will contact you to discuss specifics. 

 
 

 
Prescriber Full Name:   _________________________________________________ 
 
Phone Number:             _________________________________________________ 
 
Practice Name:             _________________________________________________ 

 
  Practice Address:        _________________________________________________ 
 
                                         _________________________________________________ 
  
Prescriber Signature:   _________________________________________________ 
 
Date:                              _________________________________________________ 
 

 
 

Please return completed and signed forms to RevolutionizeDMDD@gmail.com. 
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