Name of Practice
Psychological Test Referral Form
	

Patient Name:  ______________________________            Patient DOB:  _________________
			(Last)		(First)

Account or Patient File #:  _____________________	Referral date:	__________________

Referring Clinician Information:  __________________________________________________
		    			Individual, Agency	            Street Address	                             

______________________________________________________________________________
        City                  State               Zip Code  	   Office Phone	Office Fax

Mark one:	[    ] Psychological Testing; 	[    ] Neuropsychological Testing (needs physician 						        consultation and approval).	

The testing referral is needed because (mark all that apply):

[    ] Diagnosis remains ambiguous subsequent to clinical interview, examination, and ongoing     
        observation.
[    ] There has been poor or no response to treatment intervention for undetermined reasons.
[    ] Objective standardized testing will significantly impact treatment planning and     
        outcome.

Behavioral Health Evaluation Date (i.e., 90801) (Mental Health Clinicians Only): ____________

Current working diagnosis(es):  ___________________________________________________

______________________________________________________________________________

Diagnosis(es) to be ruled out:   ____________________________________________________

______________________________________________________________________________

Note:  As a general practice, health insurance will not authorize the following: (a) educational or vocational testing, and (b) court-ordered psychological testing.

Additional referral question(s) (if any):   _____________________________________________

______________________________________________________________________________

______________________________________________________________________________


