Name of Practice
Psychological Test Request and Log Form

Identifying Information:
Patient Name 
Last: _________________________		First: _________________________
Account Number: ________________________
Contact 
Name: _________________________	Relationship to Patient: ______________________	
Phone Number:  _________________________
Test administration appointments to be scheduled with psychologist (number and duration): 
______________________________________________________________________________
Remind patient to independently complete the following self-administered test(s):  
______________________________________________________________________________

Hours Requested:					       Date 	          Psychological Service
Psychological Test Hours: 	      _________ 	____________        ____________________
Neuropsychological Test Hours:  _________ 	____________        ____________________
Hours Approved: 					____________        ____________________
Psychological Test Hours: 	      _________ 	____________        ____________________
Neuropsychological Test Hours:  _________ 	____________        ____________________
Insurance Authorization:  (mark one)
_____ Required – From: ____________	To: ____________;             _____ Not Required
_____ Self-Pay – Negotiated Fee _______________________________________________
Additional Information:

