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NEUROPSYCHOLOGY REFERRAL FORM 

*Please include chart notes related to this referral 
 

Patient’s Name:  Referring Provider:  

Patient’s Phone:  Referral Fax:  

Pt Email Address:  Referral Phone:  

DOB:  Institution/Clinic  

Insurance Carrier:  Subscriber 
Name/DOB/ID: 

 

 
 
1. What question/s would you like the neuropsychological evaluation to answer? 
 
         
2. Cognitive and/or psychological complaints/symptoms: 
 
 
3. Causes/contributing factors suspected (indicate all): 
 ☐ Neurologic (eg TBI, dementia, CVD, etc) 

 ☐ Infectious (eg HIV, liver disease, etc) 

 ☐ Substance Use 

 ☐ Developmental (eg ADHD, intellectual disability, learning disability, etc) 

 ☐ Psychiatric (eg mood d/o, trauma, stress, etc) 
Comments: 
 
 
4. How might the evaluation assist treatment (indicate all): 
 ☐ Treatment planning/management 

 ☐ Diagnostic Clarification 

 ☐ To explain/characterize patient’s complaints 

 ☐ Legal involvement  
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