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NEUROPSYCHOLOGICAL EVALUATION REFERRAL FORM 
Please provide as much of the following information as possible.  

Feel free to fax or email the form. Your patient will be called within 48 hours to discuss next steps. 

Patient Name: ___ _ DOB:  ______________ 

Parent/Guardian (if applicable):   _____ 

Phone Number:  ______________________ 

Primary Language:  ___________________ 

Referring Provider:   ______ 

 

Is this evaluation medically necessary? ☐ NO ☐ YES (if YES, please indicate which of
the following applies): 

□ Assessment of neurocognitive abilities following traumatic brain injury, stroke,
or neurosurgery or relating to a medical diagnosis, such as epilepsy,
hydrocephalus, or infectious disease.

□ Assessment of neurocognitive functions to assist in the development of
rehabilitation and/or management strategies for persons with diagnosed
neurological disorders.

□ Differential diagnosis between psychogenic and neurogenic syndromes.
□ Monitoring of the progression of cognitive impairment secondary to

neurological disorders.
□ Other referral reason. Please check off and/or explain below.

o ADD/ADHD
o Autism
o Differential diagnosis of dementia
o Capacity evaluation
o Emotional/behavioral or personality evaluation
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