Referral Form

Neuropsychological Associates
8300 Cypress Creek Parkway, Suite #450, Houston, TX  77070
Phone: 281-890-7776
Fax: 281-890-7785 

www.neuropsych-associates.com
Patient’s Name: _______________________________ 
Parent/Guardian (if applicable):______________________ 
Patient’s DOB: _______________________________ 
Address:_____________________________________________ 
Phone: ________________________

Cell: ___________________

Work:_____________________
Diagnosis: _________________________________________________________________________________________ 
Reason for referral: __________________________________________________________________________________
__________________________________________________________________________________________________

Funding: 

 FORMCHECKBOX 
GR

 FORMCHECKBOX 
EAP

 FORMCHECKBOX 
WC

 FORMCHECKBOX 
CPS

 FORMCHECKBOX 
Self-pay



 FORMCHECKBOX 
3rd Party

 FORMCHECKBOX 
Other (specify): _________________________________________________
SERVICES REQUESTED: (please check all that apply)
 FORMCHECKBOX 
Comprehensive neuropsychological evaluation
 FORMCHECKBOX 
Cognitive remediation and/or rehabilitation
 FORMCHECKBOX 
LD evaluation 

 FORMCHECKBOX 
Cognitive/intelligence testing only---List school/district: ________________________
 FORMCHECKBOX 
ADHD evaluation 

 FORMCHECKBOX 
Autism Spectrum/PDD NOS evaluation
 FORMCHECKBOX 
Individual psychotherapy
 FORMCHECKBOX 
Psychological evaluation
 FORMCHECKBOX 
Dementia evaluation



 FORMCHECKBOX 
 Forensic evaluation
_____________________________________




_____________________________

Referring Physician’s Signature






Date

________________________________

___________________

_____________________________

Referring Physician’s Name


Phone/Fax


Address

PLEASE FAX COMPLETED REFERRAL FORM(S) TO (281) 890-7785

THANK YOU FOR YOUR REFERRAL!


