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Rose	  LeDay,	  Ph.D. 

Client Psychological Evaluation Referral  
 

Date ______________________              Referral Name:  ______________________________________ 
 
Patient Name _________________________________________      Date of Birth ______/______/________ 
                                Last, First                             Month  /    Day    /      Year 

Gender: □M □F         Marital Status: □M      □W      □D     □S                      Race ___________________ 
Address____________________________________________________________________________________ 
                   Street Address   City, State    ZIP 

     Current Service Type: □Intensive In Home  □Community Supt   □Respite  □Outpatient MH    □Other __________ 

Competency status (check one):     □Competent Adult         □Incompetent Adult        □Minor  

Financially Responsible Party:   □Consumer    □Other ______________________________________________ 
                                                                 Name / Relationship 
Guardian Contact Information: 
Name ______________________________________________  Phone_______________________________ 
Address __________________________________________________________________________________ 
                   Street Address   City, State    ZIP 
Address___________________________________________________________________________________ 
                           Street Address   City, State    ZIP 
Primary Insurance________________________________________  Subscriber# ____________________ 
Secondary Insurance______________________________________ Subscriber# ____________________  
 
REASON(S) FOR MENTAL HEALTH CONSULTATION: □ Level of Care   □ Diagnostic Clarification   
     Cognitive Impairment: □ Need IQ testing     □ Suspect Learning Disability     □ Attentional concerns     □ Identify MR /DD  
 

     Mood Impairment: □ Suicide Threat/Attempt      □ Depression          □ Irritability □ Sleep / Appetite Disturbance  

                                                                      □ Anxiety           □ Mood Lability    □ Impulsive Behavior 
 
     Perceptual Impairment: □ Delusions  □ Visual / Auditory Hallucinations    □ Paranoia / Suspiciousness 
 

     Social Impairment: □ Grief / Loss        □ Family / Marital Conflict       □ Verbal / Physical Aggression      □ School Problems         

                  □ Sexually inappropriate behaviors          □ Peer / Staff Conflict       □ Adjustment Problems    □ Oppositional Behaviors  
 

     Other: □ Legal Problems    □ Substance Use/Abuse    □ Homeless     □ Financial Stressors    □ Health Concerns 
Specific Concerns: ______________________________________________________________________________________________ 
 
Psych Eval requested by: Parent/gurardian □   Insurance□    Agency□      School□    Physician/Therapist□ 
Why is this client being referred for testing: _______________________________________________________ 
_____________________________________________________________________________________________
_____________________________________________________________________________________________ 


