 COLLEGE HEALTH IPA                 
PSYCHOLOGICAL TESTING REQUEST


	Name of member to receive testing:
	Member date of birth:
	Date of request:

	Subscriber number:
	
	Health Net
	
	Aetna
	
	UBH

BC/BS
	
	Talbert

	Psychologist / Degree
	Phone
	Fax

	Has the initial diagnostic/psychosocial interview taken place?
	
	Yes
	
	No
	Date:

	Referring provider name, degree, specialty and phone number:


CLINICAL ASSESSMENT

Current/Provisional DSM Diagnosis:

R/O Diagnosis:

Axis I:





Axis I:

Axis II:





Axis II:

Axis III:


* (neuropsychological testing requires an applicable Axis III diagnosis)

Axis V: (Current GAF)


(Highest GAF)

Objective Presentation: (List; current symptoms, mental status exam, risk assessment and substance use.)

Treatment History: (List; failed medical and therapy interventions, barriers to progress, prior psychological testing and date administered.)

Testing Criteria: (Identify specific diagnostic questions, treatment barriers and/or clinical impact that will be addressed by the requested testing.)

* Testing for Academic, Court Ordered, Employment or Pre-Surgical evaluation is NOT a covered benefit.

	TESTING REQUESTED
	
	

	List tests specifically designed to address the intended purpose of your request:

	Diagnostic/Clinical Question
	Full Name of Recommended Test
	Hours

	Organic/Neuro-Psychological
	
	

	
	
	

	
	
	

	Disturbance of Reality Testing
	
	

	
	
	

	
	
	

	Disturbance of Affect/Behavior
	
	

	
	
	

	
	
	

	Other
	
	


Provider Signature: __________________________________________
Date: _____________

