
PSYCHOLOGICAL TESTING REFERRAL FORM

Date of Referral: _________________

Client Name: ____________________________ DOB: ___________ Age: ______

Address: _______________________________________________________________________

 

Telephone#: _____________________________________________

Parent/Legal Guardian Name (if under the age of 18 or BCDSS guardianship): 

___________________________________________________________________

Insurance Provider: ________________________ ID#: ________________________

Person completing Referral: (Name & Phone#): 

___________________________________________________________________

Referral Question (what is it you are concerned about or wish to rule out): 

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

 

Please forward all pertinent information regarding client such as previous evaluations, court 

reports, social histories etc.  
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