I
SSelect Health

of South Carolina

1. MEMBER INFORMATION

Member name

Q
Healthy Connections ):

Member address

2. TREATING PROVIDER INFORMATION

Name (include credentials)

Neuropsychological Testing Request [ |
Psychological Testing Request [ ]

Please check one of the above. When complete, please fax to 1.888.796.5521.
Please type or print clearly. Incomplete and illegible forms will delay processing.

Address

Group name/ID number

First Choice ID# SSN DOB
City, State Zip Phone
Who referred member for treatment? D Self/parent D PCP D School D State agency D Other
NPI # Phone
City, State Zip Fax
Contact name Treating provider signature
_ 96118 __ 96119 ___ 96120 Psychological: ___ 96101

3. TESTING REQUESTED: Neuropsychological:
4. REFERRAL REASON AND FUNCTIONAL IMPAIRMENT
5. HOW WILL THE ANTICIPATED RESULTS AFFECT THE MEMBER’S TREATMENT PLAN?

6. DSM-IV MULTI-AXIAL DIAGNOSIS PLEASE COMPLETE ALL 5 AXES

w000, 00/ 000.00 e
aastt - [, OO/ OO, 4K
Axis Il
Axis IV [ Imild [ IModerate [severe
Axis V: GAF  Current: Past year:

8. CURRENT MEDICATIONS LIST WITH DOSAGES OR ATTACH SHEET

D Psychosis/hallucinations D Hyperactivity
D Mood instability
D Bizarre behavior

D Other, please list

7. CHECK CURRENT SYMPTOM(S) PROMPTING REQUEST FOR TESTING:

D Inattention D Withdrawal/poor social interaction
D Unprovoked agitation/aggression
D Depression D Poor academic performance

D Self-injurous behavior D Eating disorder symptoms

D Behavior problems affecting life functions (e.g. school, home)

9. CHECK ALL ASSESSMENTS TO DATE

D No assessment procedures performed to date
D Direct observation of parent/child interaction
DAssessment by mental health professional(s)

D Consultation with school personnel or others

D Structured interview
D Interview with family
D Medical evaluation

D Review of records of previous treatment

D Clinical interview with patient

D Brief inventories or rating scales

D Consultation with patient’s physician
D Other, please list

10. PLEASE ANSWER THE FOLLOWING. ATTACH ADDITIONAL PAGES/RECORDS IF NECESSARY.

Patient medical and psychiatric history
Family medical and psychiatric history
Describe any neurological incidents or events and/or neuro-developmental concerns

History of psychological testing and results/findings

11. DESCRIPTION OF TESTING REQUEST

Test to be administered

Time required (administration of test, scoring,
interpretation and report preparation)

Comments

12. AUTHORIZATION REQUEST

Service code Hours

Request start date

Service code Hours

Request start date

FOR SELECT HEALTH USE ONLY

Service code Hours Request start date

Service code Hours Request start date

Auth # Date communicated to provider Staff initials/name
Auth code Units Start date End date
Auth code Units Start date End date
Auth code Units Start date End date
Auth code Units Start date End date

Select Health of South Carolina | PO Box 40849 | Charleston, SC 29423 | Phone 1.866.341.8765 | Fax 1.888.796.5521



