
NEUROPSYCHOLOGY CONSULT fax SHEET

GAINESVILLE-OCALA
TO:  Clinical Psychology Associates of North Central Florida  
        CPANCF.COM  

        

MEMORY-DISORDER-CLINIC.COM     

 FAX 352 371-1730    ph. 352 336-2888   
FORENSICNEUROPSYCHOLOGY.COM 

        
PEDIATRICNEUROPSYCHOLOGY.COM

Date_________

Doctor’s Office: ______________________________  PHONE _______  FAX________
Pt. Name ____________________________
    DOB ___________   TEL __________
Pt Address_____________________________________________________________
Primary Insurance ___________________________   Contact Number ____________
Contract Number ___________________  Policy Number _______________________
_____Assessment






 FORMCHECKBOX 
Legal Involvement
 FORMCHECKBOX 
 Possible Dementia




 FORMCHECKBOX 
 Chronic Pain

 FORMCHECKBOX 
 Dementia vs. Depression




 FORMCHECKBOX 
 ADHD
 FORMCHECKBOX 
 ADHD 





 FORMCHECKBOX 
 General psychotherapy
 FORMCHECKBOX 
 Learning Disorder  




 FORMCHECKBOX 
 Addiction treatment
 FORMCHECKBOX 
 Early / Mild Cognitive Impairment



 FORMCHECKBOX 
 Psycho-oncology
 FORMCHECKBOX 
 Pre-surgical Evaluation Deep Brain Stim. 
 FORMCHECKBOX 
 Post DBS Eval





 FORMCHECKBOX 
Other ________________
 FORMCHECKBOX 
 Pre-surgical eval other _____________________


 
 FORMCHECKBOX 
 Concussion/Head Injury




 
 FORMCHECKBOX 
 Possible Toxic/Medication Effects

 FORMCHECKBOX 
 Possible Anoxic/Hypoxic
 FORMCHECKBOX 
 Post Stroke

 FORMCHECKBOX 
 MS

 FORMCHECKBOX 
 Seizure Disorder

 FORMCHECKBOX 
 Chronic Pain Evaluation

 FORMCHECKBOX 
 Possible Addiction
 FORMCHECKBOX 
 Possible Exaggeration/Malingering


 
 
OTHER OR BRIEF REASON FOR CONSULT:
Instructions:   FAX sheet to number above with neurological evaluation if available.  Have patient sign release to your office from us and include “confidential psychological neuropsychological report and progress notes” as the information to be released.  Ideally, fax that with the consult request and it will make it easy for us to let you know if the patient did not show, did not have the right insurance, or was referred elsewhere due to wait times, etc.  Check all the above that apply.

We now serve preschool children through adults.  We are not on any managed care panels.  Medicaid does not allow billing by independent psychologists, so we cannot accept Medicaid programs.
We ARE NOT IN-NETWORK for any insurance plans, but can facilitate referrals for services located in our offices through an alliance with Comprehensive MedPsych Systems for patients who have Medicare or who cannot afford to go out-of-network for BCBS plans.  BCBS and most insurance does not cover Learning Disability Assessment, or that portion of the assessment considered for learning disability.
Due to changes in the PIP law Auto accident or litigation cases must be referred for neuropsychological IME by their attorney.
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Clinical Psychology Associates of North Central Florida

CPANCF.COM  

                    

MEMORY-DISORDER-CLINIC.COM     

FAX 352 371-1730                


FORENSICNEUROPSYCHOLOGY.COM 







PEDIATRICNEUROPSYCHOLOGY.COM

Pt. Name ____________________________
    
	Study
	When

	Per
	Reported Findings

	CT Brain


	
	
	     

	MRI Brain


	
	
	     

	MRA Brain


	
	
	     

	PET Brain


	
	
	     

	SPECT Brain


	
	
	     

	EEG


	
	
	     

	EMG
	
	
	     

	Carotid Artery Scan
	
	
	     

	Spinal Tap
	
	
	     

	BAER
	
	
	     

	VEP
	
	
	     

	
	
	
	     

	
	
	
	     


Other results or findings:

When possible have patient sign and date the following:
I ____________________________, authorize release of  confidential psychological and other protected health information concerning this referral from the referral source to Clinical Psychology Associates of North Central Florida (CPANCF) and/or Comprehensive MedPsych Systems (CMPS) and for CPANCF and/or CMPS to contact me at the following number:____________________________.  I understand CPANCF and CMPS are independent entities and that each is solely responsible for any services they provide.  This release for establishing referral shall expire in 3 months from date of signature.

Signature_________________________________              Date_________________

