
 

 

CHILD NEUROPSYCHOLOGICAL EVALUATION PROVIDER REFERRAL:              

(FAX TO: 1-866-506-0970) 

 

PATIENT DEMOGRAPHIC INFORMATION:  

Name: ________________________________________________________________ Date of Birth: _________________________ 

Sex Assigned at Birth: ________________      Gender Identity: ____________________ Age: ________________________________ 

Address: ______________________________________________________________ Primary Phone Number: _________________ 

Parent/Guardian Name: _____________________________________________________ Primary Phone Number: _________________ 

INSURANCE:  

Policy Holder Name: _______________________________________________ Policy Holder Date of Birth: ____________________ 

Insurance Carrier: __________________________________________________ Insurance Phone Number: ________________________ 

Insurance Address: _________________________________________________ Primary Phone Number: _______________________ 

Policy ID Number: ___________________________________________ Group Number: ______________________________ 

REASON FOR REFERRAL;  

What diagnosed medical or neurodevelopmental condition is likely contributing to the patient’s cognitive and functional 

impairments? (For example: epilepsy, ADHD, recent TBI) 

_____________________________________________________________________________________________________ 

What is your referral question(s) – i.e. What do you hope a neuropsychological evaluation will help answer? Please be as 

specific as possible. 

_____________________________________________________________________________________________________ 

_____________________________________________________________________________________________________ 

 

Provider Signature (required for insurance): __________________________________________________________________ 

Stephanie Gorman, Ph.D., ABPP-CN 
1201 Lomas Blvd. NW Suite C 

Albuquerque, NM 87102 
505-431-5861 (phone) 

1-866-506-0970 (toll free fax) 


