
Reason for Developmental/Psychological Assessment: Court Ordered? 

 

 

 

 

 

 

 

 

 

 

 

 

REFERRAL FORM is needed PRIOR to scheduling.  

Mail/fax this referral form, please include if available: 
• CHIPS Petition 

• Most recent court order 

• Most recent court report from SW and GAL 

• Supervised visitation notes 

 

Client Information: Male  Female  Client phone  

Name  Age   DOB  

Street City State Zip 

Contact Person for Scheduling: 

Name:   

Daytime Phone Home Phone     Cell Phone   

Can messages be left on answering machine? Yes   No   

Can we text for scheduling purposes Yes No  Phone # to text to:   

Email Address   

Legal Guardian  Phone  
(If different from contact person for scheduling) home/cell e-mail 

Address  
Street City St Zip 

Referral Agent: 

 
Name Agency Relationship to client 

Street City St Zip 

Work # Cell # Fax # E-mail 

Send completed report by:  Fax  Mail 
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Is this assessment court ordered?   

Client’s Current Diagnosis  

Current Medication(s)   

Prescribing Doctor    
 

 

Please provide any information you would like the examiner to know about this case: 
 

 

 

 

 

 

 

 

 
 

 

CURRENT SERVICES : Please check and list specific providers below: 

Therapy/counseling  Psychiatric care Medical care Respite care 

DSS Case Responsible Provider(s) Foster placement Residential Placement 

Inpatient mental health Court System Special Education Specialized Therapies 

PROVIDERS: 
 

 

HISTORY: Please check all that apply: (*Copies of prior assessments are helpful if available) 

Mental Health Services  Medical Services Developmental Disability Medication 

Early Intervention Special Education Domestic Violence Substance Abuse 

Suicidal history Abuse/Neglect  Criminal Record  Prior Assessment* 

 
 

Signature Job Title Date 
 

 

Please note*** 

 

The client for this evaluation is the referring agency. The referring agency is the entity 

requesting the evaluation, as well as the financially responsible party. As such, the final 

report will be provided to the requesting agency (client) and they are responsible for 

appropriate dissemination of the report. The requesting agency’s client who will be 

evaluated will be provided with this information outline roles, policies, and procedures in 

writing.  
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