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PSYCHOLOGICAL TESTING REFERRAL 
 

Please complete this form in its entirety. It can be returned via email or fax 
Email: drmary@beanbehavioralhealth.org   Fax: (860) 783-8852 

 
 
Name: ___________________    Gender: _____  Date of Birth: ___________________ 
 
Address: ___________________________________________________________________ 
 
City: ______________________________  State: __________________   Zip: _________ 
 
Phone: ____________________________  Email: ____________________________ 
 
Parent/Guardian: __________________________________________________________ 
 
Legal Guardian: ____________________________________________________________ 
 
Primary Insurers Name: _________________   Primary Insurers DOB: _________ 
 
Insurance: _____________________  Insurance ID #: ___________________ 
 
Secondary Insurance: __________  Secondary ID#: ___________________ 
 
Reason for Referral (symptoms, current challenges, and duration):  
 
 
 
 
 
 
 
Has this person had any previous testing?       YES         NO 
 
*If yes, who conducted the testing: ________________________________________ 
 
Who is requesting the testing? _____________________________________________ 
 

mailto:drmary@beanbehavioralhealth.org


 

Phone: (612) 735-2255 642 Hilliard Street Fax: (860) 783-8852 
 Manchester, CT 06042 
 Suite 1307 
 

Referral Questions:  
 
  
 
 
 
 
 
** Referral questions help us to know what you would like to learn from 
the testing. If you need help formulating the questions, please leave them 
blank and we can discuss during intake.  
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