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USE THIS FORM TO REQUEST A HARDSHIP PSYCHOLOGICAL EVALUATION 
 
ARE YOU REQUESTING A HARDSHIP PSYCHOLOGICAL EVALUATION FOR A QUALIFYING RELATIVE 
THAT REQUIRES AN APPLICANT TO ESTABLISH THAT REFUSAL OF THEIR ADMISSION WOULD RESULT 
IN “EXTREME HARDSHIP” TO CERTAIN U.S. CITIZEN OR LAWFUL PERMANENT RESIDENT 
(LPR) FAMILY MEMBERS?  
 

 ___ YES. THIS IS THE CORRECT FORM. Continue to next section.  
___ NO. THIS IS NOT THE CORRECT FORM. Click _______ to go to clinic web page.  
 

PROSPECTIVE PATIENT INFORMATION 
 

LEGAL FIRST NAME _________________________________________________________ 

LEGAL MIDDLE NAME _________________________________________________________ 

LEGAL LAST NAME _________________________________________________________ 

PREFERRED NAME _________________________________________________________ 

DATE OF BIRTH ___________________ 

ADDRESS________________________________________________________ APT _________________  

CITY ______________________________________ STATE ____________ ZIP CODE: ______________________ 

MOBILE PHONE ________________________ ACCEPT TEXTS ___ YES      ___ NO 

EMAIL _________________________________________________________________________ 

GENDER ________________________ 

RACE ___________________________________________ 

ETHNICITY ___________________________________________ 

PRIMARY LANGUAGE ___________________________________ INTERPRTER NEEDED? ___ YES      ___ NO 

SECONDARY LANGUAGE ___________________________________________ 

RELATIONSHIP STATUS ___________________________________________ 

EMPLOYMENT STATUS ___________________________________________ 

RELIGIOUS AFFILIATOIN ___________________________________________ 

BIRTH COUNTRY ___________________________________________  
 

WHO SHOULD I CONTACT WITH QUESTIONS /TO SCHEDULE? 
 

___ *** IF I CONTACT THE PROSPECTIVE PATIENT WITH ANY QUESTIONS OR TO SCHEDULE, PLEASE 
CHECK THIS BOX. YOU CAN LEAVE THE REST OF THIS SECTION BLANK. GO TO NEXT SECTION. *** 

 

FIRST NAME ___________________________________________ 

LAST NAME ___________________________________________ 

RELATIONSHIP TO PROSPECTIVE PATIENT ___________________________________________ 

MOBILE PHONE ___________________________________________ 

EMAIL _________________________________________________________________________ 

PRIMARY LANGUAGE ___________________________________ INTERPRTER NEEDED? ___ YES      ___ NO 

http://www.diverseassessmenst.org/
mailto:TODD@DIVERSEASSESSMENTS.ORG
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PROSPECTIVE PATIENT HEALTH INFORMATION 
 

*** IF RECORDS WITH PREVIOUS DIAGNOSES OR CURRENT MEDICATIONS ARE BEING SENT, 
THERE'S NO NEED TO LIST THEM HERE. ***  

HAS THE PATIENT BEEN DIAGNOSED WITH ANY MEDICAL OR MENTAL HEALTH CONDITIONS? ___ NO     ___ YES  

Diagnoses _____________________________________________________________________________________ 

IS THE PROSPECTIVE PATIENT CURRENTLY PRESCRIBED ANY MEDICATIONS? ___ NO     ___ YES  

Prescription (s) ________________________________________________________________________________ 
 

WHO REFERRED YOU? 
 

FIRST NAME _______________________________________________ 

LAST NAME ______________________________________________ 

AGENCY/ORGANIZATION ____________________________________________________________________ 

RELATIONSHIP TO PROSPECTIVE PATIENT ____________________________ 

MOBILE PHONE _____________________ 

WORK PHONE _______________________ 

FAX  ________________________________ 

EMAIL _________________________________________________________________________ 
 

P L E ASE  PRO V IDE  A BRIE F  DE SCRIP TION O F  TH E  HARDSH IP  SITUAT IO N AND ANY  O THE R INF O RMATION Y O U F E E L  
MAY  BE  HE L P F UL /IM PO RTANT .    
_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________ 
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