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                     Patient Name 















______________________________________________


_____________________

                          Signature of Psychologist




                  Date


Mail to:


Value Behavioral Health of PA


520 Pleasant Valley Road


Trafford, PA  15085


Fax 855-439-2445





A. Patient Information





�                                         








Patient Name








Patient’s Medicaid ID #








                   Date of Birth








                 County of Eligibility











              County of Eligibility





B. Psychologist Information





                                         








Name of Psychologist








6 Digit Provider ID Number








Address








       Degree/PA License and Number








Address 2








                Telephone Number








Fax Number








City/State/Zip





C. Clinical Referral Information





Who initiated this referral?	  ___________________________________________________________





Current symptoms and duration of symptoms:   _______________________________________��������_____





__________________________________________________________________________________





What are the referral questions and why is testing requested at this time?   ______________________





__________________________________________________________________________________





__________________________________________________________________________________





                                         





D. Diagnosis





	Current possible DSM-IV diagnosis under evaluation:	


	


			Axis I:   ___________________________





             ___________________________





		                      ___________________________


  


			Axis II:  ___________________________





			Axis III: ___________________________





			Axis IV: ___________________________





			Axis V:  ___________________________


				    (current/highest in 12 months)


                                         





E. Relevant Clinical History





	Has patient been evaluated by a psychiatrist?   ___Yes  ___No





	Any current medications (list name, dosage, frequency):  __________________________





	__________________________________________________________________________





	__________________________________________________________________________





	__________________________________________________________________________





Describe mental health and substance abuse history and past treatment:  _______________





	__________________________________________________________________________





	__________________________________________________________________________





Describe any medical conditions that may be affecting current behaviors/symptoms





(ie., thyroid dysfunction, traumatic brain injury, etc):  ________________________________





	__________________________________________________________________________





	__________________________________________________________________________











	 





F. Previous Psychological/Neuropsychological Testing





Has patient ever received psychological testing?  ___Yes  ___No





Psychological testing date(s), if known:  _________________________________________________





_________________________________________________________________________________





Instruments used, if known:  __________________________________________________________





_________________________________________________________________________________


	


Testing results, if known:  ____________________________________________________________





_________________________________________________________________________________


	


	 





G. Purpose of Testing





Describe how proposed testing will enhance treatment and/or impact future treatment.  ____________________________________________________________________





____________________________________________________________________





____________________________________________________________________





____________________________________________________________________




















H. Testing Requested





	List test(s) planned and time required.  (Note: time required for each test should include 	administration, scoring, interpretation, and write-up).





		Specific Test(s) Planned				Hours Required








	___________________________________			_____________





	___________________________________			_____________





	___________________________________			_____________





	___________________________________			_____________





	___________________________________			_____________





	___________________________________			_____________





	___________________________________			_____________




















					Total Hours Required	_____________























For Office Use Only





This request for psychological testing has been:


□ APPROVED      Total Hours_______          □ Meets Medical Necessity Criteria


The tests approved above are the only tests which are being authorized 





□ PEND   Schedule for telephonic peer review.


□ DENIED  


A Peer Advisor reviews all requests which are questioned by the Reviewer and must concur prior to denial.
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