REFERRAL FOR ADHD ASSESSMENT

PHONE: 475-234-8700 EMAIL: DRJOMARY@]SBWELLNESSLLC.COM
PROVIDER NAME: DR. JOMARY SEPULVEDA, LICENSED PSYCHOLOGIST

REFERRING PROVIDER INFORMATION

NAME:

/WQ

CREDENTIALS/TITLE:

PRACTICE/AGENCY NAME:

PHONE: FAX:

EMAIL:

CLIENT INFORMATION

CLIENT NAME:

DOB: AGE:

PHONE: EMAIL:

LEGAL GUARDIAN (IF APPLICABLE):

REFERRAL REASON (CHECK ALL THAT APPLY):

O ADHD EVALUATION (TEEN OR ADULT)

0 SECOND OPINION — ADHD DIAGNOSIS

O CONFIRMATION OF PREVIOUS ADHD DIAGNOSIS

O DIAGNOSTIC CLARIFICATION (ADHD VS. OTHER CONCERNYS)
0 ASSESSMENT TO SUPPORT TREATMENT PLANNING

O OTHER:

PRESENTING CONCERNS / RELEVANT HISTORY:

(BRIEF SUMMARY OF SYMPTOMS, CONCERNS, OR DIAGNOSTIC QUESTIONS)

SERVICES REQUESTED:

O ADHD ASSESSMENT (INCLUDES WRITTEN REPORT + FEEDBACK)
O COLLABORATION/CONSULTATION WITH REFERRING PROVIDER

{

Eie



INSURANCE INFORMATION (OPTIONAL IF CLIENT WILL SELF-PAY):

INSURANCE PROVIDER:

MEMBER ID #:

POLICY HOLDER NAME:

PHOTO ID & INSURANCE CARD ATTACHED? O YES O NO

LEGAL / SAFETY CONSIDERATIONS:

ARE THERE ANY LEGAL CONCERNS OR COURT INVOLVEMENT (CUSTODY, DISABILITY
CLAIMS, ETC.)?
O NO O YES — PLEASE EXPLAIN:

REFERRING PROVIDER SIGNATURE: DATE:

PLEASE ATTACH:
e A COPY OF THE CLIENT'S ID
e [INSURANCE CARD (FRONT & BACK, IF APPLICABLE)
e ANY PRIOR EVALUATIONS OR RELEVANT DOCUMENTATION (OPTIONAL BUT
HELPFUL)



