
Physician Referral for Psychological Evaluation and Services 
 

 
Patient Name ________________________________________  Date of Birth _____________________   
 

Reason for referral______________________________________________________________________ 

______________________________________________________________________________________

______________________________________________________________________________________ 

 

Recent history   

_________________________________________________________________________ 

______________________________________________________________________________________

______________________________________________________________________________________ 

 

Diagnoses _____________________________________________________________________________ 

______________________________________________________________________________________ 

Medications 

____________________________________________________________________________ 

______________________________________________________________________________________ 

______________________________________________________________________________________ 

 

Responsible Party _______________________________  Relationship ____________________________ 

Address  _______________________________________________________________________________ 

City _______________________________________ State _____________   Zip   ___________________ 

Home phone ___________________ Work phone __________________  Cell/pager__________________ 

Medicare Part B number   __________________Medicaid?  (  ) Y    (  ) N    Number  _______________ 
 
Other insurance  -  Please attach current copies (front & back) of  insurance cards. 
 

Name of insurer _____________________________ Policy Number  ________________________ 

Type of insurance -  Check one:     (   )  Primary    (   ) Secondary or Medigap (   )  Medicare HMO 
 

 

Primary care physician ______________________________ Date of order  ___________________  
 

Designated staff member _____________________________________  Date  _________________ 

 
.  Legacy Psychological Services       Tel (513)522-0777 

7105 Hamilton Avenue   Cincinnati, OH   45231  Fax(513)522-4577 
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