
Psychological Assessment Referral Form

*Required for submission

Upon completion, fax to 701-777-3845

Patient Name:

Date of Birth:

Parent/Guardian Name(s) if applicable:

Physical Address of Patient:

*Contact Person and Phone Number:
(for scheduling)

*Is it okay to leave a voicemail at this number? Yes
No

*Email Address:
(to be used for sending confidential information
for paperwork and telehealth appointments)

Nature of the problem/referral:

Is the patient currently receiving mental health
treatment or medication management?

If so, where:

List of current diagnoses:

List of current medications:

Additional Comments


