SASi ARTICLE 16 CLINIC

PSYCHOLOGY SERVICE REQUEST 











Date: __________________
Patient Name: __________________________
TABS#________
DOB_____________    
Address: _________________________________________________________________ 
Contact Name and Phone: ____________________________________________

Medicaid#_______________________________ Medicare#______________________________________

Other Insurance: _________________________________________________________________________
PSYCHOLOGY SERVICE REQUESTED:    
( FSIQ/ADAPTIVE FOR OPWDD ELIGIBILITY     ( IQ TESTING UPDATE   
( AUTISM TESTING
( DEMENTIA ASSESSMENT
( LEGAL GUARDIANSHIP
( HEALTH CARE PROXY      ( RISK ASSESSMENT
( OTHER PLEASE DESCRIBE: _____________________________________________________________
PATIENTS COMMUNICATION ABILITY: 

( Verbal-  full sentences   ( Verbal- 1-3 words
( non-verbal ( AAC device ( Non-English speaking ( Sign Language

 ( Other- please describe: ____________________________________________________________________
HAS PREVIOUS PSYCHOLOGICAL TESTING BEEN COMPLETED? ( YES
( NO
WHAT TEST WAS ADMINISTERED? _________________________________________________________

YEAR COMPLETED? _______________________________________________________________________
   THE FOLLOWING IS REQUIRED FOR AN INITIAL REFERRAL:

Clinical records (evaluations/treatments relevant to this referral), physical, IEP/Life Plan and TABS Inquiry (if OPWDD enrolled)
PLEASE EXPLAIN THE REASON FOR REFERRAL:
	Referred by: ______________________________________
	
	

	Address: ____________________________ Phone:____________
	
	

	If not care manager, was the person’s care manager notified?
	 FORMCHECKBOX 
  Yes       FORMCHECKBOX 
  No  
	   FORMCHECKBOX 
  NA


SEND COMPLETED REFERRAL AND ATTACHMENTS TO: 
INTAKE COORDNATOR




      960 West Maple Court


      Elma, NY 14059


      Phone: 716-805-1555


      Fax: 716-805-1444
                      Email: Wsherwood@sasinc.org
