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PSYCHOLOGICAL ASSESSMENT SERVICE REQUEST 
 
 

Child Patient’s Name:   DOB:    

Sex (as appears on legal documents):   Male    Female Gender Identity:       Girl    Boy   Non-binary/Other 

Child’s Primary Language(s):    
 

 If other than English, indicate your best estimate of child’s English-language proficiency:   High  Moderate  Low 
 Check if non-verbal:  

Referring Provider 
Provider’s Name:   Date of Referral:   
Clinic/Agency:     
Clinic/ Agency Address:     
                           Street Address City State Zip 
Phone:   Fax:   E-mail:   
 

Caregiver Information: 
With whom does this child currently live? Primary Parent/Caregiver’s Name:   
 Second Parent/Caregiver’s Name:   
Caregiver’s Primary Language(s):    
 If other than English, indicate your best estimate of caregiver’s English-language proficiency:   High  Moderate  Low 

Relationship to child (check one):  Biological Parent(s)  Nonrelative Foster Parent(s) 
  Relative (specify:  ) 
  Other (specify:  ) 
Address:       
 Street Address Apt/Unit City State Zip 
Preferred Phone:   E-mail:   
Preferred MindSights Location:          Portland Metro           Bend 

Legal Guardian Information (if different from Caregiver, above): 
Guardian’s Name:   Agency (if applicable):   
Address:      
 Street Address City State Zip 
Phone:   Fax:   E-mail:   
Does this child live with his/her legal guardian?   Yes  No  (If ‘No,’ please complete the Caregiver Information section) 

Payer Information: 
Please check all that apply: 
 Commercial/Employer-sponsored health plan (using out-of-network benefits) 
 Oregon Health Plan - OHP ID:        
 (we are in-network with HS/CO/CPCCO & Trillium) 
 Self-pay/private pay 
 Other (please specify):        

 

 
  

 

     

   

 
 
 

   
 

  

  

 
 

 
 



Demographic and Referral Information 
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Services/Providers: 
Primary Care Provider/Pediatrician: Phone: 

Clinic Address Primary Contact Person E-mail (if available)
To the best of your knowledge, is this child currently receiving behavioral health services? Yes No 

If “Yes,” please provide name of agency providing services and contact information: 

Provider name Phone E-mail

Reason for Referral (What are you hoping to learn about your patient?) 

Goals/Needs for Assessment: 

Please list the primary behavioral health diagnosis/es: 
Diagnostic Possibility/Symptom: 
Diagnostic Possibility/Symptom: 
Diagnostic Possibility/Symptom: 

Please fax form with relevant chart note(s) to MindSights at 503-764-9646, or 
send via secure e-mail to office@mindsightspdx.com. 
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