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INFORMED CONSENT FOR NEUROPSYCHOLOGY 

 
__________ (initial) Benefits and Risks: The evaluation is designed to integrate test data regarding your 
cognition, behavior, and emotional functioning with information obtained from the interview(s) and medical/educational 
records. The goals are to document the possible causes of any problems, provide objective documentation of your current 
level of functioning, aid in determining your diagnosis and provide treatment recommendations. These are also the main 
benefits of undergoing a neuropsychological evaluation. In some cases specific referral questions, such as if there is 
evidence of disability, inability to manage medications/finance or impaired driving, will be responded to in the final report. 
Potential risks to be aware of include possible physical discomfort such as fatigue or headache. Some accommodations 
can be made to improve your comfort; such as dimming the lights, taking rest breaks, and allowing for the consumption of 
food and beverages. Findings that are unexpected or which indicate cognitive impairment can be emotionally distressing 
to some patients. Lastly, there is no guarantee as to what the results will reveal or what recommendations will be made. 
These are the risks of a neuropsychological evaluation that you need to understand and agree to before beginning the 
evaluation.   
 
__________ (initial) Procedures: Testing is performed by a neuropsychologist or psychometrist under the direct 
supervision of the neuropsychologist. Observers (e.g. family) are not allowed in the room while testing. You agree that you 
will make no attempt to record any portion of the assessment by any means including, but not limited to, audio or video 
recording. It is important that you put forth your best effort and answer questions honestly. Should your test performance 
suggest you are not putting forth your best effort possible or exaggerating symptoms, this can invalidate test results and 
lead to inconclusive findings. Effort will be assessed and commented upon in the final report. If you do not feel you can 
put forth your best effort during testing, for whatever reason, you are asked to inform us immediately.  If you are 
uncomfortable in any way, or have concerns, you are asked to bring them to our attention immediately.  
 
__________ (initial) Results: When the evaluation is completed, a final report will be written and sent to the referral 
source and other health care providers in accordance with HIPAA guidelines, along with State and Federal regulations. A 
signed release of information form is required before any information is shared which individuals who are not providing 
current medical or mental health care (e.g., school teachers, lawyers).  
 
__________ (initial) Confidentiality:  Confidentiality of patient information is maintained in both the paper and 
Electronic Medical Record in accordance with State and Federal statute/regulations. Note that we participate in a shared 
medical/health information exchange and store your information in a joint electronic medical record with other health care 
providers who participate in this arrangement and your care. Please see our Notice of Privacy Practices about how the 
information obtained during this assessment may be used and disclosed.  The clinic will not release any information about 
you unless: 

• You sign a Consent form to Release of Confidential Information;  
• The disclosure is made to medical personnel in a medical emergency; 
• To qualified personnel for program evaluation, audits, and supervision; 
• Legally required (e.g. child or elder abuse, threats of suicide or homicide/harm to other, court-order); 
• A third party evaluation was arranged such as: Worker’s Compensation Claim; Independent Medical 

Examinations; and Court-ordered examinations or other similar situations.  
 
__________ (initial) Insurance: Neuropsychological assessment is typically covered under the medical coverage of 
your insurance plan when you are referred by a physician or other healthcare provider.  Please be advised that 
neuropsychological assessment billing codes reflect not only the face-to-face time spent but also include review of 
records, consultation, scoring, data analysis and interpretation, report writing and feedback. Our office attempts to acquire 
necessary authorizations for neuropsychological testing.  Your insurance company may authorize a set amount of time 
which may or may not cover all of the services included in the evaluation; therefore, as with any procedure, pre-
authorization does not guarantee the service will be fully paid by your insurance. Also be aware that insurance can be 
billed only when there is medical need. If the reason for an evaluation is entirely for legal purposes, insurance cannot be 
billed.  
 
I have read and understand this consent form and I agree to be bound by its terms.  
 
________________________________  _________________________________       __________ 
Signature         Printed name          Date 
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