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Consent for Neuropsychological Evaluation and Limits of Confidentiality  
 

I understand that the purpose of this evaluation is to provide information to my physician or other health care provider 

who has requested the evaluation in order to assist in my diagnosis and treatment. The material from the interview(s) and 

neuropsychological testing will result in the generation of a detailed report that will provide information related to 

possible diagnoses and treatment recommendations. This report will be sent to my physician or other health care provider 

and the neuropsychologist may also discuss the results of the evaluation with them. If I desire, the neuropsychologist will 

also discuss the results with me and any others whom I so designate by signing a release of information allowing the 

neuropsychologist to do so. If this evaluation is being covered or partially covered by insurance the office of Behavioral 

Medicine at Riverhills Neuroscience may be required to provide the insurance company with a report as well.  

 

The neuropsychologist is required to notify authorities if he or she knows of or suspects child or elderly neglect, 

exploitation, or abuse, including but not limited to, physical and sexual abuse, or if he or she has reason to believe that I 

may harm others or myself. In addition, if I am involved in a legal action and/or claim mental health or 

neuropsychological issues related to the legal action, these records may be required to be released. Otherwise, 

communications between the neuropsychologist and I will be deemed confidential as stated under Ohio/Kentucky state 

law.  

 

The terms of this evaluation have been reviewed, understood, and agreed to by me. 

 
 

Patient Name: ___________________________________________      Date of Birth: _____________________ 

 

 

Signature: ______________________________________________        Date: ____________________________ 
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Authorization for Release of Medical Information 

 
I hereby authorize the release of the following information from my Riverhills Neuroscience medical record to these 

designated individuals (e.g., PCP, spouse, relative): 

 

  Name     Phone #    Relationship to Patient 

 

1) ______________________________________________________________________________________________ 

 

2) ______________________________________________________________________________________________ 

 

3) ______________________________________________________________________________________________ 

 

 

Information to be released: neuropsychological evaluation 

 

Purpose of disclosure: continuity of care 

 

I give my permission for the information listed above to be released to the above named requestor/individual(s).  I 

understand and acknowledge that this may include details about alcohol/drug use, mental health, and/or HIV/AIDS 

information. I understand that I may revoke this authorization at any time, except to the extent that action has already been 

taken prior to the revocation. This authorization will expire one year after the date signed. The requestor/individual(s) may 

not redisclose my medical records to another party without further written consent.  

 

I hereby state that I have read and fully understand the above statements as they apply to me. I hereby consent to the 

disclosure of my treatment records to the purpose and extent stated above.  

 

 

Patient Name: _________________________________________________         Date of Birth: __________________ 

 

 

Signature: ____________________________________________________        Date: _________________________ 
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