
SAPIA PSYCHOLOGICAL ASSOCIATES 
 

4320 Southport-Supply Rd., Suite 200, Southport, NC 28461 
910-457-0800; Fax: 910-457-1072 

 

Adult Psychological Assessment Referral 
 

Date of Referral:  _______________ 

 

Referring Provider/Party:_________________________ Phone: _____________ 

 

Attorney______   DSS ______  Primary Care Doctor___________ Other__________ 

 

Client Name:_____________________________________DOB:__________________ 

 

Address: ___________________________________________ Phone:______________ 

 

 

Previous Psychological Assessments?  Yes___  No____ Type_____________________ 

 

If yes, do we have access to reports?_________________________________________ 

 

Previous Mental Health Treatment? Yes____ No______ Type: Therapy______ Medication 

Management_______ 

 

If Current Treatment 

Diagnosis:_______________________________________________________________ 

Medications:__________________________________________________________________

_________________________________________________________________ 
    

Presenting Problems/Concerns:____________________________________________:____________________________________________:____________________________________________:____________________________________________    

_______________________________________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 

 

Referral Questions (what would you like answered): 

1.______________________________________________________________________ 

2.______________________________________________________________________ 

3.______________________________________________________________________ 

 

Health Insurance Coverage:___________________________  

 

Policy Number:________________________________ 

 

Contact Information to schedule Appointment: 

Name:___________________________ Phone:_____________   

 

Appt. Date& Time 


