
River Valley Neuropsychology, LLC  
 
 

322 Main Street, Suite 2E-1N    Tel:   (860) 230-8851 
Willimantic, CT 06226    Fax: (860) 812-2317 

Please include any insurance 
information (including ID #’s), 
clinical notes, and diagnostic 
studies.  Please fax all info to:   

860-812-2317 
 

 
Patient Referral Form 

 
Patient Name:  ________________________________________________________ 
 
Patient DOB:  _____/_____/_____ 
 
Patient Address: ________________________________________________________ 
 
   ________________________________________________________ 
 
Patient Phone: ________________________ 
 
Pt’s preferred language:    English     Spanish       
 
Patient Insurance: ________________________________________________________ 
   Insurance accepted:  HUSKY/Medicaid, Medicare, Connecticare, United Health,  

Aetna, Anthem, Oxford 
 
Provider Name: ________________________________________________________ 

 
Provider Phone: ____________________   Provider Fax:  ______________________ 
 
Provider Specialty: Neurology    Psychiatry   Neurosurgery   Internal Medicine  Cardiology 
    
   Other:  _________________________ 
 
 
Patient’s Diagnosis: _________________________________________________________ 
 
   If applicable, date of injury/onset:  _____________________________ 
 
 
Reason for Referral: (check all those that apply) 
 

o Assessment of neurocognitive abilities following injury (Concussion/TBI, stroke) or 
relating to a medical diagnosis (seizures, tumor, HIV, etc.) 
 

o Assessment of neurocognitive functions to assist in the development of rehabilitation 
strategies and/or management strategies 

 
o Differential diagnosis of dementia or symptoms of dementia, such as new onset memory 

loss, aphasia, executive dysfunction, etc.   
 

o Monitoring of the progression of cognitive impairment secondary to neurological 
disorders 
 

o Other:  ______________________________________________________________ 
 


