
Psychological Services 
Request for Assessment Form 

Referred by: Contact Number: 
☐ Corrections     ☐ Social Services     ☐ Other: __________________

Client Information 
Client Name: DOB: 

Street Address: 

City: State: Zip: 

Parent/Guardian Name: 

Address (if different from client): 

City: State: Zip: 

Home Phone: Work/Cell: 

Insurance Provider: ID#: Grp#: 

Attorney: Phone: Probation: Phone: 

Social worker: Phone: Guardian ad Litem: Phone: 

Current Treatment Providers (Please provide the agency and/or Provider’s Name and Phone) 
Chemical Health Phone: 
Mental Health: Phone: 

Evaluation Information 
Return Court Date: Evaluation Needed By: 
Send Report To: 
Psychological Evaluation Type (More than one Evaluation Type may be checked): 

☐Diagnostic Clarification/Implications for Treatment
☐Developmental Disabilities (Cognitive and Functional)
☐Neurodevelopmental/FASD
☐Civil Commitment
☐Child Protection/CHIPS/TPR
☐Guardianship/Conservatorship
☐PSI-Correctional Psychological Evaluation
☐Psychosexual Evaluation
☐Certification to Be Tried as an Adult
☐Rule 20.01, 20.02 Juvenile Competence to be Tried, NGRI
☐Other: ________________________________________________________________________________

Has the client had any previous evaluation (chemical, mental health, school IEP)?      ☐ Yes    ☐ No 
If yes, when and where: 



FAX ALL DOCUMENTS TO PSYCHOLOGICAL ADMINISTRATIVE SUPPORT – ANGIE LUBO (651) 251-5110 
You will be contacted within 3 business days for scheduling arrangements 

Additional Questions? Call: (651) 251-5059 or Email: alubo@canvashealth.org 

☐ Statement of Probable Cause     ☐ Police Reports     ☐ Previous Evaluations    ☐ Pre-sentence Investigations
☐ Case Plans     ☐ Other, please specify: _____________________

Documents included with this Form as Relevant 

As a result of this evaluation I would like to learn: 
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