Child/Adolescent Information Form
Dr. Pruedence Brooks, Licensed Psychologist

Please provide the following information and answer the questions below.  

NOTE: The information you provide here is protected as confidential information.
Parent/Caregiver:____________________________________________________






(Last)


          

(First)            
Relationship to Child/Adolescent: ___________________________________________

Do you have legal authority to provide consent for treatment for this minor? (  Yes
(  No
If so, please provide the following information about the child/adolescent:

Name: __________________________________
     Birth Date:        /       /      


   (Last)


          

(First)            


Home Address: __________________________________________________________
                    
(Street and Number)

______________________________________________________________________

(City)         




(State)       


  (Zip)

Home Phone:
 (              )                                May we leave a message?  □Yes   □No 
Cell/Other Phone: (              )                          May we leave a message?  □Yes   □No 
E-mail:__________________________________       May we email you?  □Yes   □No 

*Please note: Email correspondence is not considered to be a confidential medium of communication.
Reason for Referral for Psychological Evaluation: _________________________________
The main concern/s about my child is/are: ________________________________________________________________________________________________________________________________________________________________________________________________________________________
Pruedence Brooks, PsyD

12000 Westheimer Road, Suite 210
Houston, TX  77077

Consent and Agreement for Psychological Testing and Evaluation



I, _____________________________________________, agree to allow the psychologist named below to perform the following services: psychological testing, assessment, or evaluation and report writing. 
This agreement concerns  □ myself   or □ __________________________________

I understand that these services may include direct, face-to-face contact, interviewing, or testing. They may also include the psychologist’s time required for the reading of records, consultations with other psychologists and professionals, scoring of tests, interpreting the results, and any other activities to support these services. 
I, the undersigned, do hereby voluntarily agree to psychological evaluation services for myself or for my child/ward.  I understand these services are to be provided by, or under the supervision of, a licensed psychologist. I am aware that the psychological evaluation is not an exact science. As a consequence, I acknowledge that no guarantee has been made to me concerning the result of any evaluation that may be rendered to me or to my child/ward. Further, I understand that the evaluation may involve discussion of history and personal events in my own and my child’s/ward’s life that, at times, may be discomforting.

I understand that the fee for this (these) service(s) will be $ ______.  If using insurance for payment, I am aware that an agent of my insurance company or other third-party payer may be given information about the type(s), cost(s), date(s), and providers of any services or treatments I receive.
I understand that this evaluation is to be done for the purpose(s) of: ___________________________________

I also understand the psychologist agrees to the following:

1. The procedures for selecting, giving, and scoring the tests, interpreting the results, and maintaining my privacy will be carried out in accord with the rules and guidelines of the American Psychological Association and other professional organizations.

2. Tests will be chosen that are suitable for the purposes described above. These tests will be given and scored according to the instructions in the tests’ manuals, so that valid scores will be obtained. These scores will be interpreted according to scientific findings and guidelines from the scientific and professional literature. 

3. Tests and test results will be kept in a secure place to maintain their confidentiality. 
I agree to help as much as I can, by supplying full answers, making an honest effort, and working as best I can to make sure that the findings are accurate. 

_________________________________     ______________________________

__________________

Signature of client (or parent/guardian)
      Printed Name                                                                Date

I, the psychologist, have discussed the issues above with the client (and/or his or her parent or guardian). My observations of this person’s behavior and responses give me no reason, in my professional judgment, to believe that this person is not fully competent to give informed and willing consent. 

________________________________________________

__________________

Signature of psychologist






Date
(Copy accepted by client

( Copy kept by psychologist

