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Valley MedPsych 

 

  

CLIENT INFORMATION 

 

Client Name: ______________________________________ Birthdate: _______________ Age: ________ 

Address: __________________________________________________________________________________ 

City: _____________________________________ State: __________ Zip Code: ____________________ 

Home Phone: __________________________________ Cell Phone: _________________________________ 

Email Address: _____________________________________________________________________________ 

 

Employer: ____________________________________ Work Phone: _______________________________ 

  

Referred By: _______________________________________________________________________________ 

Name of Primary Care Physician: _______________________________________________________________ 

 

Person Responsible for Payment: _______________________________________________________________ 

Primary Insurance Information: ________________________________________________________________ 

__________________________________________________________________________________________ 

Secondary Insurance Information: ______________________________________________________________ 

__________________________________________________________________________________________ 

 

Name of person(s) accompanying you: _____________________________ Relation to you: ______________ 

_____________________________________________________________ ___________________________ 
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CONSENT TO PARTICIPATE IN EVALUATION/TREATMENT SERVICES 
 

I,     , an applicant for services, authorize Dr. Mouras and/or Dr. Matthews to provide 
counseling and/or psychological/neuropsychological assessment services. 
 
Confidentiality 
Your identity and any information shared by you will be kept confidential. The right to release information about you 
belongs to you. No information, including the fact that you are being seen by this office, will be released to anyone 
without your written permission on the Release of Information form. 
 
Exceptions to this policy are made as a result of legal requirements to report: 

 The abuse or neglect of a child or a dependent adult. 
 Imminent danger of hurting yourself or someone else. 
 In cases of court involvement, your treatment record may be obtained by a judicial order in compliance with 

applicable HIPAA regulations. 
 Information regarding your involvement in treatment (e.g., dates of treatment and billing record) may be 

released in the event that legal collection action becomes necessary by our office. 
 Information regarding your treatment, dates of service, diagnosis, and treatment plans will be released to your 

insurance company if you choose to have our office file your insurance claims. 
 
*** If you are involved in a child custody matter connected in any way to the Department of Social Services and/or the 
Court, your signature below indicates you are aware of the substantial additional limits of confidentiality that may exist 
with regard to your participation in a psychological evaluation through this office. Such limits include, but are not limited 
to, the fact that any information you discuss with our providers or that is discovered by them in the course of completing 
your evaluation and the associated report may, to the extent permissible under HIPAA regulations, be accessed and 
reviewed by caseworkers with whom you are involved, as well as the judge and all attorneys involved in court hearings 
pertaining to your child custody concerns. 
 
Patient Billing Information 
Unless other payment arrangements are agreed upon in advance, your insurance claim will be processed through our 
office. You are responsible for payment of any portion of your bill which the insurance company does not cover. If you 
choose to have our office process your insurance, information regarding your treatment and diagnosis will be released to 
your insurance company. Dr. Mouras and Dr. Matthews reserve the right to take any legal measure to collect delinquent 
accounts, including the use of collection agencies. If these actions become necessary to collect payment, you will be 
responsible for all attorney, court, and collection fees involved in collection. Missed appointments without 24 hours notice 
will be charged to you at standard rates. 
 
I HAVE READ, I UNDERSTAND, AND I AGREE TO ALL OF THE ABOVE. 
 

 

   
Client Signature  
(Signature of Court Appointed or Legal Guardian, if applicable) 

 Date 

   
   
   
Office Staff Witness  Date 
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INFORMED CONSENT FOR THE APPLICATION OF TEST PROCEDURES 

You are being seen for a voluntary psychological/neuropsychological evaluation, and you are free to withdraw from or 
decline to continue with testing at any time. Incomplete evaluations or suboptimal engagement in testing can limit the 
formation of diagnostic conclusions.  
 
The goal of this clinical neuropsychological evaluation is to identify strengths and weaknesses that may help inform 
treatment and care with your referring provider. Dr. Mouras does not provide treatment or medication as a 
neuropsychologist. Unless specifically contracted as a forensic evaluation prior to scheduling, this evaluation does NOT 
determine if cognitive changes or concerns are due to a workplace accident; furthermore, this evaluation does NOT 
determine disability status or capacity for decision making.  
 
Diagnostic conclusions may include that no diagnosis is warranted if cognitive performances are within typical ranges for 
your age and education. In this case, testing results may reflect a comprehensive baseline that can be useful as a 
comparative reference for any future concerns. Your test performance is compared to the performances of those most 
similar to you in age and education. This allows a better understanding of how your thinking areas are functioning and if 
that functioning falls within typical or atypical ranges.  
 
The cognitive concerns you experience can be impacted by multiple factors, such as sleep disturbances, chronic pain, and 
clinically significant mood symptoms. Such factors may better account for your cognitive concerns than a neurocognitive 
disorder, a neurodegenerative process, or ADHD; however, these factors may also co-occur with each other.  
 
The evaluation includes a clinical interview, record review, and testing of thinking areas (including attention, motivation, 
motor functioning, language and spatial skills, processing speed, executive functioning, memory, intellectual functioning) 
as well as emotional or personality functioning. Testing involves standardized administration of research-supported 
measures and includes formats such as paper and pencil tests, computer tests, and clinical questionnaires. You may 
request further information about any of these procedures. 
 
During testing, some tests may feel easy while others feel difficult; additionally, you may not finish every item or answer 
every question correctly. It is important that you try your best on all test items. Measures of effort are included in 
every neuropsychological evaluation. If anything impacts your ability to give your best effort, results of testing may 
reflect minimal indicators of cognitive abilities and limit formation of diagnostic conclusions. This may include if 
you are experiencing atypical pain, significant emotional distress, or have any other reason why you may not be able to 
engage in testing as you would under normal conditions.  
 
As discussed at the time of appointment scheduling, the duration of this evaluation is approximately 4 hours, and you are 
allowed breaks as needed. However, this duration can be impacted by your response speed, your ability to stay on-track 
and on-topic, and the length of breaks. If necessary to give your best effort, you may finish the evaluation on another day; 
keep in mind, though, that completing testing in a single day is ideal to limit other factors that may impact your 
performance.  
 
Feedback is provided at a later date, which will be scheduled prior to the end of testing. You are welcomed and 
encouraged (but not required) to bring your spouse or significant other to the interview and the feedback.  
 
You agree to indemnify and hold Dr. Mouras and Valley MedPsych harmless from any viral or infectious process 
(including, but not limited to, COVID-19) to which you might be exposed in the course of participating in any and all 
interview, evaluation, consultation, feedback or treatment services within the Valley MedPsych offices.  
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ACKNOWLEDGEMENT OF NOTICE OF PRIVACY PRACTICES 

I acknowledge that I have been made aware of this office’s Notice of Privacy Practices, and that a copy of this Notice 
has been made available to me in a laminated copy accompanying this paperwork.  

   
   
   
   
Client Signature  (or Signature of Court Appointed or Legal Guardian, if applicable)  Date 

 

 

AGREEMENT TO KEEP TEST MATERIALS/INFORMATION CONFIDENTIAL 

As part of my participation in evaluation services through Valley MedPsych, I acknowledge I will be presented with test 
questions and materials that, although necessary for my evaluation, are not intended to be disclosed to the general 
public. This keeps test information and materials secure for other examinees. I agree, as part of my agreement to 
participate in evaluation services, to keep all test items and materials confidential. I agree not to record the interview, 
testing with the technician, or the feedback session. I agree not to take pictures or other copies (whether by electronic or 
other means) of any test materials, or to take such materials from the offices of Valley MedPsych. 

   
   
   
   
Client Signature  (or Signature of Court Appointed or Legal Guardian, if applicable)  Date 

   
   
   
   

ACKNOWLEDGEMENT OF INFORMED CONSENT FOR THE APPLICATION OF TEST PROCEDURES 

I acknowledge that I reviewed and understand the evaluation services and test procedures as described in the Informed 
Consent For The Application Of Test Procedures. I also agree to participation in evaluation services through Valley 
MedPsych described in the Informed Consent For The Application Of Test Procedures. 

   
   
   
   
Client Signature  (or Signature of Court Appointed or Legal Guardian, if applicable)  Date 
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AUTHORIZATION FOR RELEASE OF INFORMATION 

This form, when completed and signed by you, authorizes Dr. Mouras/Valley MedPsych to release protected 
information from your clinical record to the person(s) you designate.  

I authorize Dr. Mouras/Valley MedPsych and/or their administrative and clinical staff to release  NP Evaluation 

regarding:    

 (patient name) (birthdate) 

This information should ONLY be released to:  

 

 

 

I am requesting my psychologist to release this information for the following reasons (“at the request of the individual” 
is all that is required if you are a patient of Dr. Mouras/Valley MedPsych and you do not desire to state a specific 
purpose):  

Continuity of Care 

This authorization shall remain in effect indefinitely unless you specify a different date below. 
 

You have the right to revoke this authorization at any time by sending a written notification to the Valley MedPsych 
office address. However, your revocation will not be effective to the extent that Dr. Mouras/Valley MedPsych has 
already taken action in reliance on the authorization, or if the authorization was obtained as a condition of obtaining 
insurance coverage and the insurer has a legal right to contest a claim.  

You understand that your psychologist generally may not condition psychological services upon you signing an 
authorization unless those services are provided to you for the purpose of creating health information for a third party.  

You understand that information used or disclosed pursuant to this authorization may be subject to redisclosure by the 
recipient of your information and no longer protected by the HIPAA Privacy Rule  

   

Client Signature  (or Signature of Court Appointed or Legal Guardian, if applicable)  Date 

If the authorization is signed by a personal representative of the patient, Valley MedPsych must be provided a 
description of such representative’s authority to act for the patient. 
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PAYMENT TERMS FOR SERVICES PROVIDED 

We are committed to meeting your healthcare needs and keeping your insurance and other financial arrangements as 
simple as possible. To accomplish this in a cost-effective manner for all our patients, we ask that you adhere to our 
practice’s financial policy. By signing THE ACKNOWLEDGEMENT OF PAYMENT TERMS, you are agreeing to these 
terms.  

1. You (the patient) are ultimately responsible for payment of chargers for services you receive from Valley 
MedPsych, including those covered by your insurance. As a convenience, Valley MedPsych will submit claims for 
reimbursement with your insurance provider; however, all payment responsibility is ultimately yours.  

2. Some immediate payment may be expected at the time of service. This may include a copay and additional 
payment if Valley MedPsych determines the cost of your visit today will not be reimbursed by your insurance 
provider. This often happens if your deductible is not yet satisfied.   

3. Valley MedPsych may deny service or charge a service fee for failure to provide payment in instances of private 
pay evaluations.  

4. It is your responsibility to provide your current address, telephone number, email address, and insurance 
information at each visit.  

5. You agree to provide Valley MedPsych and/or its designated payment agent with your debit/credit card or ACH* 
information.  

6. You authorize Valley MedPsych and/or its designated payment agent to apply charges to your payment card 
and/or ACH* account for all amounts owed to Valley MedPsych for visits, procedures, or supplies, including (i) 
amounts agreed as part of a payment plan, (ii) copayments, (iii) coinsurance (after application of insurance 
proceeds), (iv) amounts not covered by insurance and/or (v) fees (if applicable) charged by Valley MedPsych for 
failure to keep a scheduled appointment or provide timely notice of appointment cancellation.  

7. In the case of a patient balance that is not satisfied by a charge to your payment method or a payment plan, you 
may receive a monthly statement for any outstanding balance. You are responsible for paying this balance by its 
due date to avoid paying possible interest on said balance.  

8. Transaction receipts will be maintained in your patient file or will be emailed to you if you provide, and maintain, 
a valid email address.  

9. You authorize Valley MedPsych and/or its designated provider to send electronic account statements and invoices 
to your email address on file. You understand that it is your responsibility to maintain a current email address on 
file and that you will not receive a mailed copy of any electronic statement.  

 

 

 

*ACH, or Automated Clearing House, is the system used for electronic funds transfers.  
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ACKNOWLEDGEMENT OF PAYMENT TERMS 

This authorization remains in effect until you (the patient) provide written notice of cancellation to Valley MedPsych. 
Authorization for services already rendered cannot be cancelled or refunded. You agree to notify Valley MedPsych in 
writing of any changes in your payment or other information.  

   

Client Signature  (or Signature of Court Appointed or Legal Guardian, if applicable)  Date 

   

Office Staff Witness  Date 

   

Typical Costs 

A typical evaluation is comprehensive and includes not only the time spent directly with the patient, but also time spent 
reviewing records, scoring the administered tests, interpreting results, and writing the report. Depending on the 
complexity of the situation, this can add 4 to 8 hours to the direct contact time.  

If you are covered by an insurance company Dr. Mouras is contracted with (e.g., Anthem/Blue Cross, Aetna, Medicare, 
United, Optima, Cigna), then she will accept the insurance’s contracted rate plus your copay. You are responsible for 
understanding if your deductible is met and how that may impact payment for services. You may request the CPT codes 
that insurances use to determine total cost. Otherwise, the typical cost for a neuropsychological evaluation is $1200 to 
$1500.  

Payment Issues 

 Payment is due before session: Your portion of payment is due at time of service if scheduled for a private pay 
evaluation; payment should be received in advance of your appointment unless prior arrangements were made. 

 Assignment of benefits: By signing below, you authorize the insurance company to pay benefits to Dr. 
Mouras. When Dr. Mouras bills the insurance company, payment for services is thereby directed to her; if the 
insurance company accidentally sends the check to you, it is your responsibility to turn the check over to Dr. 
Mouras. Additionally, Dr. Mouras may need to communicate certain summary information to your insurance 
company to obtain authorization and payment for your evaluation.  

 Self-pay: For patients with insurance plans not contracted with Dr. Mouras, a self-pay arrangement is available. 
In a self-pay arrangement, Dr. Mouras will (if requested) assist you in billing your insurance company but will 
leave that process ultimately between you and your insurance company. You will be responsible for payment of 
the evaluation (via debit/credit card, ACH*, check, cashier’s check, or money order) at the time of service.  

 

You understand and agree to the above.  

   

Client Signature  (or Signature of Court Appointed or Legal Guardian, if applicable)  Date 

*ACH, or Automated Clearing House, is the system used for electronic funds transfers.    


