
Health Psychology Associates

Date____________________________________________

Patient_Name_____________________________________ _ Date_of_Birth_ __________________

Address_ _________________________________________________________________________

Daytime_Phone_ ____________________________ Evening_Phone_ ________________________

Primary_Insurance_ _________________________________________________________________

Secondary_Insurance_ _______________________________________________________________

Referring_Physician__________________________________________________________________

Contact_Name_ ____________________________________________________________________

Phone_____________________________________ Fax__________________________________

Diagnosis/ICD-10___________________________________________________________________

Reason_for_Referral/Cognitive_Assessment:

o___Memory_Loss______________o___Brain_Injury______________o___Stroke______________o___Depression

o___Other_ ________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

*Please fax demographic sheet, insurance card(s) (front and back), office notes, and 
relevant testing to our office (if not in EPIC).

Refer_to:

o____First_Available_

o_ Nicholas_A._Doninger,_PhD,_ABPP

o_ Mary_K._Foster,_PhD_

o____James_C._Gilchrist,_PhD

o____Bruce_L._Ladle,_PhD

_
_

Miami Valley Hospital 
30 E. Apple St. 
Suite 6254 
Dayton, Ohio 45409
(937) 208-2554
(937) 208-3893 Fax

healthpsychologyassociates.org
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