
NEUROPSYCHOLOGICAL TESTING AUTHORIZATION REQUEST FORM
Please print clearly – incomplete or illegible forms will delay processing.

  PATIENT INFORMATION 

Name _______________________________________________________________

Date of Birth__________________________________________________________    

SS #__________________________________________________________________     

Patient #_____________________________________________________________

 PROVIDER INFORMATION 

  Provider Name ______________________________________________________

 Group Name  _______________________________________________________    

 Phone________________________________Fax __________________________

 Provider TIN/NPI #___________________________________________________ 

  MEDICAL INFORMATION 

History of medical condition, trauma or substance use disorder that may have neuropsychological consequences to the patient: 

Patient’s cognitive symptoms/issues: 

Patient’s psychiatric symptoms/issues: 

History of previous treatments for the above symptoms: 

Will this testing all or in part be used for educational/vocational remediation?          Yes           No 

If yes, please explain: 

How will understanding the neuropsychological status of this patient affect the treatment plan? 

What are the patient’s diagnostic rule outs/referral questions? 

Date________________________________________________________________

Improving Lives

Cenpatico is Buckeye Health Plan’s MyCare Ohio (a Medicare-Medicaid Plan) behavioral health affiliate. Buckeye has delegated 
managing the provision of covered mental health and substance use disorder services to Cenpatico.

Have Questions?   www.cenpatico.com
Call us at 1-866-549-8289

SUBMIT TO
Utilization Management Department
12515-8 Research Blvd., Suite 400 
Austin, Texas 78759
FAX 1.877.725.7751



I verify that the information provided within this report is an accurate representation of the patient’s status and that I am privileged to administer 

this procedure.

____________________________________________     _________________________________________________    _________________________________________

Date Received                                                          Date Processed                                                                 Referral Source

 Test Planned

1.

2.

3.

4.

5.

6.

  Date Requested   Time Requested

Clinician Signature               Date

STANDARD REVIEW: 
Standard 14-day time frame will be applied.

EXPEDITED REVIEW: By signing below, I certify that applying the 
standard 14-day time frame could seriously jeopardize the 
member’s health, life or ability to regain maximum function.

Clinician Signature               Date

Cenpatico is Buckeye Health Plan’s MyCare Ohio (a Medicare-Medicaid Plan) behavioral health affiliate. Buckeye has delegated 
managing the provision of covered mental health and substance use disorder services to Cenpatico.

Have Questions?   www.cenpatico.com
Call us at 1-866-549-8289

SUBMIT TO
Utilization Management Department
12515-8 Research Blvd., Suite 400 
Austin, Texas 78759
FAX 1.877.725.7751


	Date: 
	Name: 
	Provider Name: 
	Date of Birth: 
	Group Name: 
	SS: 
	Phone: 
	Fax: 
	Patient: 
	Provider TINNPI: 
	History of medical condition trauma or substance use disorder that may have neuropsychological consequences to the patient: 
	Patients cognitive symptomsissues: 
	Patients psychiatric symptomsissues: 
	History of previous treatments for the above symptoms: 
	Will this testing all or in part be used for educationalvocational remediation: Off
	If yes please explain: 
	How will understanding the neuropsychological status of this patient affect the treatment plan: 
	What are the patients diagnostic rule outsreferral questions: 
	Date_2: 
	Date_3: 
	Date Received: 
	Date Processed: 
	Referral Source: 
	Text1: 
	0: 
	0: 
	1: 

	1: 
	0: 
	1: 

	2: 
	0: 
	1: 

	3: 
	0: 
	1: 

	4: 
	0: 
	1: 

	5: 
	0: 
	1: 


	Text2: 
	0: 
	1: 
	2: 
	3: 
	4: 
	5: 



