Intake Questionnaire
Neuropsychology Associates of Abington
215-434-0069

Please fill in the information below. Upload the completed form in the patient portal on the top right of our webpage.  Alternatively, you can EMAIL the completed form to: intake@NeuropsychAbington.com 
After reviewing the form, we will contact you to make an appointment for assessment and discuss insurance coverage. Please note: information provided on this form is considered confidential. 

Personal Information 
Your name: ___________________________  Contact phone or email: ______________________
Patient Name:_______________________________________ Today’s Date: __________________ 
DOB: ______________________________ Age: _______ Gender: ________________ 
Address: _________________________________________________________________________ 
City/town:   ________________________  State:  ______       Zip:___________
Home Phone: __________________________________      □     Check preferred contact:  
Cell/Work/Other Phone: ________________________       □  
Email: ________________________________________        □

Referred By (physician, if any): ____________________________________

Parent/Legal Guardian (if under 18): ___________________________________________________
Care Provider/POA/Family member accompanying: ____________________________________


Insurance Type: □ Medicare   □ Medicare HMO    □ Aetna     □ Blue Cross/Blue Shield 
□ Other    □ None   –   Note, for other insurance carriers, only cash pay is available
Insurance Policy (Medicare) number:   ____________________



Reason for Seeking Appointment
Why are you seeking a neuropsychological (cognitive) assessment? What problems have emerged and when did you notice them?
________________________________________________________________________________________________________________________________________________________________________
Currently taking any prescription medication?     □ Yes □ No  
If yes, please list: ___________________________________________________________________________________
___________________________________________________________________________________

Been seen by a neurologist?  □ Yes □ No  
If yes, date of last neurology appointment and diagnoses provided by neurologist: ___________________________________________________________________________________
Name of Neurologist: _____________________________
Name of Primary Care Physician: ___________________________

Had imaging of the brain (e.g., CT, MRI, PET scan)?   □ Yes □ No  
If yes, please write date, types of scans that were done, and the primary findings of each scan: ___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
(Please bring brain scans and accompanying reports to your neuropsychological appointment)

________
Neuropsychology Associates of Abington
610 York Road, Suite 400
Jenkintown, PA 19046
215-434-0069
