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Date: ___________________________________________ 

 
 
Request for Testing of: 

 Client Name:  __________________________  DMH ID#:  ______   MEDS ID number:   _____________                

 

Client Address: ______________________________________________________________  

 
Assigned Psychologist’s Name:   Marc Borkheim                               Phone:  617-304-5256           

 

Fax:  424-248-0037              Email: marcborkheim@aol.com                     

  

  I agree to:  

1) Consult with beneficiary’s therapist/DMH Case Manager prior to testing, and to provide documentation of the consultation in the 

psychological report; 

2) Conduct a comprehensive psychological evaluation that includes: history, test behavior, mental status examination, along with 

individually administered measures of intelligence, achievement, neuropsychological screening, psychodiagnosis, and personality; 

3) Provide a report to the referring source that integrates current test results and prior test results, as well as directly answering the 

referral questions which are specific and unique to this beneficiary;   

4)  Forward a copy of the test report to the Psychological Testing Authorization and Quality Assurance Section before a copy is given 

to the referring party. 

 

Signature of Testing Psychologist:  __________________________________________________   Date:  ________________    

 

______________________________ DMH USE ONLY BELOW THIS LINE_________________________________ 
 

Psychological Testing Referral Package 

 
       
 

Request Pending 

 

  Testing request pending (testing authorization withheld till the following conditions are met): 

  

   Receipt of Form 5005 directly from CSW with SCSW signature. 

 

  Receipt of permission to test from conservator. 

  

   Client must be examined by a medical specialist prior to psychological testing. Please inform this office when the exam has occurred. 

  

  Other ______________________________________________________________________________________________________  

             

Reviewer: __________________________________________________ Date: ____________________________________________ 

 

This message is intended only for the individual or entity to which it is addressed and may contain information that is privileged and confidential under 

applicable Federal or State Law.  If the reader of this message is not the intended recipient or the employee or agent responsible for delivering the 

message to the intended recipient, you are hereby notified that any dissemination, distribution or copying of the communication is strictly prohibited.  

If you have received this message in error, please telephone the originator of this message immediately. 

Medi-Cal status must be verified prior 

to performing psychological testing.  
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