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Consent and Agreement for Psychological Testing and Evaluation 
 
Fill in Appropriate Lines and Check Boxes 
 
I, ________________________________________________, agree to allow the psychologist named below to perform the following services: 
 

� Psychological testing, assessment, or evaluation 
� Report writing 
� Consultation with school personnel 
� Consultation with lawyers 
� Deposition (that is, written testimony given to a court, but not made in open court) 
� Neuropsychological Testing 
� Other (describe): ________________________________________________________________________________________________ 
This agreement concerns  � myself or  �  _____________________________________________________________________________ 

 
I understand that these services may include direct, face-to-face contact, interviewing, or testing. They may also include the psychologist’s time 
required for the reading of records, consultations with other psychologists and professionals, scoring of tests, interpreting the results, and any other 
activities to support these services. 
 
Fees and Insurance 
I understand that the fee for this (these) service(s) will be about $ ____________, and that this is payable in two parts: a deposit of $ ____________ 
payable before the start of this (these) services, and a second payment of the balance due on the completion and delivery of any report (or, for 
depositions, testimony, or other services, at the time these services take place).  I understand that it is my responsibility to verify the number of 
hours my insurance will pay towards testing and assessment services. If my insurance does not cover these services, or if I do not have insurance, I 
understand that I am fully responsible for payment of these services. If I am a self-pay client, I understand that the all inclusive fee for testing and 
assessments ranges from $2500.00 to $2900.00, dependent upon need of neuropsychological testing. All inclusive is what is deemed necessary by the 
staff of Agor Behavioral Health Services, Inc. If testing is not completed after the initial session, I will be responsible for the cost of the initial 
session, currently $130.00. 
 
I understand that this evaluation is to be done for the purpose(s) of: 

1. ______________________________________________________________________________________________________________________ 
2. ______________________________________________________________________________________________________________________ 

 
I also understand the psychologist agrees to the following: 

1. The procedures for selecting, giving, and scoring the tests, interpreting the results, and maintaining my privacy will be carried out in        
    accord with the rules and guidelines of the American Psychological Association and other professional organizations. 
2. Tests will be chosen that are suitable for the purposes described above. These tests will be given and scored according to the        
    instructions in the tests’ manuals, so that valid scores will be obtained. These scores will be interpreted according to scientific findings       
    and guidelines from the scientific and professional literature. 
3. Tests and test results will be kept in a secure place to maintain their confidentiality. 

 
Confidentiality 
We are committed to making this a safe place for you to get help. To that end, we adhere to all legal protections of your confidentiality. Limitations 
include staff consultation, life-threatening behavior, child abuse, elder abuse and judge's orders to release information. This is a strictly confidential 
patient medical record. Rules governing therapy clients, such as confidentiality, parents of divorced or separated children, payment of bills, etc., 
are in effect for testing clients. Good communication between us is vital to our ability to serve you well. Please tell us about problems and 
questions that might arise. If you don't understand an answer or if new problems arise, let us know.  We want to provide you with the best possible 
care, and we need your cooperation to succeed. Please contact us if you have a concern.   
 
All items have been fully explained to me; I understand them and take full responsibility for their contents. I agree to help as much as I can, by 
supplying full answers, making an honest effort, and working as best I can to make sure that the findings are accurate. 
 
                  _________________________________________________________                                           ___________________ 
                     Signature of client (or parent/guardian)                        Date 
 
I, the psychologist, have discussed the issues above with the client (and/or his or her parent or guardian). My observations of this person’s behavior 
and responses give me no reason, in my professional judgment, to believe that this person is not fully competent to give informed and willing 
consent. 
 
                  _________________________________________________________                                           ___________________ 
                             Signature of psychologist                                          Date 
 

� Copy accepted by client         � Copy kept by psychologist 
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