
Pediatric Psychology Referrals 

4055 Westown Parkway 

West Des Moines, IA 50266 

Office: (515) 224-3399 

Fax: (515) 241-3290 

unitypoint.org 

   

 

Date: ________________ 

Confidentiality Notice 
This message is intended only for the use of individual or entity to which it is addressed and may contain information that is privileged, confidential and exempt from disclosure under applicable law.  If the reader of this 
message is not the intended recipient, or the employee or agent responsible for delivering the message solely to the intended recipient, you are hereby notified that any dissemination, distribution or copying of this 
communications is strictly prohibited.  If you have received this communication in error, please notify us immediately by telephone as indicated above.  This fax may contain information disclosed to you from records protected 
by federal confidentiality rules (42CFR, part 2).  Federal rules prohibit re-disclosure of this information without express written consent of the person to whom it pertains or as otherwise permitted by law. 

 

ATTENTION:  PLEASE ATTACH SPECIFIC DETAILS AND/OR RECORDS REGARDING THE CHILD’S 

SYMPTOMS/CONCERNS OR THE REFERRAL MAY BE RETURNED

Reason for Referral:     

☐ Autism Testing 

☐ Intellectual Disability (ID) Testing        

☐ One-time behavioral consult for a child with autism, ID, and/or global developmental delay 

• What specific behavior and when/where is it happening (e.g., child is aggressive during morning 

routine)?:_________________________________________________________________________________________ 
 

Please list specific concerns for this child (this section must be completed): 

_____________________________________________________________________________________

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 
 

Symptoms/Concerns (check all that apply):       

Autism-related concerns? Yes / No 

☐ Peer difficulties 

☐ Limited social 

communication (e.g., back-

and-forth interaction) 

☐ Repetitive behaviors/ 

intensive interests 

Other concerns? Yes / No 

☐ Intellectual disability 

☐ Developmental delay 

☐ Speech/Language 

☐ Attention/Hyperactivity 

☐ Aggression  

 

☐ Mood lability (e.g., irritability) 

☐ Anxiety/Fears 

☐ In utero substance exposure  

☐ Tics/OCD  

☐ Other: _________

 
PATIENT: _______________________________________________ DOB: _____________ M ☐ F ☐ 

                 (First)                     (MI)                          (Last) 
 

ADDRESS: ____________________________________________________________________________ 
 
PRIMARY PHONE NUMBER: ______________________________________________________________ 

 

Parent/Guardian:  Name: _______________________________ DOB: ______________  

(W) ______________________ (Cell) _________________________ 

Parent/Guardian:  Name: _______________________________ DOB: ______________  

(W) ______________________ (Cell) _________________________ 

 
INSURANCE INFORMATION: Please include copy of front and back of insurance card(s) 
 
Primary Insurance: _______________________ Subscriber: ______________________________ DOB: ___________ 
                Group #: _______________________ Policy #: _________________________________________________ 
 
Secondary Insurance: ____________________ Subscriber: _______________________________ DOB: ___________ 
                Group #: _______________________ Policy #: _________________________________________________ 
 
Medicaid #: _____________________________ Assigned MCO: ____________________________________________ 
 

REFERRING PHYSICIAN: __________________________________________________________________________ 

Address: _________________________________________ Phone: __________________ Fax: __________________ 

INTERPRETER NEEDED?   YES ☐   NO ☐     Preferred Language: _____________________ 

☐ Self-injurious behavior 


