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INFORMED CONSENT FOR NEUROPSYCHOLOGICAL TESTING

USE THIS FORM ONI".Y IF YOUR CHILD
ts BErNc FUNDED By THE SCHOOL ptsTRtcT FoR AN]EE

Dr. Dana Chidekel, will administer neuropsychological and ps.vchological tests to
the child for whom you are responsible. If you

have questions about testing, please discuss them with her. ll is important that you. the adult
legally responsible for tlte abovemcntioned child (herrcelbrth, "my child"), undentand this
process. lnitial each item below to indicate you have read it carefully and understand it:

l. I understand Dr. Chidekel will conduct an e valualion of my child consisting of
standard neuropsychological tests. I understand that Dr. Chidekel will write a formal evaluation
report based on the results of the testing.

2. I understand a copy of the rcport will be sent to the
School District. lauthorizeDr. Chidekel to share tlre results with them.

3. I undersumd that if I or my child disclose(s) certain types of information to Dr.
Chidekel, she may be required by law or permitted to communicate this infbrmation ro other
people. Information that can mandate or allow a breach of confidentiality include reporrs of child
or elder physical/sexuol/emotional abusc and tlrreats nry child makcs to harm hinr/herself or harm
another person.

_4.1 understand that Dr. Chidekcl will need to get records
of this evaluation and will need to speak with my child's teache(s). She
io rny child's classroom, if indicatecl. t consent to her doing so

from the school ss part
is likely to make a visir

5. I understand that as part ol'this evaluation, l)r. Chidekel may rvish ro get
panies whosc names I providc. and that she will norinformation about my child from other third

do so without my wrinen consent.

6. I understand that the school district will pay the fees for rhe evaluation. bur
they will not pay for charges incuned if l'm late for appointments. lt will nor pay lbr extra rime
necessary to complete an assessmenl that is necessitated by lateness; nor will it apply to time set
aside for me that I cancel with less than 24 hours nol.ice without good cause (e.g. illness). I agree
to pay these charges directl-v, at her customary rate of $160.00 per hour.

CONSENT ACREEMIINT: I have read, undcrstood, and agreed to each ot" rhe previous items. t
asked questions about &ny p&rt-s tlrat caused conccrn or I ditl not understand. I understand and
agree to the nature and purpose of this evaluation, how it will be reported, and to each of the
poi nts enumerated above.

Signature

Address and phonc

Name Date

1"832L Ventura Blvd., Suite 900
Iarzana, CA 91356

Neuropsychological Assessment
Consultation

Phone 818 705-4305
Fax 818 7O5-43O7

www.drdonoc.com


