	Anne R. Robbins, Psy.D.

14 Elliott Avenue, Suite 7
Bryn Mawr, PA 19010

610 527-9662



CONSENT FOR ASSESSMENT OF MINOR CHILD
We give permission for a neuropsychological evaluation of our child ______________________ 
__________________________________________to be administered by Anne R. Robbins, Psy.D.   

Parent_____________________________________________
    Date__________________

Parent_____________________________________________
     Date__________________

{Signature of both parents required}

Payment Policy

Payment for testing is due when service is rendered. Clients may pay by cash or check. 

Cancellation policy

Sessions must be cancelled before 8 AM the day of testing or clients will be charged for that session.

Agreement

We have read and understand the above payment policy and agree to assume financial obligation for the services rendered. 

Parent(s)______________________________________________           

Date____________________

