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INFORMED CONSENT FOR NEUROPSYCHOLOGICAL ASSESSMENT 

 
I understand that I am agreeing to be evaluated by Dr. Roger Light, a clinical neuropsychologist, 
as an independent medical examination. I understand that Dr. Light is a clinical psychologist 
with specialty training in neuropsychology.  
 
Dr. Light is a clinical psychologist, licensed by the state of California, with specialty training in 
neuropsychology (including postdoctoral training in neuropsychology). I am more than happy to 
address any of your questions or concerns about this process, and to answer any questions about 
my credentials. It is your right to contact the Medical Board of California complaint line at (800) 
633-2322. 
 
__________ (check here if read and understood) 
 
The neuropsychological evaluation will require several hours of testing in such areas as thinking, 
knowledge, problem solving, language, drawing, attention, and memory. In some cases, I will 
ask you questions while I write down the answers, and in other cases, you will work while I 
observe you. These tests may remind you of things that you did in school, and may be mentally 
taxing. Some of the tasks may seem easy, and others may seem very difficult. You are not 
expected to correctly answer all of the items, but it is to your advantage to guess, even when 
unsure, and try as hard as you can. Testing may include measures or items which assess 
motivation to perform to the best of one’s abilities. After the assessment is completed, I will 
write a report. You must sign a release of information to other individuals with whom you would 
like to share the obtained information.  
 
__________ (initial here if read and understood) 
 
In addition to the tests, the neuropsychological assessment consists of a personal interview, in 
which I will ask you questions about yourself. If you feel uncomfortable about any of the 
questions, please let me know, so that we can talk about your concerns. Some of the questions 
and forms will address your emotions, and it is important that you answer these as honestly as 
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possible. The information in this assessment will remain confidential and will not be released, 
except to those for whom you signed a release, and to the IME party requesting this evaluation. 
In the case of an IME, release of a report and findings will only be made to the party requesting 
the independent medical examination. Release to other parties requires your consent. However, it 
is possible that my records could be subpoenaed, and could become involved in legal 
proceedings. Some of the more common circumstances in which this could occur include 
financial compensation for injuries and illness, guardianship, conservatorship, and/or child 
custody. In addition, it is possible that, in order to give the best treatment possible, I might 
consult with another licensed specialist on this case, who would be bound to the same guidelines 
of confidentiality. I am required to contact appropriate authorities if you are thought to be a harm 
to yourself, a harm to another, or have been involved in either child or elder abuse/neglect. In 
addition, there are other exceptions to confidentiality, mandated by state and federal laws, 
including those which may involve divulging of information for our safety or the safety of 
others.  
 
__________ (initial here if read and understood) 
 
I understand that, since this evaluation is an independent medical exam, the results of this 
examination may not be made available to me (at the discretion of the party requesting the IME). 
No treating doctor/patient relationship exists in an IME, therefore the typical patient/doctor 
relationship is not applicable. I understand that Dr. Roger Light is not available to treat me or 
make treatment referrals or decisions as a result of this examination.  
 
__________ (initial here if read and understood) 
 
Appointments: 
If you are unable to keep an appointment, please notify me immediately. You may leave a 
message at the above office phone number at any time. If an appointment is missed or cancelled 
without 24 hours notice, you may be charged for the session. Please note that insurance 
companies often will not pay for this kind of missed session, so you will be responsible for 
payment if you do not contact me at least 24 hours in advance.  
 
__________ (initial here if read and understood) 
 
If you have read, understood, and checked off each of the prior sections, please read the 
following “Consent Agreement” statement carefully, and if you are in agreement, please sign the 
statement. Please do not sign the statement if you have further questions, or if there are any parts 
of this document that you do not understand.  
 
Consent Agreement: I have read, agreed to, and checked off each of the previous sections. I have 
asked questions about any parts that I did not understand fully, and have brought up any 
concerns. By signing below, I indicate that I understand and agree to the nature and purpose of 
this evaluation, how it will be reported, and to each of the points listed above. 
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Signature _____________________________________   Date _______________ 
 
 
Clinician’s Signature ____________________________   Date _______________ 
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