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LEARNING COMPREHENSIVE COMPASSIONATE
DISABILITY REPORTS CARE
EVALUATIONS

ADHD
EVALUATIONS

Informed Consent for

Psychological Services & Evaluation

Provider: Jeff Daly, PsyD | License #: 19886
Phone: 760-205-6169 | Email:sandiegoadhdclinic@gmail.com

We provide comprehensive psychological evaluations designed to bring clarity,
deeper understanding, and a clear path forward. Each evaluation is thoughtfully

WELCOME & PURPOSE structured to look beyond surface-level concerns, offering a nuanced view of

cognitive, emotional, and behavioral functioning.

Our approach is both thorough and highly individualized, grounded in clinical
expertise and guided by careful attention to each person’s lived experience. We
aim not only for diagnostic accuracy, but for meaningful insight that can inform
educational planning, treatment, and everyday life.
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¢ Services may include evaluation, consultation, and/or treatment.

NATURE OF SERVICES e Includes clinical interviews, psychological and/or neuropsychological and

developmental testing, record review, and a comprehensive written report.

FEES & PAYMENT

APPOINTMENTS &
SCHEDULING
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CONFIDENTIALITY

MINORS (CALIFORNIA)

EMERG ENCIES
CLI ENTRIGHTS
RECORDS

CONSENT
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Client Name:

o Flat fee based on full evaluation and report
e Payment due in full prior to services
L ]

Insurance is NOT accepted

o All major credit cards accepted

e Superbill available upon request

e Services are virtual and/or in-home

® 24-hour cancellation notice required
Virtual services use HIPAA-compliant technology.

Information is confidential except in cases of risk of harm, abuse reporting,
court order, or written authorization.

Parent/guardian consent required. Minor confidentiality is handled using
clinical judgment in accordance with California law.

Call 911 in emergencies.
You may ask questions, participate in care, or discontinue services at any ti em
Maintained per California law.

| understand and agree to the above terms, including full payment prior to services.

Date:

Signature:

Parent/Guardian (if applicable):

(if applicable)

Provider Signature:

Date:






