Peggy Hill, LCSW, BCN Board Certified in Neurofeedback
Windward Biofeedback Associates 

45-408 Kamehameha Highway

Kaneohe, Hi  96744 

Tel. (808) 781-3007       


CONSENT FOR PSYCHOTHERAPY, BIOFEEDBACK AND/OR                       NEUROFEEDBACK TREATMENT
Re: _____________________________________________

Peggy Hill and Staff at Windward Biofeedback Associates offer psychotherapy, biofeedback and/or EEG (brain wave) neurofeedback (NFB) training to clients in connection with a variety of conditions, some of which appear to be associated with irregular brain activity; these conditions include hyperactivity and attention deficit disorder, specific learning disabilities and conduct problems, as well as certain sleep disorders, depression, anxiety, chronic pain, minor head injury, seizure disorders, and other conditions.


Peggy Hill and Staff at Windward Biofeedback Associates are not physicians. They are aware, by experience, and through the literature, of beneficial effects of the kind of psychotherapy, biofeedback, and neurofeedback (NFB) they offer, including remediation of attention deficit disorder and hyperactivity, recovery from some of the consequences of brain injury, and reduction of incidence and severity of seizures in seizure disorders.  Scientific investigation is ongoing to determine the mechanism by which these benefits are achieved.  At present, Peggy Hill and Staff at Windward Biofeedback Associates recommend NFB training on the basis of empirical observation of improvement in clients with similar conditions.


No representation is made that any individual client will improve from treatment.  There is some indication that in a few clients who do experience benefit using biofeedback/NFB techniques, the improvement may fall off after the cessation of training.  These individuals would benefit from periodic follow-up, or booster sessions.  The training appears to be a harmless procedure as far as is known at present.  No injuries are known in the experience of staff of this clinic, or in the literature reviewed.  Nevertheless, beyond this, no representation is made concerning the safety or efficacy of the training.  Any questions should be addressed to the prospective client’s physician.  The client should continue ongoing therapies until otherwise advised by his physician.


It is the client’s own responsibility to monitor the subjective effects of treatment/training, and to continue psychotherapy and/or training so long as benefit is perceived.  Windward Biofeedback Associates encourages the client to evaluate progress after about ten sessions to determine if further training is indicated.  Windward Biofeedback Associates invites discussion at this point, or at any point in the therapy or training.


By signing this form, the client indicates his/her understanding of the principles set forth here, and waives any claim of damages due to the treatment/training, including worsening of the client’s condition for which treatment/training t was undertaken, claimed side effects, or the failure to improve with treatment/training.  In addition, the client agrees to take full responsibility for his/her treatment/training, the benefit of such treatment/training, or the lack thereof, and further agrees to hold Windward Biofeedback Associates harmless from all claims associated with such treatment/training.


The client further agrees that Peggy Hill and staff of Windward Biofeedback Associates may consult with the client's primary care practitioner or specialist with regard to the NFB training, and the results obtained.  The client further agrees    

 Yes      No   that the data obtained in connection with the NFB training may be used by Windward Biofeedback Associates in publications, with protection of the privacy and preservation of the anonymity of the client.  The client agrees to submit any dispute with Peggy Hill/Windward Biofeedback Associates to binding arbitration under the rules of the American Arbitration Association.  If the client is a minor, the parent or guardian of the aforesaid client agrees to these conditions on behalf of the client. 

Consent to TREATMENT (PLEASE INITIAL ALL BOXES)

· I acknowledge that I have received information about the therapy I am considering. I have had all my questions answered fully. 

· I do hereby seek and consent to take part in the treatment by the therapist named below. I understand that developing a treatment plan with this therapist and regularly reviewing our work toward meeting the treatment goals are in my best interest. I agree to play an active role in this process. 

· I understand that no promises have been made to me as to the results of treatment or of any procedures provided by this therapist. 

· I am aware that I may stop my treatment with this therapist at any time. The only thing I will still be responsible for is paying for the services I have already received.   

· I know that I must call to cancel an appointment at least 24 hours before the time of the appointment. If I do not cancel or do not show up, I am responsible for the cost of that visit as I reserved that time exclusively and insurance companies do not cover the cost of missed appointments. 

· I have received a copy of the HIPAA Federal guidelines concerning client confidentiality and portability of health insurance, and my questions about this guideline have been answered. . 
Client:






Parent/Guardian 






Age:__
Date of Birth:

M/F If child:  Grade:
 School:

Teacher: 




Physician/Primary Care Specialist:





Tel 





Psychiatrist:








 Tel: 





Current Medications: 













Other Care Provider:







 Tel 





Presenting Concerns :(1)











(2)














(3)














Comments:



























Signature:





    Relationship:






Signature:





    Relationship:







Date:








Witness:







Diagnosis:







PLEASE COMPLETE ALL INFORMATION IN NEXT SECTION
Payment Information & Life Time Insurance Authorization

Provider's Name:    Margaret S. Hill (Peggy), LCSW, BCD, Board Certified in Neurofeedback (BCN)



Provider's Address:
45-408 Kamehameha Hwy, Kaneohe, Hi 96744







Client's Name:







 DOB:





Client's Address: 




City:




Zip:



e-mail:




Cell phone:

 
       Home Phone:




Medical Insurance Plan:






Plan Number:



 
Subscriber's name:




ID (if different from plan #):





Subscriber’s DOB

Billing Authorization Period:  From:
        To:*               (* or until revoked/rescinded) 

Please initial appropriate boxes:


I request that payment under the medical insurance program be made either to me or to the provider named above on any bills for services furnished to me during the effective period of this authorization, and I authorize the above-named provider to release to the Managed Care Medical Insurance Plan and/or Social Security Administration or its intermediaries or carriers any information needed for this claim or any related Medical Insurance. Medicaid, and/or Medicare claim.  I further permit a copy of this authorization to be used in place of the original.

I understand that I am personally responsible for all mandated co-payments and for State of Hawaii GE tax. I understand that I will receive a monthly statement of these charges with information about insurance company 

payments.  My co-payment is $
   
  per visit and my Medical Insurance Program allows: 
   # visits per year, renewing in (month):

.  I understand that Managed Care Medical Insurance Plans may reject the claim or limit visits to a predetermined number.  I agree to cover the cost of any treatment visits not covered or disallowed by my medical plan at the same cost paid by the medical plan, unless other arrangements have been made.  

I understand that if I do not attend or cancel a scheduled appointment 24 hours in advance, I may be personally responsible for part or all of the cost of that appointment as I have reserved that time.

. . . . . . . . . . OR. . . . . . . . . . 

I will pay privately.  Private rate is:  $ 80  per session to be paid at end of each session by cash or check. 
Date:


Client's/Guardian's Signature:








Peggy Hill, LCSW, BCN Board Certified in Neurofeedback
Windward Biofeedback Associates 

45-408 Kamehameha Highway

Kaneohe, Hi  96744 

Tel. (808) 781-3007       

Request/Authorization to Obtain Confidential Records and Information 

I hereby authorize my primary care physician







    

Address: 









Phone: 



to release information from records about 





born on:


for the purpose of coordinating care 

These records concern the time between 




 and 




The information to be disclosed is marked by an X in the boxes below, and the items not to be released have a line drawn through them. Page numbers are indicated when appropriate. 

Intake and discharge summaries  Medical history and evaluation(s) Mental health evaluations 

Developmental and/or social history Educational records 

Progress notes, and treatment or closing summary Other: 





HIV-related information and drug and alcohol information contained in these records will be released under this consent unless indicated here:         Do not release. 
Please forward the records to the address in the letterhead at the top of this form.

I have had explained to me and fully understand this request/authorization to release records and information, including the nature of the records, their contents, and the consequences and implications of their release. This request is entirely voluntary on my part. I understand that I may take back this consent at any time within 90 days, except to the extent that action based on this consent has already been taken. This consent will expire automatically after 90 days from the date on which it is signed, or upon fulfillment of the purposes stated above.

Signature of client                                           

Printed name                                         

                    Date 

 Signature of parent/                           


Printed name                     

Relationship                Date

 guardian/representative 

I witnessed that the person understood the nature of this request/authorization and freely gave his or her consent, but was physically unable to provide a signature. 

  Signature of witness                                                  
  Printed name                                   


  Date 

Copy for patient or parent/guardian Copy for source of records Copy for recipient of records 
Peggy Hill, LCSW, BCN Board Certified in Neurofeedback
Windward Biofeedback Associates 

45-408 Kamehameha Highway

Kaneohe, Hi  96744 

Tel.  (808) 781-3007       

Request/Authorization to Release Confidential Records and Information 

I hereby authorize   Peggy Hill and Windward Biofeedback Associates at the above address
to release information from records about 





born on:


to my Primary Care Physician: 





 (address)












       (phone/fax)



for the purpose of coordinating care.
These records concern the time between 




 and 





The information to be disclosed is marked by an X in the boxes below, and the items not to be released have a line drawn through them. Page numbers are indicated when appropriate. 

Intake and discharge summaries Medical history and evaluation(s) Mental health evaluations 

Developmental and/or social history Educational records Progress notes, and treatment or closing summary Other: 





HIV-related information and drug and alcohol information contained in these records will be released under this consent unless indicated here:         Do not release. 
I have had explained to me and fully understand this request/authorization to release records and information, including the nature of the records, their contents, and the consequences and implications of their release. This request is entirely voluntary on my part. I understand that I may take back this consent at any time within 90 days, except to the extent that action based on this consent has already been taken. This consent will expire automatically after 90 days from the date on which it is signed, or upon fulfillment of the purposes stated above.

Signature of client                                           

Printed name                                         

                    Date 

 Signature of parent/                           


Printed name                     

Relationship                Date

 guardian/representative 

I witnessed that the person understood the nature of this request/authorization and freely gave his or her consent, but was physically unable to provide a signature. 

  Signature of witness                                                  
  Printed name                                   


  Date 

Copy for patient or parent/guardian Copy for source of records Copy for recipient of records 
Symptom Inventory: (name) 
                                                                   (date)
                     (total score)    

Rating Scale:  0=no symptoms; 1=occasionally experienced; 2=often experienced; 3=almost always experienced
	Sleep___________
· Difficulty falling asleep

· Difficulty maintaining sleep

· Difficulty waking

· Nightmares or vivid dreams

· Night terrors

· Restless sleep

· Snoring

· *Sleep apnea 
· Tooth grinding during sleep (Bruxism) 

· Sleep walking

· Talking during sleep

· Night sweats

· *Narcolepsy (can’t stay awake during the day)
· Periodic leg movements

Attention and learning_________
· Inattention

· Poor short-term memory

· Distractibility (trouble sitting still)
· Doesn’t try very hard
· Trouble finishing things
· Difficulty thinking clearly

· Difficulty making decisions

· Poor vocabulary 

· Messy handwriting 

· Poor drawing ability

· Poor math

· Reading difficulty

· Not listening

· Lacking common sense

Sensory_________
· Extremely sensitive to light

	· Extremely sensitive to sound

· Extremely sensitive to touch
· Tinnitus (ringing in ear)
· Vertigo (dizziness)
· Seriously impaired vision
· Chemical sensitivities

· *Somato-sensory deficits (developmental issue)
· Poor body awareness

· Motion sickness

· Clumsiness

· Poor grooming
Behavioral_______
· Stuttering 

· Poor Speech articulation

· Impulsivity

· Rages 

· Hyperactivity

· Class clown

· Motor or vocal tics   

· Compulsive behaviors

· Inflexibility 

· Manipulative behavior

· Aggressive behavior

· Oppositional and defiant 

       behavior

· Crying 

· Poor eye contact

· Autistic self stimulation
· Addictive behaviors

· Nail biting

· Lack of social interest

· Lack of appetite  awareness

· Compulsive eating

· Binging and purging

· Lack of sense of humor
	Emotional________
· Irritability (snappy)
· Agitation (can’t settle down)
· Emotional reactivity-easily upset 

· Mood swings

· Depression

· Mania 

· Anxiety

· Fears 

· Obsessive worries

· Lack of emotional awareness

· Lack of social awareness

· Low self-esteem

· Panic attacks

· Flashbacks of trauma

· Dissociative episodes 

· Anger

· Impatience

· Suicidal thoughts

· Paranoia

Physical__________
· Low muscle tone

· *Spasticity

· Chronic constipation

· *Irritable bowel



· *Seizures (epilepsy)
· Poor fine motor coordination                                                                          

· Poor gross motor coordination

· Poor balance

· *Immune deficiency

· PMS symptoms

· Heart palpitations

· *Tachycardia

· *High blood pressure

· *Reflux


	· Tremor (periodic mild shaking)
· Rigidity (always very stiff)
· Fatigue

· Asthma

· Sugar craving and reactivity

· Allergies

· Hot flashes

· Muscle tension
· BedWetting/day time accidents
Pain______________
· Chronic aching pain

· Migraine headaches

· Muscle tension headaches

· *Trigeminal neuralgia

· *Sciatica

· *Fibromyalgia pain

· Chronic nerve pain

· Stomach aches

· Intestinal pain

· Joint pain

· *Neuropathy pain

· Muscle pain

· Jaw pain

Medications for:

(tracking dose or frequency of use)

· Attention/Hyperactivity

· Sleep                            __ Pain 

· Mood                    __Hormones
· Behavior

· Allergies

· Asthma

· Seizures

· Inflammation

· Movement disorders

· Blood pressure

· Blood sugar/Cholesterol

· Reflux              __ Constipation 


* = Medically diagnosed conditions
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	Please read each statement and circle a number 0, 1, 2, or 3 that indicates how much the statement applied to you over the past week.  There is no right or wrong answer.  Do not spend too much time on any statement.
	
	
	
	
	
	 

	
	
	
	
	
	
	 

	
	
	
	
	
	
	 

	 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	 

	The rating scale is as follows:
	 
	 
	
	
	
	
	
	
	
	 

	0
	Did not apply to me at all
	 
	 
	
	
	
	
	
	
	
	 

	1
	Applied to me to some degree, or some of the time
	
	
	
	
	
	
	
	 

	2
	Applied to me to a considerable degree, or a good part of time
	
	
	
	
	
	
	
	 

	3
	Applied to me very much, or most of the times
	 
	
	
	
	
	
	
	
	 

	 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	 

	 
	1
	
	I found it hard to wind down
	
	
	
	
	
	
	0
	1
	2
	3

	 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	 

	 
	2
	
	I was aware of dryness of my mouth
	
	
	
	
	
	0
	1
	2
	3

	 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	 

	 
	3
	
	I couldn't seem to experience any positive feeling at all
	
	
	
	
	0
	1
	2
	3

	 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	 

	 
	4
	
	I experienced breathing difficulty (eg, excessively rapid breathing, breathlessness in the absence of physical exertion)
	
	0
	1
	2
	3

	 
	
	
	
	
	
	
	
	

	 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	 

	 
	5
	
	I found it difficult to work up the initiative to do things
	
	
	
	
	0
	1
	2
	3

	 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	 

	 
	6
	
	I tended to over-react to situations
	
	
	
	
	
	0
	1
	2
	3

	 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	 

	 
	7
	
	I experienced trembling (eg, in the hands)
	
	
	
	
	
	0
	1
	2
	3

	 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	 

	 
	8
	
	I felt that I was using a lot of nervous energy
	
	
	
	
	0
	1
	2
	3

	 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	 

	 
	9
	
	I was worried about situations in which I might panic and make a fool of myself
	
	
	0
	1
	2
	3

	 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	 

	 
	10
	
	I felt that I had nothing to look forward to
	
	
	
	
	
	0
	1
	2
	3

	 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	 

	 
	11
	
	I found myself getting agitated
	
	
	
	
	
	0
	1
	2
	3

	 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	 

	 
	12
	
	I found it difficult to relax
	
	
	
	
	
	
	0
	1
	2
	3

	 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	 

	 
	13
	
	I felt down-hearted and blue
	
	
	
	
	
	
	0
	1
	2
	3

	 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	 

	 
	14
	
	I was intolerant of anything that kept me from getting on with what I was doing
	
	
	0
	1
	2
	3

	 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	 

	 
	15
	
	I felt I was close to panic
	
	
	
	
	
	
	0
	1
	2
	3

	 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	 

	 
	16
	
	I was unable to become enthusiastic about anything
	
	
	
	
	0
	1
	2
	3

	 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	 

	 
	17
	
	I felt I wasn't worth much as a person
	
	
	
	
	
	0
	1
	2
	3

	 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	 

	 
	18
	
	I felt that I was rather touchy
	
	
	
	
	
	0
	1
	2
	3

	 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	 

	 
	19
	
	I was aware of the action of my heart in the absence of physical exertion (eg, sense of heart rate increase, heart missing a beat)
	
	0
	1
	2
	3

	 
	
	
	
	
	
	
	
	

	 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	 

	 
	20
	
	I felt scared without any good reason
	
	
	
	
	
	0
	1
	2
	3

	 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	 

	 
	21
	 
	I felt that life was meaningless
	 
	 
	 
	 
	 
	0
	1
	2
	3


Please complete the reverse side

