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Merlyn Hurd, Ph.D., QEEG-D; ECNS; BCB; BCN Senior Fellow

928 BROADWAY, SUITE 305

New York, New York  10010

Tax ID: 13 3526162

NY State License: 7301

Tel: 212 807 8690

merlynh@nyneurofeedback.com

Name___________________________
DOB_____________Gender______Handedness  L/R
Street Address:_______________________________________________________________________
City, State, Zip_______________________________________________________________________
Home Phone:___________________
Work Phone:___________________________________________
E-mail address: __________________________________________________ ____________________
SS#________________________________________________________________________________
Referred by:__________________________
Phone:__________________________________________
Primary Care:__________________________
Phone:____________________________________
Emergency Contact:__________________________Phone:____________________________________
Insurance Carrier:__________________________
Phone:_____________________________________
Most Prominent Problems



How Long
_________________________________________________________

____________________________________________________________

How were you before these problems occurred (if relevant)?
____________________________________________________________

Previous symptoms throughout your entire life:
____________________________________________________________

____________________________________________________________

Current medications, reasons for taking them, and their effects on you:
____________________________________________________________

Allergies:____________________________________________________
How will you know you are done?

_________________________________________________________

Neurotherapy and Psychotherapy is a complex and typically lengthy process that varies between individuals and for the same individual at different times.  Commitment to the process with regular and frequent contact is extremely important.  I have set aside a regular appointment time for you.  It is important that you set this time aside as well.  In this context, all cancellations will be billed at the regular fee when notification is given 24 hours before the appointment. An alternative “make-up” time within a reasonable time will be negotiated at your request, if at all possible.  All financial commitments are your responsibility whether insurance covers any part of the fees.  With your signature you acknowledge permission to begin treatment and to accept the terms of these statements.
Signature:______________________________________    Date:_______________

AUTHORIZATION TO RELEASE INFORMATION VIA E-MAIL

By providing your e-mail address you agree to receive by e-mail address information about your healthcare, including protected health information.

Signature                                                          e-mail address     
