
 

 

 Informed consent for Neurofeedback Treatment  

NEUROFEEDBACK - PATIENT SERVICE AGREEMENT 

Welcome to Jamron Counseling. This document contains important information about 

my professional services and business policies. It also contains summary information 

about the Health Insurance Portability and Accountability Act (HIPAA), a federal law 

that provides privacy protections and patient rights about the use and disclosure of your 

Protected Health Information (PHI) for the purposes of treatment, payment, and health 

care operations. Although these documents are long and sometimes complex, it is very 

important that you understand them. When you sign this document, it will also 

represent an agreement between us. We can discuss any questions you have when you 

sign them or at any time in the future. 

 

PATIENT RIGHTS AND RESPONSIBILITIES 

Neurofeedback works in part because of clearly defined rights and responsibilities held 

by each person. As a client of neurofeedback, you have certain rights and responsibilities 

that are important for you to understand. There are also legal limitations to those rights 

that you should be aware of. I, as your Neurofeedback Clinician, have corresponding 

responsibilities to you. These rights and responsibilities are described in the following 

sections. 

 

NEUROFEEDBACK SERVICES 

Neurofeedback is built upon the theories of neuroplasticity and epigenetics which 

postulates that the brain has the capacity to rewire neural networks through experience. 

It is one of the training modalities used to address symptoms of mental health disorders, 

specifically as it pertains to depression and anxiety.  

 

We use noninvasive technology to measure the brainwave activity on the scalp through 

use of silver electrodes. The information is used to teach the patient how to self-regulate 

and manage their symptoms. 

 

APPOINTMENTS 

Appointments will ordinarily be 45 minutes in duration, twice per week at a time we 

agree on, although some sessions may be more or less frequent as needed. The time 

scheduled for your appointment is assigned to you and you alone. If you need to cancel 

or reschedule a session, I ask that you provide me with 24 hours notice. If it is possible, I 

will try to find another time to reschedule the appointment. In addition, you are 

responsible for coming to your session on time; if you are late, your appointment will 



still need to end on time. We do not reimburse for missed appointments if you 

purchased a package. Furthermore, there will be a charge of $70 for a missed 

appointment if you do not inform our office of the cancellation at least 24 hours before 

your scheduled appointment. 

 

TREATMENT ADHERENCE  

As in any new learning situation or therapy process, it takes consistency and 

commitment for there to be positive results. Once progress has taken place new 

behaviors should be easier to maintain with less effort. You are therefore responsible for 

following through with appointments and any instructions for at-home practices in 

order for you to experience optimal self-growth and maintain symptom relief.  

 

Failure to adhere to treatment instructions may result in reduced effectiveness of 

neurofeedback training. 

 

BENEFITS AND RISKS 

The Neurofeedback Clinician will provide the utmost competent and efficacious 

neurofeedback treatment and will take the appropriate measures to ensure that progress 

towards positive results are made. However, neurofeedback treatment results are not 

guaranteed. It is important to understand and acknowledge the benefits and risks. While 

there is an abundance of scientific literature that supports the efficacy of neurofeedback 

treatment for mental health related disorders the benefits and risks should be 

considered by the patient. Some known benefits of neurofeedback treatment include but 

are not limited to a reduction in feelings of distress, improved mood, enhanced mental 

clarity, increased satisfaction in interpersonal relationships, greater personal awareness 

and insight, increased skills for managing stress and resolutions to specific problems.   

Known risks include headaches, sleepiness, disorientation, and increased irritability and 

anxiety. Other risks may include experiencing uncomfortable feelings, such as sadness, 

guilt, anxiety, anger, frustration, loneliness and helplessness. These risks can last for a 

few hours or days but do not typically exceed a week. 

 

Neurofeedback should not be confused as a substitute for the benefits of medication and 

psychotherapy. You are free to explore such options in tandem while undergoing 

neurofeedback treatment. We highly recommend that you inform your physician and 

mental health practitioners that you are receiving neurofeedback training. With your 

written consent, we are also happy to communicate with your doctor so that you may 

receive the most comprehensive treatment. 

 

Please be aware that taking illicit drugs and drinking alcohol during training may affect 

you in unusual ways. Furthermore, certain prescribed medication and over the counter 

medicine including herbal supplements and vitamins can interfere with neurofeedback 

treatment. We encourage you to inform us to the best of your knowledge on your 

medication and drug use history.  

 



We will check in with you during your sessions but it is ultimately your responsibility to 

be honest and open in reporting your health progress and concerns. It is not advisable to 

cease treatment before completing the agreed upon session amount. Should you choose 

to discontinue treatment, Jamron Counseling will not be held liable for the results due 

to noncompliance of the treatment adherence terms. 

 

*Please note that our practice does not have prescription privileges and are limited by 

law regarding the information we can provide for you. Consult your physician or 

psychiatrist for consultation on matters that relate to medication. 

 

INSURANCE AND FEES 

Presently, insurance companies consider neurofeedback as experimental treatment and 

typically do not cover the costs of neurofeedback treatment. Therefore, we do not accept 

insurance for neurofeedback services and the patient is responsible for the full payment. 

To help offset the costs, we offer neurofeedback packages that can be purchased in 

advance. 

 

The standard fee for the initial intake is $200.00 and each subsequent session is 

$150.00.  These prices do not apply if a Neurofeedback package is purchased. You are 

responsible for paying at the time of service unless prior arrangements have been made. 

Appointments that are missed or are cancelled with less than 24 hours notice will incur 

a fee of $150. If you purchased a package, a separate fee will not be charged, however 

the missed session will be counted against the total number of sessions included in the 

package. Please refer to the Credit Card Authorization form for more details. 

 

Payment may be made with check, credit, or cash. Checks should be written out to: 

Jamron Mental Health Counseling PC. Any checks returned to my office are subject to 

an additional fee of up to $25.00 to cover the bank fee that I incur. If you refuse to pay 

your debt, we will use the credit card authorization on file to collect payment. If that 

option is unavailable, we reserve the right to use an attorney or collection agency to 

secure payment. 

 

In order for us to set realistic treatment goals and priorities, it is important to evaluate 

what resources you have available to pay for your treatment. With your permission, my 

billing service and I will assist you to the extent possible in providing information for 

reimbursement but you are responsible for payment and for keeping us updated in 

regards to paperwork or forms needed from our office.  

 

Our office offers in house financing for Neurofeedback services. Please refer to the 

Financing and Payment agreement forms for more details on your options and 

responsibilities.  

 

PROFESSIONAL RECORDS 

I am required to keep appropriate records of the psychological services that I provide. 

Your records are maintained in a secure location. I keep brief records noting that you 



were here, your reasons for seeking therapy, the goals and progress we set for treatment, 

your diagnosis, topics we discussed, your medical, social, and treatment history, records 

I receive from other providers, copies of records I send to others, and your billing 

records. Except in unusual circumstances that involve danger to yourself, you have the 

right to a copy of your file. Because these are professional records, they may be 

misinterpreted and / or upsetting to untrained readers. For this reason, I recommend 

that you initially review them with me, or have them forwarded to another mental 

health professional to discuss the contents. If I refuse your request for access to your 

records, you have a right to have my decision reviewed by another mental health 

professional , which I will discuss with you upon your request. You also have the right to 

request that a copy of your file be made available to any other health care provider at 

your written request. 

 

Additionally, any assessments or measuring tools used online will be encrypted and your 

information will be protected to our greatest capacity. 

 

DATA ANALYSIS 

We are dedicated to the field of neurofeedback and may conduct research. We may use 

data from sessions to conduct research that supports neurofeedback treatment. We do 

not analyze identifying factors and your information will remain anonymous. By signing 

below, you are agreeing to allow your data to be used for statistical analysis for our 

practice and any research produced by the clinicians employed by the practice.  

 

CONFIDENTIALITY 

My policies about confidentiality, as well as other information about your privacy rights, 

are fully described in a separate document entitled Notice of Privacy Practices. You have 

been provided with a copy of that document and we have discussed those issues. Please 

remember that you may reopen the conversation at any time during our work together. 

 

PARENTS & MINORS 

While privacy in therapy is crucial to successful progress, parental involvement can also 

be essential. It is my policy not to provide treatment to a child under age 13 unless s/he 

agrees that I can share whatever information I consider necessary with a parent. For 

children 14 and older, I request an agreement between the client and the parents 

allowing me to share general information about treatment progress and attendance, as 

well as a treatment summary upon completion of therapy. All other communication will 

require the child’s agreement, unless I feel there is a safety concern (see also above 

section on Confidentiality for exceptions), in which case I will make every effort to notify 

the child of my intention to disclose information ahead of time and make every effort to 

handle any objections that are raised.   

 

ETHICS 

Our practice is guided by the code of ethics as set forth by the the American Counseling 

Association and the International Society for Neurofeedback and Research. More 



information about these organizations can be found at www.counseling.org and www. 

Isnr.org respectively. 

 

CONTACTING ME  

I am often not immediately available by telephone. I do not answer my phone when I am 

with clients or otherwise unavailable. At these times, you may leave a message on my 

confidential voice mail and your call will be returned as soon as possible, but it may take 

a day or two for non-urgent matters. You may always feel free to contact me at my email 

address which will be provided to you during the initial session. If, for any number of 

unseen reasons, you do not hear from me or I am unable to reach you, and you feel you 

cannot wait for a return call or if you feel unable to keep yourself safe, go to your local 

emergency room, or call 911 and ask to speak to the mental health worker on call. I will 

make every attempt to inform you in advance of planned absences, and provide you with 

the name and phone number of the mental health professional covering my practice if 

applicable.  

 

OTHER RIGHTS 

If you are unhappy with what is happening in therapy, I hope you will talk with me so 

that I can respond to your concerns. Such comments will be taken seriously and handled 

with care and respect. You may also request that I refer you to another therapist and are 

free to end therapy at any time. You have the right to considerate, safe and respectful 

care, without discrimination as to race, ethnicity, color, gender, sexual orientation, age, 

religion, national origin, or source of payment. You have the right to ask questions about 

any aspects of therapy and about my specific training and experience. You have the right 

to expect that I will not have social or sexual relationships with clients or with former 

clients. 

 

CONSENT TO NEUROFEEDBACK  

Your signature below indicates that you have read this Agreement, the Notice of Privacy 

Practices, the Neurofeedback Treatment Information Sheet, Price List, and the Credit 

Card Authorization Policy and agree to their terms. 

 

_________________________________________ Date  ___________ 

Signature of Patient or Personal Representative 

 

_________________________________________  

Printed Name of Patient or Personal Representative  

 



__________________________________________ Date ___________ 

Signature of Clinician 

 

 


