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The following helps us plan training safely. It is not collected for diagnostic purposes.
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Boston Neuromind (“BNM”) provides educational cognitive-training services (neurofeedback, HRV, computerized training,
self-check tools). The provider holds Board Certification in Neurofeedback (BCN) and a doctorate in educational technology,
and is not a licensed physician or psychologist in Massachusetts. Services are not medical care, psychotherapy, or the
diagnosis or treatment of any condition.
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The procedures and programs used in this service have not been evaluated by the FDA.
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Neurofeedback is a form of biofeedback: sensors on the scalp measure brainwave activity and the system returns that

information as sound or visuals in real time. Sensors only measure; nothing enters the body. With children, sessions may take
the form of games.
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Research and clinical experience report progress for many clients, but improvement in any individual case is not guaranteed and

depends in part on participation and consistency. Gains may fade after training stops; booster sessions can help in that case.
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Training is non-invasive; temporary fatigue, mild headache, irritability, or sleep changes are occasionally reported. Please report
any change you notice during or after training — changes in the 1-5 days after a session are especially useful — before your next
visit. We will formally review progress together after 10-15 sessions.

7. &4E 23 OHl Medications

SHUOE M7= oL 220 L 2H30f| FSS & = ASLICH =] STHO|LE HZE 2 HIEA] M | Ao} 423l M
ZHSIMAI2. BNM 2 22 A THs}X| tELICEH MER 40| M7|7{Lt Z40| H2fx|H FX|o| 5 BHE
HEIAIE LE|HAL.

Changes achieved through training may affect your response to medication. Never stop or change any medication except in
consultation with your prescribing physician. BNM does not prescribe or adjust medication. If new symptoms appear or
existing symptoms change, please inform your treating providers as well.
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If a condition requiring diagnosis is suspected, we will discuss it, recommend a licensed physician or psychologist, and document
the discussion.
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Not an emergency or crisis service. In a crisis call or text 988, or call 911.
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Intake information, session notes, and progress measures are kept and protected under a Written Information Security Program

consistent with Massachusetts 201 CMR 17.00. We do not sell personal information and do not disclose it without written
authorization except as required by law.
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Fee: $ per session/program - Cancel at least _____ hours in advance; later cancellations or missed appointments are
charged $ - Prepaid sessions expire ___ months after payment - Not billed to health insurance.
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| understand the above, participate voluntarily, and agree not to bring a claim for damages against BNM based on a perceived
failure to improve or a perceived temporary change in symptoms. This does not waive liability for willful misconduct or gross

negligence.
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Participation is voluntary and may stop at any time. Clients under 18 require a parent/guardian signature; the minor's own
assent is also sought, and services do not proceed over a sustained objection.
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