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CHILD & ADOLESCENT/TEEN
DEVELOPMENTAL NEUROBEHAVIORAL DATABASE

Child’s Name: Today’s Date:
Birth Date:
Age:

School: Grade:

Name of individual filling out questionnaire:

INSTRUCTIONS:

The following questions deal with your reasons for seeking assistance, the pregnancy of this patient, this
patient’s developmental and medical history, this patient’s school history, and this patient’s family
history, in addition to other details.

Please complete this questionnaire with as much detail as possible. Feel free to make notes and provide
additional information as is needed. You may use the back of these sheets or additional documents if you
run out of space.

If you have any school reports or previous assessments, bring these to your scheduled appointment. All of
this information will be reviewed with you in detail, but it is helpful to have this complete and accurate
record. Thank you!



CONTACT FORM

Name:
Relationship:
Address:
Telephone: Home: Cell: Work:
Fax: Email:
Primary contact (circle one): Home Phone — Cell Phone — Work Phone — Email
Secondary contact (circle one): Home Phone — Cell Phone — Work Phone — Email
Name:
Relationship:
Address:
Telephone: Home: Cell: Work:
Fax: Email:
Primary contact (circle one): Home Phone — Cell Phone — Work Phone — Email
Secondary contact (circle one): Home Phone — Cell Phone — Work Phone — Email

In case of emergency, please contact: [IFather [Mother [ Other
If other, please indicate the following information:

Name:
Relationship:
Address:
Telephone: Home: Cell: Work:

Fax: Email:




CURRENT NEEDS

What are your expectations from this appointment/evaluation? What do you want to discover?

Are you concerned that your child might be using alcohol or drugs?
If yes, please explain your concerns:

Are you concerned that your child might have been abused or traumatized?
If yes, please explain your concerns:

Please list your child’s current difficulties. Include when you first became concerned and what you think
is the cause of the problem:
a)

b)

d)

f)



OBSTETRICAL HISTORY

How old was the mother when pregnant with this child?

How many times was the mother pregnant prior to this pregnancy?

Were there ever any miscarriages or abortions?

If yes, please indicate year and month of pregnancy:

Did the mother see a doctor for prenatal care?

If yes, please indicate which month of pregnancy care began:

During the pregnancy, how much weight did the mother gain? If weight loss occurred, how much was

lost?

Please list the name of the hospital in which the baby was born:

During this pregnancy, did any of the following occur?

Yes

No If yes, please explain:

Amniocentesis

Bleeding or spotting

Placental abruption

Kidney trouble

High blood pressure

Swelling of ankles

Toxemia or Preeclampsia

Low salt diet

Water pill (diuretics)

Sugar in urine

Rh Factor

Mother receive Rhogam

Sickle Cell

Premature labor

Maternal illness (rashes, fevers, infections)

X-Rays

Accident

Hospital stay

Cigarettes

Alcohol

Maternal drug use

Emotional/other stress




Were any of the following medications taken during the preghancy?
Yes

No

Birth control pills

Prenatal vitamins

Prenatal Calcium/Iron

Medicine to keep baby (prevent labor)

Antibiotics

Anticonvulsants (for seizures)

Steroids (prednisone)

Sleeping pills

Antidepressants

Tranquilizers

Reducing pills

Were any other medications taken during pregnancy?
If yes, please list them:

Was this a full term (9 month, 38 to 42 week) pregnancy?
If no, please indicate what week of pregnancy the baby was born:

Did the mother go into labor by herself?
If no, was the labor induced?

Was delivery by Caesarian Section?
If yes, what was the reason for the C-section?

How many hours was the mother in labor?

Was the baby born head first?
If not, what occurred?

Were forceps used?

Was vacuum extraction used?

Apgar Scores:




Were there any other complications of delivery?

Yes

No

Premature rupture of membranes (water broke too early)

Doctor had to “turn” the baby

Twins or triplets

Hemorrhage

High blood pressure

Mother had Postpartum Depression

Were there any other complications?
If yes, please describe them:

Did the baby have any of these problems after delivery?

Yes

No

Put in an incubator

Blueness or trouble breathing

Jaundice (yellow skin)

Convulsions

Did not feed well

Were there any other difficulties after delivery?
If yes, please describe them:

What was the birth weight of the child?

When did mother and baby leave the hospital?




DEVELOPMENTAL HISTORY

Did your newborn have any of the following difficulties?
Yes

No

Colic, excessive irritability, inconsolable crying

Did not sleep very much

Too stiff, arched back

Too floppy

Sleepy, lethargic — had to wake baby to feed

Feeding problem

Breathing problem

Did not like to be held

Failure to thrive

Did any other difficulties occur that were not listed above?
If yes, please describe them:

When did your child able to sit alone, WITHOUT propping or help?

When did your child start to walk WITHOUT holding on to something?

When did your child start to babble (bababa....gagaga)?

When did your child first speak words with meaning?

When did your child say short sentences, such as “I want milk” or “go bye bye”?

By age 2, was your child’s speech clear to other people?
If not, please explain:

Did your child have trouble learning to speak?
If yes, please explain:

Was he/she different from his/her siblings or other children?
If yes, please explain:




Was your child able to follow simple instructions?
If not, please explain:

Did your child have any difficulty chewing or swallowing food?
If yes, please explain:

Is your child toilet trained?
If yes, at what age was toilet training accomplished?

Has your child had difficulty with soiling or wetting after being toilet trained?
If yes, please explain:

When did your child learn to ride a tricycle?

When did your child learn to ride a bicycle without training wheels?

When was your child able to get dressed alone?

When did your child learn to tie shoelaces?

What hand does your child prefer to use?

At what age did you notice this preference (circle one)?

Before 1 year old After 2 years old After 4 years old



MEDICAL HISTORY

Has your child ever had any serious medical illness?

If yes, please describe:

Has your child ever had any hospitalizations or operations?

If yes, please complete the following table:
Date Hospital Name, City and State

Reason for Hospitalization

Has your child ever had any of the following health problems?

Yes

No

If yes, please explain:

Poor vision/Eye problems

Repeated ear infections

Hearing loss

Sinus infections

Throat infections

Heart (murmur, irregular heartbeat, high blood pressure)

Pulmonary problems (bronchiolitis, pneumonia, asthma)

Chronic constipation or diarrhea

Stomach aches/upset, nausea, vomiting, indigestion

Kidney, bladder or urinary issues

Muscle, bone, joint issues

Fractures

Skin or hair issues

Headaches or migraine headaches

Seizures

Head injury, concussion

Loss of consciousness

Endocrine (thyroid, etc.)

Anemia, low white count

Allergies

Weight issue

Poisoning

Accidents

Serious injury

Back pain

Genetic conditions diagnosed by genetic testing

Tobacco use




Has your child ever had any other health problems not listed above?
If yes, please describe:

Does your child have a good appetite?
If no, please explain:

Does your child require any sort of special diet?
If yes, please describe it below:

Does your child get enough exercise?
Please describe the kind and amount:

How many of hours of sleep a night does your child typically get?

Are school nights the same as weekends and holidays?
If not, please list how much sleep is had on these nights:

Please indicate your child’s nighttime habits:
Yes

No

Does not like to go to bed

Can’t fall asleep

Wakes up in the middle of the night

Wanders around in the middle of the night

Afraid of the dark

Nightmares

Wakes up too early in the morning

Very hard to wake up

Snores

Has pauses or interruptions in breathing while sleeping

Bedwetting

Falls asleep or gets drowsy in school

Sleepwalking

Repetitive dreams

If your child has any difficulty sleeping, please take the next seven days to note behaviors.
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Please list any medications that your child is currently taking. Please include vitamins, over the counter
and herbal remedies:
Name of Medication Strength When Started How Many Times a Day

Please list any medications your child has taken in the past, except for antibiotics and decongestants:
Name of Medication Reason Prescribed Strength When Started Child’s Response

11



FAMILY HISTORY

Biological Father’s Name:

Age: Level of Education: Occupation:
Please describe any learning difficulties:

Biological Mother’s Name:
Age: Level of Education: Occupation:

Please describe any learning difficulties:

Siblings:

Name: Age: Grade in School:
Relationship (circle one): Brother Sister

Please describe any learning difficulties:

Name: Age: Grade in School:
Relationship (circle one): Brother Sister

Please describe any learning difficulties:

Name: Age: Grade in School:
Relationship (circle one): Brother Sister

Please describe any learning difficulties:

Name: Age: Grade in School:
Relationship (circle one): Brother Sister

Please describe any learning difficulties:
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Please list and describe any medical conditions that run in the family, including thyroid disease, diabetes,
elevated blood pressure, heart problems, and cancer:

Does any blood relative have any of the following issues?
Yes No Relationship to Child

(i.e. Maternal Grandmother) Description of Issue

Anxiety

Obsessions/compulsions

Panic

Depression

Bipolar Disorder

Schizophrenia

ADHD

Impulsive, risk-taking behavior

History of victimization or trauma

Drug or alcohol abuse

Suicidal behavior

Tourette’s Syndrome

Psychiatric hospitalization

Emotional difficulties

Learning problems

Please list and describe any other psychiatric disorders possibly present in the child’s family. Please
include specific information that relates the individual to the disorder:
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SOCIAL HISTORY

Please complete the following chart with the applicable names for the following individuals:

Biological Step Adoptive
Father
Mother
Are the child’s parents married or divorced? 0 Married [ Divorced [ Separated

If divorced, please explain the custody arrangements:

Please list all the people living in your home:
Name Age Relationship

How is your child around the house?

What things does your child enjoy doing?

What things does your child do well?

How does your child get along with siblings?
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Please answer the following questions about your child’s play activities:

Yes No
Plays well by him or her self
Plays well with other children
Plays with dolls
Plays well with siblings
Plays with imaginary friends
Plays groups games
Participates in sports activities
Does your child get along well with other children?
How many close friends does your child have?
How often does your child play with other children?
Are the majority of your child’s playmates (circle one):
Older than child Younger than child Same age as child

What activities does your child do with his/her mother?

What activities does your child do with his/her father?

What are some of the discipline strategies practiced?

What chores or jobs does your child have around the house (keeping room clean, cleaning out dishwasher,
taking out trash, caring for pets, etc)? Please rate how well these activities are performed:

Needs constant Sometimes  Almost always

Chores/Responsibilities reminding does them does them
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Please describe your child’s TV watching habits:
TV Program Is the show watched daily? When (what time)?

Please write out daily schedules indicating when your child gets up, eats breakfast, leaves for school,
attends after school activities, plays, watches TV, eats dinner, gets ready for bed, and goes to sleep:

MONDAY TUESDAY

Time Activity Time Activity
WEDNESDAY THURSDAY

Time Activity Time Activity

16



FRIDAY SATURDAY

Time Activity Time Activity
SUNDAY
Time Activity

Please describe the sports your child enjoys and how he/she compares with his/her peers:
Sport Don’t Know Not as Good Average Above Average

Are there any aspects of the sports your child plays that appear to be particularly challenging to your
child? Please describe:
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SENSORY HISTORY

Has your child ever exhibited any of the following behaviors?

Yes

No

Sometimes (If so, when?)

Awvoids certain textures (sand, mud, foods, lotions, etc)

Strongly dislikes having hair washed, combed or brushed

Strongly dislikes having dirty hands

Has trouble tolerating touching, hugging or cuddling

Strongly dislikes having hair or fingernails cut

Prefers to wear only certain types of clothes

Frequently runs into or accidentally bumps objects or people

Seems unaware of cuts, bumps or bruises

Frequently walks on tiptoes

Crawled with arched or fisted hands

Over sensitive to sound (puts hands over ears)

Becomes easily distracted by environmental sounds

Has difficulty following directions

Frequently chews on clothes or objects

Avoids eating certain types of textures or foods

Seems overly sensitive to smells

Seems unaware of smells and tastes

Craves tangy or zesty food

Get carsick frequently

Avoid swinging, sliding or using playground equipment

Seek out swinging

Avoid trampolines

Hold hands or body in unusual positions

Has your child ever had any of the following problems?

Yes

No

Sometimes (If so, when?)

Poor balance

Poor motor coordination

Uses too much or too little pressure with objects

Avoids using vision to coordinate hand/body movements

Has difficulty with puzzles, colors and shapes

Blinks excessively when trying to catch balls or balloons

Does your child have any other sensory input sensitivities to that have not been listed?

If yes, please describe them:
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Has your child ever exhibited any of the following behaviors?
Yes No

Head-banging

Hair-twirling

Hand-flapping

Twirling

Twitches or excessive eye blinks

Throat clearing

Excessive worries or fears

Worried about dirt or germs

Needs to carry out certain rituals

Feels he or she has to be perfect

Likes things to be very neat and clean

Argues a lot

Does not carry out requests

Sad, unhappy, depressed

Irritable

Hits other people

Frequent temper tantrums

Does your child seem to be more active, restless, or fidgety than other children?
If yes, when did you first notice this?

Does your child seem to be easily distracted and have trouble attending to chores, school, work or TV?
If yes, when did this start?

Does your child have any other behaviors that have not been listed above?
If yes, please describe them:
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PAST PSYCHIATRIC HISTORY

Has your child ever seen a psychiatrist?
If yes, please list him/her and give the dates seen:

Has your child ever seen a psychologist?
If yes, please list him/her and give the dates seen:

Has your child ever seen a therapist?
If yes, please list him/her and give the dates seen:

Has your child ever seen a speech/ language therapist?
If yes, please list him/her and give the dates seen:

Has your child ever seen an occupational therapist?
If yes, please list him/her and give the dates seen:

Has your child ever seen a neurologist?
If yes, please list him/her and give the dates seen:

Has your child ever seen a neuropsychologist?
If yes, please list him/her and give the dates seen:

Has your child ever been hospitalized for psychiatric reasons?
If yes, please describe the circumstances and give the dates of hospitalization:

Has your child ever had psychological testing?
If yes, please list the evaluator, the dates testing was done and the tests taken:

If your child has been on medications for psychiatric reasons, please include these on the
medication lists in the past medical history.
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SCHOOL HISTORY

Please list all the schools that your child has attended (please include nursery/preschool, kindergarten, and
all grades):

School Name and Grades Attended Dates Attended Teacher Comments

Please list your child’s current classes and grades:
Class Name Current Grade

Has your child ever repeated or skipped a grade?
If yes, please explain which grade and the reason:

Has your child ever been in a special class?
If yes, please explain what kind of class and the reason:

What is your child’s best subject in school?

What is subject is hardest for your child?
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Does your child have any behavior problems in school?
If yes, please describe them:

How does your child get along with other children at school?

How does your child get along with his/her teacher(s)?

Do you feel that the school is dealing with your child’s problems appropriately?
Please explain your answer:

Do you feel that the school is helping your child use his/her strengths appropriately?
Please explain your answer:

Do you maintain contact with the school?
Please explain your answer:
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Please describe your child’s ability to handle homework by circling one of the following options. (If
your child does not have homework, please draw a line through this section and move on to the next
section.)
Your child keeps track of his/her own assignments:
Don’t know Needs Constant Supervision Partially Independent
Almost Completely Independent Completely Independent
Your child completes daily homework assignments on time:
Don’t know Needs Constant Supervision Partially Independent
Almost Completely Independent Completely Independent
Your child turns daily homework assignments in on time:
Don’'t know Needs Constant Supervision Partially Independent
Almost Completely Independent Completely Independent
Your child plans and completes long-term projects, such as book reports, on time:

Don’t know Needs Constant Supervision Partially Independent

Almost Completely Independent Completely Independent

Approximately how many hours a night does your child spend on homework?

Is getting homework done a source of stress in your family?
If yes, please describe:

Please comment on any of the above statements/questions or address any other concerns you may have
regarding school:
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PROFESSIONALS CURRENTLY PROVIDING CARE

Please list any professional currently involved in your child’s care along with their contact information. Please note, in order to assure
confidentiality, contact will not be made without a completed Authorization to Release/Request Information signed by the child’s parent/legal
guardian (and by the child, if he/she is between the ages of 14 and 18).

Name Care provided Telephone Number Fax Number Email Address

24



WINS/

WESTERN INSTITUTE FOR NEURODEVELOPMENTAL STUDIES AND INTERVENTIONS
2501 Walnut Street, Suite 102 | Boulder, CO 80302
Telephone: (303) 442-4750 ¥ Fax: (303) 443-4682

NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED,
DISCLOSED AND SAFEGUARDED, AND HOW YOU CAN GET ACCESS TO THIS
INFORMATION. PLEASE REVIEW IT CAREFULLY.

Effective date: April 8, 2015
I. OUR RESPONSIBILITY

The confidentiality of your personal health information is very important to us. Your health information
includes records that we create and obtain when we provide you care, such as a record of your symptoms,
examination and test results, diagnoses, treatments and referrals for further care. It also includes bills,
insurance claims, or other payment information that we maintain related to your care.

This notice describes how we handle your health information and your rights regarding this information.
Generally speaking, we are required to:

- Maintain the privacy of your health information as required by law;

- Provide you with this Notice of our duties and privacy practices regarding the health information
about you that we collect and maintain;

- Follow the terms of our Notice currently in effect.

I1. CONTACT INFORMATION

After reviewing this Notice if you need further information or want to contact us for any reason regarding
the handling of your health information, please direct any communications to the following contact
person: Privacy Officer; 2501 Walnut Street, Suite 102, Boulder, CO 80302; 303-442-4750

I11. USES AND DISCLOSURES OF INFORMATION

Under federal law, we are permitted to use and disclose personal health information without authorization
for treatment, payment, and health care operations.

Treatment: Your health information may be used by staff members or disclosed to other health care
professions for the purpose of evaluating your health, diagnosing medical conditions, and providing
treatment. For example, results of tests and procedures will be available in your medical record to all
health professionals who may provide treatment or who may be consulted by staff members. The doctors
of WINSi may consult with other professional colleagues or other professionals may be involved in your
care to cover calls or the practice for the provider.

Payment: If we submit a bill to your health insurer to receive payment for your care, or if we are
contacted by your health insurer to verify information regarding your assessment or treatment we will
provide the insurer health information (for example, your diagnosis and what care we provided). In such
situations, we will disclose only the minimum amount of information necessary to allow for payment or
reimbursement.

Health Care Operations: We may use or disclose your health information to remind you about
appointments or to inform you about treatment alternatives or other health-related benefits and services
that may be of interest to you, such as case management or care coordination. Information may also be
disclosed in the monitoring of service quality, staff evaluation and obtaining legal services.

IV. OTHER USES AND DISCLOSURES

In addition to uses and disclosures related to treatment, payment, and health care operations, we may also
use and disclose your personal information without authorization for the following additional purposes:
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Business Associates: We may share health information about you with business associates who are
performing services on our behalf. For example, we may contract with a company to service and
maintain our computer systems, or to do our billing. Our business associates are obligated to safeguard
your health information. We will share with our business associates only the minimum amount of
personal health information necessary for them to assist us.

Individuals Involved in Your Care or Payment for Your Care: Unless you object, we may disclose to a
member of your family, a close friend, or a personal representative, your protected health information that
directly relates to that person’s involvement in your health care. If you are unable to agree or object to
such a disclosure, we may disclose such information as necessary if we determine that it is in your best
interest based on our professional judgment.

Minors: If you are an unemancipated minor under Colorado law, we may disclose health
information about you to a parent, guardian, or other person acting in loco parentis, in accordance
with our legal and ethical responsibilities.

Parents: If you are a parent of an unemancipated minor, and are acting as the minor’s personal
representative, we may disclose health information about your child to you under certain
circumstances. For example, if we are legally required to obtain your consent as your child’s
personal representative in order for your child to receive care from us, we may disclose health
information about your child to you.

In some circumstances, we may not disclose health information about an unemancipated minor to
you. For example, if your child is legally authorized to consent to treatment (without separate
consent from you), consents to such treatment, and does not request that you be treated as his or
her personal representative, we may not disclose health information about your child to you
without your child’s written authorization.

Family Members and Friends: Protected health information may be provided to family members
or friends without the client’s consent.

Personal Representative: If you are an adult or emancipated minor, we may disclose health
information about you to a personal representative authorized to act on your behalf in making
decisions about your health care.

Public Safety: Consistent with our legal and ethical obligations, we may disclose health information
about you based on a good faith determination that such disclosure is necessary to prevent a serious and
imminent threat to the public or to identify or apprehend an individual sought by law enforcement.

Required By Law: We may disclose health information about you as required by federal, state, or other
applicable law. This may include, but is not limited to: 1) reporting child abuse or neglect; 2) when there
is a legal duty to warn or take action due to an imminent danger to others; 3) when the client is a danger
to self or others or is gravely disabled; 4) when a person may have been exposed to a communicable
disease or who is otherwise at risk of spreading a disease or condition; 5) when court ordered to release
information; 6) when a coroner is investigating the client’s death; or 7) for health care system oversight,
government healthcare benefit programs or regulatory compliance

Crimes on the Premises or Observed by the Provider: Law enforcement will be notified of crimes that
are observed by the provider or the provider’s staff.
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V. YOUR HEALTH INFORMATION RIGHTS

Under the law, you have certain rights regarding the health information that we collect and maintain about
you. This includes the right to:

- Request that we restrict certain uses and disclosures of your health information; we are not,
however, required to agree to a requested restriction.

- Request that we communicate with you by alternative means, such as making records available
for pick-up, or mailing them to you at an alternative address, such as a P.O. Box. We will
accommodate reasonable requests for such confidential communications. We will communicate
confidential health information through phone calls, voicemails, emails, faxes, and/or text
messages unless a written request is made to restrict any of these methods or communication.

- Request to review, or to receive a copy of, the health information about you that is maintained in
our files and the files of our business associates (if applicable). If we are unable to satisfy your
request, we will tell you in writing the reason for the denial and your right, if any, to request a
review of the decision.

- Request that we amend the health information about you that is maintained in our files and the
files of our business associates (if applicable). Your request must explain why you believe our
records about you are incorrect, or otherwise require amendment. If we are unable to satisfy your
request, we will tell you in writing the reason for the denial and tell you how you may contest the
decision, including your right to submit a statement (of reasonable length) disagreeing with the
decision. This statement will be added to your records.

- Request a list of our disclosures of your health information. This list, known as an “accounting”
of disclosures, will not include certain disclosures, such as those made for treatment, payment, or
health care operations. We will provide you the accounting free of charge, however if you
request more than one accounting in any 12 month period, we may impose a reasonable, cost-
based fee for any subsequent request. Your request should indicate the period of time in which
you are interested (for example, “from May 1, 2003 to June 1, 2003”). We will be unable to
provide you an accounting for any disclosures made before April 14, 2003 or for a period of
longer than six years.

- Request a paper copy of this Notice.

In order to exercise any of your rights described above, you must submit your request in writing to our
contact person (see section Il above for information). If you have questions about your rights, please
speak with our contact person, available in person or by phone.

VI. TO REQUEST INFORMATION OR FILE A COMPLAINT

If you believe your privacy rights have been violated, you may file a written complaint by mailing it or
delivering it to our contact person (see section Il above). You may complain to the Secretary of Health
and Human Services (HHS) by writing to Office for Civil Rights, U.S. Department of Health and Human
Services, 200 Independence Avenue, S.W., Room 509F, HHH Building, Washington, D.C. 20201; by
calling 1-800-368-1019; or by sending an email to OCRprivacy@hhs.gov. We cannot, and will not, make
you waive your right to file a complaint with HHS as a condition of receiving care from us, or penalize
you for filing a complaint with HHS.

VII. REVISIONS TO THIS NOTICE

We reserve the right to amend the terms of this Notice. If this Notice is revised, the amended terms shall
apply to all health information that we maintain, including information about you collected or obtained
before the effective date of the revised Notice. A current copy of this Notice will be posted in visible
location at our office, and copies will be made available to our patients.
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ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

I understand that under the Health Insurance Portability and Accountability Act of 1996 (HIPAA), | have
certain rights to privacy regarding my protected health information. | understand that the Notice of
Privacy Practices for the Western Institute for Neurodevelopmental Studies and Interventions (WINSI)
contains detailed information about how WINSi may use and disclose my protected health information. |
understand that | may request in writing that WINSI restrict how my private information is used or
disclosed to carry out treatment, payment, or health care operations. | also understand that WINSiI is not
required to agree to my requested restrictions, but if WINSi does agree, then it is bound to abide by such
restrictions.

I acknowledge that | have received a copy of the Notice of Privacy Practices. | understand that WINSi has
the right to change its Notice of Privacy Practices and that a current copy of this Notice will be posted in a
visible location at WINSi’s office. | also acknowledge that that I may contact WINSi at any time to obtain
a current copy of this Notice.

I acknowledge that | have read and fully understand the Notice of Privacy Practices of the Western
Institute for Neurodevelopmental Studies and Interventions (WINSI). | consent to all terms set forth in
this Notice. | understand that I may revoke this consent in writing at any time, except to the extent that
WINSI has taken action relying on this consent.

Signature of Patient or Legal Guardian Date

Printed Name of Patient or Legal Guardian Relationship to Patient
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AUTHORIZATION TO RELEASE AND SHARE CONFIDENTIAL INFORMATION

Patient’s Name: / /
First Name Ml Last Name Date of Birth

Kytja Voeller, M.D., Jill Gitten Aloia, Ph.D., ABPP-CN, and the staff of WINSI are hereby authorized to
obtain information from, and share information with, the following professional or agency:

Name

Address

City State Zip Code
Phone Number Email

This information may include: (Check all that apply.)

All Health and Academic Records (including all items listed below)
Psychiatric History, including Diagnosis and Treatment
Psychological/Neuropsychological Testing/Consultations
Psychological Education Evaluations

Inpatient Hospital Records

Diagnostic Studies

Academic Records and School Behavioral Reports

Special Education Records

Speech/Language, Occupational Therapy Evaluations

ODooooooon

PLEASE READ BEFORE SIGNING:
I understand that signing this authorization is voluntary, and that the Western Institute of Neurodevelopmental Studies and
Interventions (WINSI) will provide treatment regardless of if I sign this authorization.

I understand that if | authorize WINSI to disclose information, the recipient of the information might disclose it to others, and that
any information disclosed by WINSi may no longer be protected by the federal rule on privacy of medical records.

I understand that the material to be released may include information regarding Drug and Alcohol Abuse, Neurological or
Psychiatric Conditions, and/or HIV/Auto Immune Deficiency Syndrome. If the information to be released pertains to the
diagnosis and treatment of alcoholism or drug abuse, | understand that the confidentiality of the information is protected by
Federal Law 42, C.F.R., Part 2. Federal regulations prohibit the person receiving this information from making further disclosure
of the information without specific written consent of the person to whom it pertains.

This authorization to release/request information will expire one year from the date of signature and may be revoked at
any time by giving written notice to WINSI. | understand that the cancellation will not be effective until it is received by
WINSI, and it will not apply to information that has already been released in response to this authorization. I also understand that
a cancellation will not affect the healthcare, the payment of healthcare, and healthcare benefits of the above-named individual.

/ /

Signature of Patient or Legal Guardian Date

Printed Name of Patient or Legal Guardian Relationship to Patient



