
 
Checklist of Observable Changes Since Last Neurofeedback Session 

HOURS OF OPERATION                                                                                            CONTACT INFORMATION 
Mon - Fri:  9am - 5pm                                                                                               Email: info@braindera.com 
Sat - Sun:   Closed                                                                                                      Phone: 317-383-0069 
                                                                                                                                      Address: 160 W. Carmel Dr, Ste 202, Carmel IN 46032 

 

Name: ______________________________________  Date:__________________________ 

 

Parent Signature: _________________________________________ 

Please indicate, to the best of your ability, how your child has been since his/her last session. Mark 

next to the applicable symptoms using “M” or “L” for More or Less and disregard any non-applicable 

symptoms. The success of your child’s training depends on how well you communicate with us, any 

difficulty or improvement you have seen in him/her. 

 

M- More L- Less 

 Spacey  Hyperactive  Plays more Cooperatively 

 Immature Behavior  Restless, Fidgety  Emotionally Calm 

 Irritable  Complains of Headaches  Anxiety/Panic 

 Upset Stomach  Easily Distracted  Anger 

 Emotional Explosions  Dangerous/Risky Play  Eye-Contact 

 Disrupted Sleep  Playing Quietly  Attentive 

 Lethargic  Energetic  Falls Asleep Easier 

 Appetite    Fear 

 Cries Easily    Compliant 

 Losing Things/Forgetful    Accepts Responsibility/Fault 

 Does not seem to Listen    Fidgety 

 Complains of Nightmares    Happier 

 Agitated    Talkative 

 Impulsive    Sound Sleep 

 Aggressive Behavior    Aware of more Dreams 

 Difficulty going to Sleep    Faster Reaction Time 

 


