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Consent for NeuroField Treatment 

 

Patient Name: _________________________________________________________ Date: __________________________ 

As per any medical treatment, it is not uncommon to experience side effects with NeuroField 

treatments. Side effects may include insomnia, agitation, headaches, nausea, sensitivity at the 

treatment site, worsening of current symptoms, heightened anxiety, and effects on the doctor-patient 

relationship (i.e. transference). Additionally, there could be a transient effect on short-term memory 

and possible worsening or exacerbation of partial seizures. 

You are consenting to NeuroField treatment with the foreknowledge of these potential side effects. If 

at any point during the treatment, you begin to experience any of these side effects, you will notify 

Dr. Olson so he can determine if adjustments need to be made to treatment protocol, alternative 

neuro/biofeedback modalities need to be explored, or discontinuation of the treatment entirely. 

If our office feels that you are not in an appropriate state to receive treatment, your session may be 

cancelled at any time. Possible reasons for cancelling a treatment may include observation of 

behaviors or appearance that indicate you may be under the influence of a substance that could 

negatively affect your treatment, if you are ill and/or experiencing a headache, confusion, lack of 

coordination/orientation, etc. 

I agree with the content outlined above and consent to NeuroField Treatment. 

 

___________________________________     ___________________________________     _________________ 

Patient/Guardian Name        Patient/Guardian Signature           Date 

 

 

___________________________________ 

Relationship to Patient 

 

 

 

 

 

 

  


