
Jocelyn  Bailey LMHC, BCPC   574.210.8098   616 E. Colfax Ave., South Bend, IN 46617 
 

LENS Intake Form 
 
Name___________________________________________Date of Birth_____________ 
 
Address_________________________________________________________________ 
 
Phone___________________E-mail address: ___________________________________ 
 
Most Prominent Problems    How Long 
_______________________________________________________________________ 
_______________________________________________________________________ 
_______________________________________________________________________ 
_______________________________________________________________________ 
_______________________________________________________________________ 
_______________________________________________________________________ 
 
How were you before these problems occurred (if relevant)? 
_______________________________________________________________________ 
_______________________________________________________________________ 
_______________________________________________________________________ 
_______________________________________________________________________ 
 
Previous symptoms throughout your entire life: 
_______________________________________________________________________ 
_______________________________________________________________________ 
_______________________________________________________________________ 
_______________________________________________________________________ 
 
 
Current medications, reasons for taking them, and their effects on you: 
_______________________________________________________________________ 
_______________________________________________________________________ 
_______________________________________________________________________ 
_______________________________________________________________________ 

Basis for Incomplete Problem Resolution:  

 (Please answer “Yes” or “No” for Past and Present.)  Past?  Present? 
1. Unpredictable things had a big effect on me. _____ _____ 
2. Situations were embarrassing for me. _____ _____ 
3. Friends and/or family had a hard time being around me. _____ _____ 
4. I was troubled by emotions/feelings. _____ _____ 
5. I had problems like migraine/tics/seizures/explosive episodes. _____ _____ 
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How much time and money have you spent on your primary problem? 
 
 
 
 
How will you know you are done with LENS treatments?  In other words, what are 
you hoping to experience?  How would you like to feel? 
_______________________________________________________________________
_______________________________________________________________________ 
_______________________________________________________________________ 
_______________________________________________________________________ 
_______________________________________________________________________ 
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________ 
 
 
Payment 
 
Insurance typically does not cover neurofeedback, however, when we combine LENS with therapy, 
billing insurance is acceptable.  For pure LENS sessions, are $130/hour $70/half hour. 
 
If I have payment information on file for you already, no need to complete the 
following. 
 
You may pay with cash, check, credit or debit card, but I require a card for missed appointments. 
 
I hereby authorize Jocelyn Bailey, LMHC, BCPC to charge my credit/debit card for LENS treatment 
services rendered at the above address: 
 
Name on Card:   ________________________________________ 
(if other than yours) 
Credit/Debit Card Number: ________________________________________ 
 
Expiration Date:   ______ 3-digit CW Code on back of card: _______ 
(mmyy) 
 
Street Address and zip code:  ________________________________________ 
(if it differs from your home address) 
 
Missed sessions:  I agree to pay for my appointment unless I’ve given give at least 24 
hours’ notice, have a medical emergency or death in the immediate family.   
 
 
 
Signature________________________________________Date____________________ 


