INFORMATION, POLICIES, and INFORMED CONSENT

Nancy Gnecco, MEd., LPC, EFT Master, ACEP Diplomat

P.O. Box 744 • 709 Georgia St. * Demorest • GA • 30535

Email:  nlgnecco@gmail.com • www.nancygnecco.com
207-604-8366 (cell)

Name:
Address:

Telephone: 
Email: 
Today’s Date: 



1st Appointment Date and Time:

Skype Name (if appropriate)





Occupation: 



Work phone:

             Okay to call at work? 
How did you hear about me?   If referred by someone else, may I send a “thank you” note?
Emergency Contact Person (Please let these people know that they are being listed.

1st Emergency Contact Person:


Phone number:   
Relationship:

2nd Emergency Contact Person - in case first one can’t be reached:

Name







Phone number:
Relationship

IF WE ARE WORKING LONG DISTANCE, BY PHONE OR INTERNET, AND YOU SUDDENLY HANG UP, I WILL CALL YOUR EMERGENCY CONTACT IN ORDER TO ASSURE YOUR SAFETY.  I WILL DO THE SAME IF YOU SUDDENLY LEAVE AN IN-PERSON SESSION.
FAMILY INFORMATION

Sex, or gender identity:
Marital Status:  Spouse or Significant Other.
Spouse/Partner/Significant other’s name: 

Children (Names, ages):

Please describe any concerns you have about your current family situation. 

FAMILY OF ORIGIN INFORMATION

Please describe your childhood and current relationship with your mother, father, and anyone else living with you when you were a child.
Names of siblings and age difference from you when they were born. 
If they are still alive, please describe your relationship with them now.  If not, how old were you when they died?

Please describe your parents’ relationship with each other while you were growing up.

Are they still living? If deceased, how old were you?

 If divorced, how old were you?
Please briefly describe any major childhood traumas.
MEDICAL HISTORY

Date of birth:
Was there anything unusual about your birth, or your mother’s experience of her pregnancy with you?  Please explain. 
* Have you ever suffered a closed head injury? (Concussion) 

*  Do/did you have any Learning Disabilities, ADD, or ADHD?
*  Have you ever had brain surgery?
Past health concerns – since childhood (including illness, accidents, surgery)
Current Health Concerns:

Please list any current medical problems, symptoms, or illness.

Previous medical and/or psychiatric hospitalizations, approximate dates, and reasons.

Are you under the care of a medical practitioner?

Name:







Please list any prescription medications you are currently taking, and what they are for. 
Do you use any non-prescriptions drugs or supplements?  What kinds and how often?

Do you consume caffeine? (If yes, how much per day?)

Do you exercise regularly?  How often and what do you do?

What do you do for self-care?

What do you do for pleasure?

PSYCHOLOGICAL INFORMATION

LIFE STRESSORS: (Please indicate any that apply to you.  DELETE OTHERS)
Addition to the household 
Alcohol/drug use or abuse (indicate self or family member)
Care of elderly or sick family member

Child/ren in day care

Death of family member   

Financial difficulties 

Incarceration (indicate either self or family member)

Interpersonal problems      

Issues with weight

Loss/change of home     

Loss/change of job  

Marital or relationship problems

Newly married, or engaged to be married
Problems at work    

Separated/divorced (If so, how long ago) 

Serious illness (yourself or family member)

Sexual abuse 

Physical abuse

Emotional abuse

Sexual difficulty 

Smoking

Work more than 40 hours per week

· Please indicate which of these major life events have you experienced in the last year.
· Do you have friends and social support?
· Please describe your current therapeutic concerns (i.e., Symptoms: what you want healed in your life), and what your goal is for our work together? 

Which issue is your highest priority at this time?  If there is more than one issue, please copy and paste the following section.
ISSUE 1:  

· If the issue is emotional or spiritual, please describe to the best of your ability

a. When was the first time you noticed this problem?

b. How does it manifest in your body and/or in your life?

c. What was going on in your life during the 6 months before it started?  If it started in childhood, how old were you?

d. When do you notice it the most often, or what triggers it?

e. What have you already tried to resolve this issue?

f. What makes it better?

g. What makes it worse?

· If the issue is physical, please answer the following questions:

a. What is the doctor’s diagnosis of your condition?

b. If there is pain involved exactly where is the pain located and what is it like?  Be as specific as you can.

c. If there were an emotional cause or contributor to this problem, what do you think it might be? (Best guess)

d. When was the first time you noticed this problem, (pain or illness)?

e. What was going on in your life during the 6 months before it started?

f. When do you notice it the most often, or what triggers it?

g. What have you already tried to resolve this issue, relieve the pain, or manage the illness?

h. What makes it better?

i. What makes it worse?

· Are you currently, or have you ever been in traditional psychotherapy?  When, for how long, and what was your experience?

· Were you given a DSM diagnosis code?  If so, please indication the diagnosis code number.    

· Do you feel that your daily demands exceed your coping resources and/or support system?

SPIRITUAL INFORMATION

· Do you believe in a Creator/Source/Higher Power, & by what name do you call it?

· Do you have a religious affiliation in which you are an active participant?
· Do you believe that you have a soul?

· Do you believe that your soul has a specific purpose?

· Do you believe in reincarnation?

· Do you believe the soul lives on after death?  
· Do you believe in Hell?
If there is anyone you would like to grant permission for me to share or exchange information, please list them and their phone numbers below.

Is there anything else you would like for me to know?

Please begin thinking now about your goal for our time together. The Law of Attraction states that what we focus on we get more of, so I invite you to start envisioning the successful changes you wish to manifest in your life at this time.  
INFORMED CONSENT FOR 

ENERGY THERAPY

IMPORTANT INFORMATION - Please read carefully:

ENERGY PSYCHOTHERAPY is a method of healing emotional and physical distress by utilizing the body’s energy systems.  It is based on the belief that the cause of all negative emotions is a disturbance in the body’s energies. It draws upon techniques from acupressure, yoga, and other time-honored systems of healing and spiritual development, bringing them into a thoroughly modern application.  Gentle stimulation of acupressure points located on the surface of the body, paired with mental activation of disturbing content or desired outcomes shifts the brain’s electrochemistry: 

· to help overcome anxiety, fear, guilt, shame, jealousy, or anger

· to change unwanted habits and behaviors

· to replace negative thoughts with life enhancing ones

· to relieve the emotional contributors to physical pain, thus reducing the pain itself

· to enhance the ability to love, succeed, and enjoy life. 

Energy treatments for physical and emotional issues are intended to complement, not replace, medical or psychological care.  IT IS HIGHLY ADVISABLE THAT YOU BE UNDER A DOCTOR’S CARE FOR ANY PHYSICAL PROBLEMS.  Because these methods are relatively new, the extent and breadth of their effectiveness, including risks and benefits are not fully known. I have been advised of the following:

· The intensity of previously vivid or traumatic memories may diminish. This could adversely impact the ability to provide legal testimony regarding a traumatic incident. 

· Reactions may surface during a session that are unanticipated, including strong emotional or physical sensations as well as additional unresolved memories.
· Emotional material may continue to surface after a session and give indication of other events that may need to be addressed.

Evidence is mounting that these techniques are significant and powerful tools for both self-help and clinical treatment.  There is increasing data in the form of clinical experiments and case studies in published journals indicating many consistent positive outcomes. (www.energypsych.org) I understand that even as the clinical effectiveness of these methods is scientifically established, results will vary from person to person. Side effects and abreactions are rare, and can include fatigue, headache, the surfacing of repressed memories, and unexpected emotions.  PLEASE FEEL FREE TO CONTACT ME IF YOU HAVE ANY OF THESE REACTIONS OR IF YOU HAVE QUESTIONS. 
During in person sessions, one of the techniques utilized involves muscle testing to determine if a specific muscle stays firm or loses strength when a particular thought, emotion, or problem state is brought to mind.  The practitioner will ask me, “Is it okay for me to touch you?” and I always have the option of saying “No.” My body will, at all times, be fully clothed.

For the purpose of the practitioner’s own supervision and/or teaching, disguised case studies may be shared in those contexts.  Identity of the client will remain confidential.

POLICIES AND FEES

About me:  I am a Licensed Professional Counselor and am certified in Energy Psychotherapy through both national and organizations.  I am a Trainer of Trainers through EFT International.  (https://eftinternational.org) As an EFT Founding Master I have studied and taught nationally and internationally since 1995.  

Office Hours:  Regular appointments are scheduled from 8:00 a.m. to 4:00 p.m.  Eastern time. The initial appointment lasts for an hour and a half.  Future sessions are an hour in length, but you should plan on an hour and a half in case we need to go over the scheduled time, or in the event you need some time to regroup and integrate after your session.  If we are in the middle of a protocol near the end of the hour, we will take the extra time to finish it in order to ensure your wellbeing.  You will not be charged for this extra time. If the session seems to be going more than 15 minutes over time I may ask if you wish to extend the session to 1½ hours.  The charge for this will be pro-rated.  Sessions of any length may be scheduled. At the client’s request, I am happy to conduct sessions by Skype, FaceTime or Zoom, but please note that these forms of communication are not HIPPA compliant and may not be 100% secure.
Cost:  The charge for an initial intake session in Energy Psychotherapy is $190. and it will take a full hour and a half.  Future sessions are at the reduced price of $125.  Packages of 6 sessions for $625. are available upon request. Please plan to pay at the time of service. At this time, I am not set up to take credit cards, but I do take Venmo which is my preference.  You may also pay with cash or check.  Foreign clients can pay by Paypal. Thank you.

If you have questions or need help between sessions, I will gladly schedule an extra appointment for you at the next possible opportunity, or we can set a time to do a mini phone session in 15-minute segments at the cost of $35. per segment. (207-604-8366). I am always screening calls, so be sure to leave a message.  I receive text messages more quickly than any other form of communication. Please feel free to email (nlgnecco@gmail.com) or send me a text at 207-604-8366 as well.  I am happy to read emails and will respond.  Please note that I do not check email every day. 

Confidentiality: I am mandated to report if a client expresses a plan to hurt himself/herself or someone else.  Otherwise, all information is kept confidential.  I do occasionally discuss sessions that I’ve conducted with my supervisor for mentoring purposes, but personal information is always kept confidential.
In case of an emergency please go to the nearest Hospital Emergency Room or call Crisis Response at 1-800-568-1112

Technology Statement

In our ever-changing technological society, there are several ways we could potentially communicate and/or follow each other electronically.  It is of utmost importance to me that I maintain your confidentiality, respect your boundaries, and ascertain that your relationship with me remains therapeutic and professional.  Therefore, I’ve developed the following policies:

Cell phones, Text Messaging and Email:  It is important for you to know that, although I have never experienced a problem, cell phones, texts and emails may not be completely secure and confidential.  However, I realize that most people have and utilize a cell phone. I may also use a cell phone to contact you.  If this is a problem, please feel free to discuss this with me. I will respond to texts and email.

Skype and FaceTime: At the client’s request, I am happy to conduct sessions by Skype or FaceTime, but please note that these forms of communication are not HIPPA compliant and may not be 100% secure.

I have thoroughly considered all of the above and have obtained whatever additional input and/or professional advice I deem necessary or appropriate to make an informed decision before commencing the Energy Psychotherapy.

· The purpose of Energy Psychotherapy has been explained to me, and I understand that gentle touch may be used in an in-person session for the purpose of diagnosis or treatment.

· By my signature below, given freely and without pressure from any person, I consent to the use of these methods in my session. I may opt out of any intervention.

· I understand that the practitioner conducting this session is not a licensed medical practitioner. I acknowledge that the practitioner is not diagnosing or treating a specific disease. 

· I agree to hold harmless the practitioner conducting the Energy Psychotherapy session.

· I have been given a copy of this consent form to keep, and I have signed a copy for Nancy Gnecco, M.Ed., LPC.

· Except in the case of gross negligence or malpractice, I, or my representative(s), agree to fully release and hold harmless Nancy Gnecco from and against any and all claims or liability whatsoever kind or nature arising out of or in connection with my sessions.

Please print name_____________________________________Date______________________

Signature______________________________________________________________

