
 

 
 

 
 
 
 
 

 
 
 
 

 
ADD-ADHD / AUTISM / PDD-NOS / DYSLEXIA 

CHILD PATIENT APPLICATION 
 
 
 

                   Welcome to The NeuroPlus Institute!  
We specialize in helping patients to achieve their highest level of 
health through our Structural, Neurologic and Metabolic 
corrective care programs.  
 
This application is extensive because we are committed to being 
thorough with your care.  The questions we ask provide 
important information that will help us determine whether or not 
we can help you.   You deserve the best, so please give us yours 
when you answer these questions.  
 
Please remember to sign the last page indicating you have 
thoroughly completed this application and return this 
application and any lab and diagnostic test results your child 
has had (in the last 6-12 months) at least one business day 
prior to your scheduled appointment. This must be 
accomplished before your child’s consultation.  Please feel free 
call  if you need assistance.  
 
Thank you.  We look forward to serving you. 
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Autism  Spectrum  Disorder  /  ADD  /  ADHD  /  Dyslexia  /  PPD-­NOS  
Confidential  Patient  Intake  Form  
(please  print  in  ink  and  thoroughly  complete)  

  
Date:  ____  /  ____  /  ____      Email  address:  ________________________________________  

Full  Name:  ______________________________________________________________________  

Name  of  Parent  or  Guardian:  ________________________________________________________  

Address:  ________________________________________________________________________  

City:  _____________________________    State:  _____    Zip  Code:  ____________  

Home  Phone  #:  ____________________________   Cell  #:  _______________________________  

Social  Security  #:  _______  -­  ____  -­  _________     Birth  Date:  ____  /  ____  /  ____  

  

How  did  you  hear  about  our  office?  ___________________________________________________  

List  Chiropractors  you  have  seen  before:  

1.   Name:  _______________________________________________________________________  

            Condition/When:  _______________________________________________________________  

2.   Name:  _______________________________________________________________________  

          Condition/When:  _______________________________________________________________  

List  Medical  Doctors  consulted  within  the  past  year:  

1.    Name:  _______________________________    Address:  ________________________________  

          When:  _________________________    Reason  for  visit?  _______________________________  

2.    Name:  _______________________________    Address:  ________________________________  

          When:  _________________________    Reason  for  visit?  _______________________________  

Continue        

Current  Medications   What  condition  are  you  taking  this  for?   Dosage  
1.        

2.        

3.        

4.        

5.        

disorder  according  to  severity  
Date  parent  1st  
noticed  symptom  

Date  Diagnosed   Is  disorder  getting  better  or  worse?  

1.           

2.           

3.           
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1.   Specific  goals  you  as  a  parent  want  to  see:  

   Improve:  ___________________________________________________________________  

   Behaviors  you  do  not  want  to  see  anymore:  ________________________________________  

   ___________________________________________________________________________  

2.   Have  any  other  family  members  been  diagnosed  with  Autism  Spectrum  Disorders,  ADD,  ADHD  or  

Dyslexia?    YES  ___    /    NO  ___      If  yes,  please  list  relationship:  ___________________________  

3.   Have  any  other  family  members  been  diagnosed  with  an  Autoimmune  disease  (Rheumatoid  Ar-­

thritis,  Lupus,  Scleroderma,  MS,  Thyroid  Disease,  Autoimmune  Diabetes,  other)?              

YES  ___    /    NO  ___          If  yes,  please  list  relationship:  ______________________  

4.     

   Was  mom  overweight?    YES  __    /    NO  __    If  yes,  weight  ________  lbs.  
   Was  mom  sick?    YES  __    /    NO  __    Name  of  illness__________________________________  
   How  many  births  has  the  mother  had?  __________  
   How  many  miscarriages?  ___________  
   Did  mom  use  fertility  drugs?  YES  __    /    NO  __  
   Health  of  siblings:  ____________________________________________________________  
   Maternal  stress  during  pregnancy:  Divorce?  YES  __  /  NO__;;  Car  accident:  YES  __  /  NO  __;;  
   Physical  trauma?  YES  __  /  NO  __;;  Broken  bones?  YES  __  /  NO  __;;  if  yes,  explain  _________  
   ___________________________________________________________________________  
   Death  in  family?  YES  __  /  NO  __;;  Job  Loss?  YES  __  /  NO  __.  
     
   ___________________________________________________________________________  
   Known  infection(s)  mom  had  during  pregnancy  
      Yeast?  _____________;;  Bacterial?  _____________;;  Viral?  _____________________  
   Did  mom  drink  alcohol  during  pregnancy?  YES  __  /  NO  __;;  Smoke?  YES  __  /  NO  __;;  Drink  
   Coffee?  YES  __  /  NO  __;;  Excessive  bleeding?  YES  __  /  NO  __;;  Vomiting?  YES  __  /  NO  __.  
  
5.    Birthing  Process  
   What  type  of  delivery?  ________________________________________________________  

   Any  birth  trauma?  YES  __  /  NO  __;;  if  yes,  explain:  __________________________________  

   ___________________________________________________________________________  

   Was  delivery  induced?  YES  __  /  NO  __;;  Natural?  YES  __  /  NO  __;;  Epidural?  YES  __  /  NO  __  

   APGAR  score  ___________  at  one  minute    /    _____________  at  5  minutes  

6.   Infant  toxic  exposure  

   Mold  in  house?  YES  __  /  NO  __;;  Pesticides?  YES  __  /  NO  __;;  other  ____________________  
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7.   Infections  

   Is  child  on  antibiotics  now?  YES  __  /  NO  __  
   At  what  age  did  child  first  start  antibiotics?  _____    What  age  was  the  first  illness?  _____  
  
8.     
   __________________________________________________________________________  
   __________________________________________________________________________  
   __________________________________________________________________________  
  
9.   Motor  Development  
  
   walked  ______  
     
   YES  __  /  NO  __;;  if  yes,  explain  _________________________________________________  
   __________________________________________________________________________  
   Age  potty  trained:  _______;;  age  stopped  wetting  bed:  _______;;  age  of  first  words  _______;;  
   age  child  first  spoke  2  or  3  words  together  ________.  
   Has  child  lost  language?  YES  __  /  NO  __;;  if  yes,  what  age  and  how  far  did  they  regress?  
   __________________________________________________________________________  
   How  many  words  was  your  child  using  in  a  sentence  before  regression?  ________________  
   Has  child  lost  eye  contact?  YES  __  /  NO  __;;  if  yes,  at  what  age?  ______  
   How  long  did  mother  breast  feed?  Months  _______  /  Never  __  
   Age  child  started  bottle-­feeding?  _______;;  formula?  YES  __  /  NO  __;;  soy  based?  YES  __  /  
   NO  __;;  casein  based?  YES  __  /  NO  __  
     
  
10.  Vaccine  Response  
   Seizures?  YES  __  /  NO  __;;  When  did  seizures  start?  _____    How  long  did  they  last?  _____  
   Bowel  symptoms?  YES  __  /  NO  __;;  if  yes,  explain  _________________________________  
   Swelling  at  injection  site?  YES  __  /  NO  __;;  Fever?  YES  __  /  NO  __  

Name  of  all  infections  during  first  two  years  of  life   Age  of  onset  

1.     

2.     

3.     

4.     

5.     

6.     
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11.  Current  Diet  
   What  is  your  child  eating  now?    Look  back  over  past  3  days  and  be  as  accurate  as  possible.  
   _________________________________________________________________________  

   _________________________________________________________________________  

   _________________________________________________________________________  

   Does  your  child  refuse  to  eat  certain  foods?  YES  __  /  NO  __;;  which  foods?  _____________  
   _________________________________________________________________________  
   List  all  sweets  that  your  child  eats:  _____________________________________________  
   _________________________________________________________________________  
   How  many  glasses  of  milk  does  your  child  drink  per  day?    _____  
   How  cheese  consumption  per  day?  _______;;  Slices  of  bread  per  day?  _______;;  How  many  s
   sodas  per  day?  ______;;  How  many  glasses  of  fruit  juice?  ______;;  How  many  sport  drinks  per
   day?  ______;;  Does  your  child  eat/crave  salty  food?  YES  __  /  NO  __;;  Fast  food  meals  per  
   day?  ______;;  Meat  intake  per  day?  ______  ounces;;  What  type?  ______________________;;
   Veggies  per  day?  _____________  
  
12.  Activity  Level  
   Does  your  child  exercise  every  day?  YES  __  /  NO  __;;  if  yes,  what  exercise  and  how  long?  
   ________________________________________________________________________  
   How  much  time  does  your  child  spend  TV?  ____  mins/day;;  How  much  time  does  your  child  
   spend  playing  (electronic  games  like  DS/Wii/iPOD):  _____  mins/day;;  Does  your  child  seem  
   clumsy  or  move  awkwardly?  YES  __  /  NO  __;;  if  yes,  explain  __________________________  
     
13.  GI  Tract  
   How  many  bowel  movements  per  day?  ____;;  Is  your  child  constipated?  YES  __  /  NO  __  
   Bloating:  YES  __  /  NO  __;;  Dark  circles  under  eyes?  YES  __  /  NO  __  
  
   ___  cold;;  ___  stormy,  ___  other  weather?  
   Does  your  child  wake  up  at  night  laughing  or  giggling?  YES  __  /  NO  __  
   Does  your  child  put  pressure  on  stomach?  YES  __  /  NO  __  
  
Name  of  person  responsible  for  payment:  _____________________________________________  
  
Do  you  have  insurance  that  covers  chiropractic  care?    YES  __  /  NO  __  
  
Name  of  insurance  company:  ________________________________  Policy  #:  ________________  

  
  

  
Signature  of  person  that  completed  this  paperwork:  ______________________________________  
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LIFE IMPACT ASSESSMENT 
 
As you answer the following questions, please do not minimize any impact of your child’s health challenge on 
you and your family’s life no matter how small it appears.  We consider any loss of ability or function which 
affects your daily life as significant.   Please check as many that apply; add additional comments in the 
margin or on the back as needed. 
 
How have others been affected by your child’s health condition?  ❐No one is affected   ❐Haven’t noticed any 
problem  ❐They tell me to do something  ❐People avoid my child   ❐Other: ___________________________ 
 
What are you afraid this might be (or is beginning) to affect (or will affect) in any way?  ❐Energy  
❐Your mood / attitude   ❐Stress    ❐Job    ❐Child’s Self Esteem    ❐Future ability      ❐Marriage   
❐Any relationships (frequency visiting, quality, etc.)    ❐Your Self-esteem    ❐Sleep     ❐Time 
❐Finances    ❐Freedom     ❐Other: _________________________________________________________ 

 
Are there health conditions you are afraid this might turn into?  ❐Family health problems 
❐Allergies   ❐Asthma   ❐Depression   ❐Anxiety   ❐More Serious Neurological Disorder 
❐Other: __________________________________________________________________________________ 
 
How has your child’shealth condition affected your job, relationships, finances, family, or other activities?  
Please give examples: _______________________________________________________________________ 
_________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
 
What has that cost you? (time, money, happiness, freedom, sleep, promotion, etc.)  
Try to give 3 examples:______________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
 
What are you most concerned with regarding your child’s problem? ___________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
 
Where do you picture your child being in the next 1-3 years if this problem is not taken care of? 
__________________________________________________________________________________________ 
 
What would be different/better without this problem? Please be specific _______________________________ 
__________________________________________________________________________________________ 
 
What do you desire most to get from working with us?_____________________________________________ 
__________________________________________________________________________________________ 
 
What is that worth to you? ____________________________________________________________________ 
__________________________________________________________________________________________ 
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SELF ASSESSMENT & TREATMENT GOALS 
 
In spite of the fact that you are not a specialist, what, in your opinion, do you think the real problem is? 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
 
Would you consider this problem (check one): ❐MINIMAL (Annoying but causing NO limitations) 
 ❐SLIGHT (Tolerable but causing a little limitation) ❐MODERATE (Sometimes tolerable but causing limitations)  
 ❐SEVERE (Causing significant limitations and/or concern) ❐EXTREME (Near constant (Limits child > 80% of the time)  

 
Which best describes your health goals: 
 Symptom Relief Only (not interested in correction of the problem). 
 Would like to find the cause of this problem and have it improved or corrected. 

How strong is your desire to correct this problem ❐Mild ❐Moderate ❐High ❐Extremely High  
 Wellness / Preventative care – I just want my child to stay well and be at optimal health 
 
How supportive is your Spouse/Family/Significant Other to you seeking care for your child? (Be very specific) 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
 
Are you able to handle a complete investigation and management of your child’s case? ___________________ 
_________________________________________________________________________________________ 
 
What is YOUR idea of an ideal doctor? _________________________________________________________ 
_________________________________________________________________________________________ 
 

There may be services that your insurance company does not cover.  If this is the case, we have many 
reasonable and affordable payment options.  If you have a problem that we can help, would you be willing to 
pay out of pocket for your child to get better?   ❐Yes  ❐No 
 

Based on your child’s consultation, history and exam findings, you child may require additional tests that 
require payment at time of service.  If this is required, you will be informed in advance.   
Method of payment for any additional uncovered services today:  ❐Cash    ❐Check   ❐Credit Card 
 

I, __________________________________ (Please Print Full Name of Parent/Guardian), have thoroughly completed this 
application and all supportive documents, answering every question to the best of my ability.  Additionally, I have read 
and reviewed all supportive information that has been included with my application – this may include written or recorded 
material.  If I do not have the means to review the material, I have contacted The NeuroPlus Institute (Joseph Serpe, D.C.)
to arrange for additional support.  I understand that failure to complete this application fully and review the enclosed 
material may mean the doctor will not be able to conduct the consultation and evaluation of your child.  I will also bring 
any recent labs, images or reports.  I give this office permission to communicate with me via mail, telephone and email. 
 

Signature: _______________________________________  Date: ________________________ 

 

The NeuroPlus Institute / 651 Amersale Dr., Ste 109, Naperville, IL 60563 / 630-357-2299 / www.NapervilleBBT.com



Please	
  Note:	
  
	
  

In	
  the	
  following	
  
paperwork	
  you	
  may	
  
notice	
  there	
  are	
  repeat	
  

questions.	
  	
  
Please	
  answer	
  all	
  of	
  the	
  
questions	
  as	
  there	
  are	
  
different	
  forms	
  and	
  

paperwork	
  that	
  will	
  be	
  
assessed	
  differently.	
  

	
  
Thank	
  you!	
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Pre IM Survey 
 

Copyright © 2007 by Interactive Metronome, Inc. 

  
Pre IM Survey 

  
Please complete the following survey, which will help identify and quantify areas of your daily 
performance, which may be improved by IM.  Answers will be kept confidential.   

  
Name: _______________________________________   Date: ____/____/_______   

  
A.  Memory rec a ll           
 I have a good memory. (e.g. I remember lists of items to buy and information I hear.) 

  
  1  2   3   4   5   6   7   8   9        10 
   strongly disagree                       strongly agree 
  
B. Organizational skills          
 I am generally well organized. (e.g. I keep items in order and consistently in their place.) 

  
  1  2   3   4   5   6   7   8   9        10 
   strongly disagree                       strongly agree 
  
C. Conce ntration/Focus          
 I have good concentration skills.  (e.g. I can read or work without being easily distracted.) 

  
  1  2   3   4   5   6   7   8   9        10 
   strongly disagree                       strongly agree 
  
D.  Multi-task ing          
 I can manage multiple tasks at one time. (e.g. I can converse while also writing.) 

  
  1  2   3   4   5   6   7   8   9        10 
   strongly disagree                       strongly agree 
  
E. Coping skills          
 I have good coping skills. (e.g. I do not become frustrated easily or overreact to issues.) 

  
  1  2   3   4   5   6   7   8   9        10 
   strongly disagree                       strongly agree 
  
F. Rhythm/Timing          
 I have good rhythm. (e.g. I can “keep the beat” to music.)  

  
  1  2   3   4   5   6   7   8   9        10 
   strongly disagree                       strongly agree 
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Hemispheric	
  Imbalance	
  Questionnaire	
  –	
  Please	
  check	
  all	
  that	
  apply.	
  You	
  will	
  total	
  at	
  the	
  end.	
  	
  

A	
  

___Clumsiness	
  and	
  an	
  odd	
  posture	
  

___Poor	
  coordination	
  

___Not	
  athletically	
  inclined	
  and	
  has	
  no	
  
interest	
  in	
  popular	
  childhood	
  
participation	
  sports	
  

___Low	
  muscle	
  tone	
  –	
  muscles	
  seem	
  kind	
  
of	
  floppy	
  

___Poor	
  gross	
  motor	
  skills,	
  such	
  as	
  
difficulty	
  learning	
  to	
  ride	
  a	
  bike	
  and/or	
  
runs	
  and/or	
  walks	
  oddly	
  

___Repetitive/stereotyped	
  motor	
  
mannerisms	
  (spins	
  in	
  circles,	
  flaps	
  arms)	
  

___Fidgets	
  excessively	
  

___Poor	
  eye	
  contact	
  

___Walks	
  or	
  walked	
  on	
  toes	
  when	
  younger	
  

___Poor	
  spatial	
  orientation	
  –	
  bumps	
  into	
  
things	
  often	
  

___Sensitivity	
  to	
  sound	
  

___Confusion	
  when	
  asked	
  to	
  point	
  to	
  
different	
  body	
  parts	
  

___Poor	
  sense	
  of	
  balance	
  

___High	
  threshold	
  for	
  pain	
  –	
  doesn’t	
  cry	
  
when	
  gets	
  a	
  cut	
  

___Likes	
  to	
  spin,	
  go	
  on	
  rides,	
  swing,	
  etc.	
  –	
  
anything	
  with	
  motion	
  

___Touches	
  things	
  compulsively	
  

___A	
  girl	
  uninterested	
  in	
  makeup	
  or	
  
jewelry	
  

___Does	
  not	
  like	
  the	
  feel	
  of	
  clothing	
  on	
  
arms	
  or	
  legs;	
  pulls	
  off	
  clothes	
  

	
  

B	
  

___Fine	
  motor	
  problems	
  (poor	
  or	
  slow	
  
handwriting)	
  

___Difficulty	
  with	
  fine	
  motor	
  skills,	
  such	
  as	
  
buttoning	
  a	
  shirt	
  

___Tends	
  to	
  write	
  very	
  large	
  for	
  age	
  or	
  
grade	
  level	
  

___Stumbles	
  over	
  words	
  when	
  fatigued	
  

___Exhibited	
  delay	
  in	
  crawling,	
  standing,	
  
and/or	
  walking	
  

___Loves	
  sports	
  and	
  is	
  good	
  at	
  them	
  

___Good	
  muscle	
  tone	
  

___Poor	
  drawing	
  skills	
  

___Difficulty	
  learning	
  to	
  play	
  music	
  

___Likes	
  to	
  fix	
  things	
  with	
  the	
  hands	
  and	
  is	
  
interested	
  in	
  anything	
  mechanical	
  

___Difficulty	
  planning	
  and	
  coordinating	
  
body	
  movements	
  

___Doesn’t	
  seem	
  to	
  have	
  many	
  sensory	
  
issues	
  or	
  problems,	
  such	
  as	
  a	
  sensitivity	
  
to	
  sound	
  

___Has	
  good	
  spatial	
  awareness	
  

___Has	
  good	
  sense	
  of	
  balance	
  

___Eats	
  just	
  about	
  anything	
  

___Has	
  a	
  normal	
  to	
  above-­‐average	
  sense	
  of	
  
taste	
  and	
  smell	
  

___Likes	
  to	
  be	
  hugged	
  and	
  held	
  

___Does	
  not	
  have	
  any	
  oddities	
  concerning	
  
clothing	
  

___Has	
  auditory	
  processing	
  problems	
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Hemispheric	
  Imbalance	
  Questionnaire	
  –	
  Please	
  check	
  all	
  that	
  apply.	
  You	
  will	
  total	
  at	
  the	
  end.	
  	
  

A	
  

___Doesn’t	
  like	
  being	
  touched	
  and	
  doesn’t	
  
like	
  to	
  touch	
  things	
  

___Incessantly	
  smells	
  everything	
  

___Prefers	
  bland	
  foods	
  

___Does	
  not	
  notice	
  strong	
  smells,	
  such	
  as	
  
burning	
  wood,	
  popcorn,	
  or	
  cookies	
  baking	
  
in	
  the	
  oven	
  

___Avoids	
  food	
  because	
  of	
  the	
  way	
  it	
  looks	
  

___Hates	
  having	
  to	
  eat	
  and	
  is	
  not	
  even	
  
interested	
  in	
  sweets	
  

___Extremely	
  picky	
  eater	
  

___Spontaneously	
  cries	
  and/or	
  laughs	
  and	
  
has	
  sudden	
  outbursts	
  of	
  anger	
  or	
  fear	
  

___Worries	
  a	
  lot	
  and	
  has	
  several	
  phobias	
  

___Holds	
  on	
  to	
  past	
  “hurts”	
  

___Has	
  sudden	
  emotional	
  outbursts	
  that	
  
appear	
  over-­‐reactive	
  and	
  inappropriate	
  to	
  
the	
  situation	
  

___Experiences	
  panic	
  and/or	
  anxiety	
  
attacks	
  

___Sometimes	
  displays	
  dark	
  or	
  violent	
  
thoughts	
  

___Face	
  lacks	
  expression;	
  doesn’t	
  exhibit	
  
much	
  body	
  language	
  

___Too	
  uptight;	
  cannot	
  seem	
  to	
  loosen	
  up	
  

___Lacks	
  empathy	
  and	
  feelings	
  for	
  others	
  

___Lacks	
  emotional	
  reciprocity	
  

___Often	
  seems	
  fearless	
  and	
  is	
  a	
  risk	
  taker	
  

___Logical	
  thinker	
  

___Often	
  misses	
  the	
  gist	
  of	
  a	
  story	
  

___Didn’t	
  look	
  at	
  self	
  in	
  mirror	
  as	
  a	
  toddler	
  

B	
  

___Seems	
  not	
  to	
  hear	
  well,	
  although	
  
hearing	
  tests	
  normal	
  

___Delay	
  in	
  speaking	
  was	
  attributed	
  to	
  ear	
  
infections	
  

___Gets	
  motions	
  sickness	
  and	
  has	
  other	
  
motion	
  sickness	
  issues	
  

___Is	
  not	
  undersensitive	
  or	
  over	
  sensitive	
  
to	
  pain	
  

___Overly	
  happy	
  and	
  affectionate;	
  loves	
  to	
  
hug	
  and	
  kiss	
  

___Frequently	
  moody	
  and	
  irritable	
  

___Loves	
  doing	
  new	
  or	
  different	
  things	
  but	
  
gets	
  bored	
  easily	
  

___Lacks	
  motivation	
  

___Withdrawn	
  and	
  shy	
  

___Excessively	
  cautious,	
  pessimistic,	
  or	
  
negative	
  

___Doesn’t	
  seem	
  to	
  get	
  any	
  pleasure	
  out	
  of	
  
life	
  

___Socially	
  withdrawn	
  

___Cries	
  easily;	
  feelings	
  get	
  hurt	
  easily	
  

___Seems	
  to	
  be	
  in	
  touch	
  with	
  own	
  feelings	
  

___Empathetic	
  to	
  other	
  people’s	
  feelings;	
  
reads	
  people’s	
  emotions	
  well	
  

___Gets	
  embarrassed	
  easily	
  

___Very	
  sensitive	
  to	
  what	
  others	
  think	
  
about	
  him	
  or	
  her	
  

___Procrastinates	
  

___Is	
  extremely	
  shy,	
  especially	
  around	
  
strangers	
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Hemispheric	
  Imbalance	
  Questionnaire	
  –	
  Please	
  check	
  all	
  that	
  apply.	
  You	
  will	
  total	
  at	
  the	
  end.	
  	
  

A	
  

___Gets	
  stuck	
  in	
  set	
  behavior;	
  can’t	
  let	
  it	
  go	
  

___Lacks	
  social	
  tact	
  and/or	
  is	
  antisocial	
  
and/or	
  socially	
  isolated	
  

___Poor	
  time	
  management;	
  is	
  always	
  late	
  

___Disorganized	
  

___Has	
  a	
  problem	
  paying	
  attention	
  

___Is	
  hyperactive	
  and/or	
  impulsive	
  

___Has	
  obsessive	
  thoughts	
  or	
  behaviors	
  

___Argues	
  all	
  the	
  time	
  and	
  is	
  generally	
  
uncooperative	
  

___Exhibits	
  signs	
  of	
  an	
  eating	
  disorder	
  

___Failed	
  to	
  thrive	
  as	
  an	
  infant	
  

___Mimics	
  sounds	
  or	
  words	
  repeatedly	
  
without	
  really	
  understanding	
  the	
  
meaning	
  

___Appears	
  bored,	
  aloof,	
  and	
  abrupt	
  

___Considered	
  strange	
  by	
  other	
  children	
  

___Inability	
  to	
  form	
  friendships	
  

___Has	
  difficulty	
  sharing	
  enjoyment,	
  
interests,	
  or	
  achievements	
  with	
  other	
  
people	
  

___Inappropriately	
  giddy	
  or	
  silly	
  

___Acts	
  inappropriately	
  in	
  social	
  
situations	
  

___Talks	
  incessantly	
  and	
  asks	
  the	
  same	
  
question	
  repetitively	
  

___Has	
  no	
  or	
  little	
  joint	
  attention,	
  such	
  as	
  
the	
  need	
  to	
  point	
  to	
  an	
  object	
  to	
  get	
  your	
  
attention	
  

___Poor	
  math	
  reasoning	
  (word	
  problems,	
  
geometry,	
  algebra)	
  

B	
  

___Is	
  very	
  good	
  at	
  nonverbal	
  
communication	
  

___Is	
  well	
  liked	
  by	
  other	
  children	
  and	
  
teachers	
  

___Does	
  not	
  have	
  any	
  behavioral	
  problems	
  
in	
  school	
  

___Understands	
  social	
  rules	
  

___Has	
  poor	
  self	
  esteem	
  

___Hates	
  doing	
  homework	
  

___Is	
  very	
  good	
  at	
  social	
  interaction	
  

___Makes	
  good	
  eye	
  contact	
  

___Likes	
  to	
  be	
  around	
  people	
  and	
  enjoys	
  
social	
  activities,	
  such	
  as	
  going	
  to	
  parties	
  

___Doesn’t	
  like	
  to	
  go	
  to	
  sleepovers	
  

___Is	
  not	
  good	
  at	
  following	
  routines	
  

___Can’t	
  follow	
  multiple-­‐step	
  directions	
  

___Is	
  in	
  touch	
  with	
  own	
  feelings	
  

___Jumps	
  to	
  conclusions	
  

___Very	
  good	
  at	
  big	
  picture	
  skills	
  

___Is	
  an	
  intuitive	
  thinker	
  and	
  is	
  led	
  by	
  
feelings	
  

___Good	
  at	
  abstract	
  “free”	
  association	
  

___Has	
  a	
  bedwetting	
  problem	
  

___Has	
  or	
  had	
  an	
  irregular	
  heartbeat,	
  such	
  
as	
  an	
  arrhythmia	
  or	
  a	
  heart	
  murmur	
  

___Poor	
  analytical	
  skills	
  

___Very	
  visual;	
  loves	
  images	
  and	
  patterns	
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Hemispheric	
  Imbalance	
  Questionnaire	
  –	
  Please	
  check	
  all	
  that	
  apply.	
  You	
  will	
  total	
  at	
  the	
  end.	
  	
  

A	
  

___Poor	
  reading	
  comprehension	
  and	
  
pragmatic	
  skills	
  

___Misses	
  the	
  big	
  picture	
  

___Very	
  analytical	
  

___Likes	
  “slapstick”	
  or	
  obvious	
  physical	
  
humor	
  

___Is	
  very	
  good	
  at	
  finding	
  mistakes	
  
(spelling)	
  

___Takes	
  everything	
  literally	
  

___Doesn’t	
  always	
  reach	
  a	
  conclusion	
  
when	
  speaking	
  

___Started	
  speaking	
  early	
  

___Has	
  tested	
  for	
  a	
  high	
  IQ,	
  but	
  scores	
  run	
  
the	
  whole	
  spectrum;	
  or	
  IQ	
  is	
  above	
  
normal	
  in	
  verbal	
  ability	
  and	
  below	
  
average	
  in	
  performance	
  abilities	
  

___Was	
  an	
  early	
  word	
  reader	
  

___Is	
  interested	
  in	
  unusual	
  topics	
  

___Learns	
  in	
  a	
  rote	
  (memorizing)	
  manner	
  

___Learns	
  extraordinary	
  amounts	
  of	
  
specific	
  facts	
  about	
  a	
  subject	
  

___Is	
  impatient	
  

___Speaks	
  in	
  a	
  monotone;	
  has	
  little	
  
inflection	
  

___Is	
  a	
  poor	
  nonverbal	
  communicator	
  

___Doesn’t	
  like	
  loud	
  noises	
  (like	
  
fireworks)	
  

___Speaks	
  out	
  loud	
  regarding	
  what	
  he	
  or	
  
she	
  is	
  thinking	
  

___Talks	
  “in	
  your	
  face”	
  –	
  is	
  a	
  space	
  invader	
  

	
  

B	
  

___Constantly	
  questions	
  why	
  you’re	
  doing	
  
something	
  or	
  why	
  rules	
  exist	
  

___Has	
  poor	
  sense	
  of	
  time	
  

___Enjoys	
  touching	
  and	
  feeling	
  actual	
  
objects	
  

___Has	
  trouble	
  prioritizing	
  

___Is	
  unlikely	
  to	
  read	
  instructions	
  before	
  
trying	
  something	
  new	
  

___Is	
  naturally	
  creative,	
  but	
  needs	
  to	
  work	
  
hard	
  to	
  develop	
  full	
  potential	
  

___Would	
  rather	
  do	
  things	
  instead	
  of	
  
observe	
  

___Uses	
  good	
  voice	
  inflection	
  when	
  
speaking	
  

___Misreads	
  or	
  omits	
  common	
  small	
  
words	
  	
  

___Has	
  difficulty	
  saying	
  long	
  words	
  

___Reads	
  very	
  slowly	
  and	
  laboriously	
  

___Had	
  difficulty	
  naming	
  colors,	
  objects,	
  
and	
  letters	
  as	
  a	
  toddler	
  

___Needs	
  to	
  hear	
  or	
  see	
  concepts	
  many	
  
times	
  to	
  learn	
  them	
  

___Has	
  shown	
  a	
  downward	
  trend	
  in	
  
achievement	
  test	
  scores	
  or	
  school	
  
performance	
  

___Schoolwork	
  is	
  inconsistent	
  

___Was	
  a	
  late	
  talker	
  

___No	
  allergies	
  

___Has	
  difficulty	
  pronouncing	
  words	
  
(poor	
  with	
  phonics)	
  

___Had	
  difficulty	
  learning	
  the	
  alphabet,	
  
nursery	
  rhymes,	
  or	
  songs	
  when	
  young	
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Hemispheric	
  Imbalance	
  Questionnaire	
  –	
  Please	
  check	
  all	
  that	
  apply.	
  You	
  will	
  total	
  at	
  the	
  end.	
  	
  

A	
  

___Good	
  reader	
  but	
  does	
  not	
  enjoy	
  reading	
  

___Analytical;	
  led	
  by	
  logic	
  

___Follows	
  rules	
  without	
  questioning	
  
them	
  

___Good	
  at	
  keeping	
  track	
  of	
  time	
  

___Easily	
  memorizes	
  spelling	
  and	
  
mathematical	
  formulas	
  

___Enjoys	
  observing	
  rather	
  than	
  
participating	
  	
  

___Would	
  rather	
  read	
  an	
  instructions	
  
manual	
  before	
  trying	
  something	
  new	
  

___Math	
  was	
  often	
  the	
  first	
  academic	
  
subject	
  that	
  became	
  a	
  problem	
  

___Has	
  lots	
  of	
  allergies	
  

___Rarely	
  gets	
  colds	
  and	
  infections	
  Has	
  
had	
  or	
  has	
  eczema	
  or	
  asthma	
  

___Skin	
  has	
  little	
  white	
  bumps,	
  especially	
  
on	
  the	
  backs	
  of	
  the	
  arms	
  

___Displays	
  erratic	
  behavior	
  –	
  good	
  one	
  
day,	
  bad	
  the	
  next	
  

___Craves	
  certain	
  foods,	
  especially	
  dairy	
  
and	
  wheat	
  products	
  

___Problems	
  with	
  bowels,	
  such	
  as	
  
constipation	
  and	
  diarrhea	
  

___Has	
  a	
  rapid	
  heart	
  rate	
  and/or	
  high	
  
blood	
  pressure	
  for	
  age	
  

___Appears	
  bloated,	
  especially	
  after	
  meals,	
  
and	
  often	
  complains	
  of	
  stomach	
  pains	
  

___Has	
  body	
  odor	
  /Sweats	
  a	
  lot	
  

___Hands	
  are	
  always	
  moist	
  and	
  clammy	
  

___Always	
  the	
  last	
  to	
  get	
  a	
  joke	
  

B	
  

___Acts	
  before	
  thinking	
  and	
  makes	
  
careless	
  mistakes	
  

___Daydreams	
  a	
  lot	
  

___Has	
  difficulty	
  sequencing	
  events	
  in	
  the	
  
proper	
  order	
  

___Often	
  writes	
  letters	
  backward	
  

___Is	
  poor	
  at	
  basic	
  math	
  skills	
  

___Has	
  poor	
  memorization	
  skills	
  

___Has	
  poor	
  academic	
  ability	
  

___Has	
  an	
  IQ	
  lower	
  than	
  expected	
  and	
  
verbal	
  scores	
  are	
  lower	
  than	
  nonverbal	
  
scores	
  

___Performs	
  poorly	
  on	
  verbal	
  tests	
  

___Needs	
  to	
  be	
  told	
  to	
  do	
  something	
  
several	
  times	
  before	
  acting	
  on	
  it	
  

___Stutters	
  or	
  stuttered	
  when	
  younger	
  

___Is	
  a	
  poor	
  speller	
  

___Doesn’t	
  read	
  directions	
  well	
  

___Gets	
  chronic	
  ear	
  infections	
  

___Prone	
  to	
  benign	
  tumors	
  or	
  cysts	
  

___Has	
  taken	
  antibiotics	
  more	
  than	
  10	
  to	
  
15	
  times	
  before	
  the	
  age	
  of	
  ten	
  	
  

___Has	
  had	
  tubes	
  put	
  in	
  the	
  ears	
  

___Catches	
  colds	
  frequently	
  

___Has	
  difficulty	
  finishing	
  homework	
  or	
  
finishing	
  a	
  conversation	
  

The	
  highest	
  number	
  of	
  check	
  marks	
  
show	
  which	
  side	
  of	
  the	
  brain	
  is	
  weaker.	
  

Total	
  Number	
  (A)	
  ________	
  Right	
  side	
  

Total	
  Number	
  (B)	
  ________	
  Left	
  side	
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****IMPORTANT**** 

PLEASE READ THIS PAGE CAREFULLY 

In order for you to get better as fast as possible, we need the help of ALL persons significantly 
involved in your support system. Spouses, friends and family members all play a crucial role in your 
treatment and the results that you achieve. In short, it is extremely important that all of your support 
system are “on the same page.”  

Therefore, we require that all persons directly involved with your support system watch the 
DVD sent to you and then sign this affidavit. This form must be returned with your Patient 
Application and Case Review  forms before Dr. Joseph M. Serpe can examine you. 

AFFIDAVIT 

I (each) the undersigned individual certifies that:  

• I understand that Dr. Serpe's methods and treatment are unique.  

• I understand that Dr. Serpe does not accept every person into his treatment 
program. 

 
_______________________________                  _______________________________ 

       Print Name         Signature 
 

_______________________________                  _______________________________ 
       Print Name         Signature 
 

_______________________________                  _______________________________ 
       Print Name         Signature 
 

_______________________________                  _______________________________ 
       Print Name         Signature 

 
_______________________________                  _______________________________ 

       Print Name         Signature 
 

Thank you for taking the time to make sure you get the best results possible in the fastest time. 

Return this paper with your Patient Application forms. 
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