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Medical History Questionnaire
Neuro‑Nova – ILF Neurofeedback & Mental Wellness Centre
Dear Client,
By completing this questionnaire in advance, we can better prepare for your consultation. The preliminary analysis helps us create a personalized training plan tailored to your needs.
Please return the completed questionnaire in advance by email (info@neuro-nova.co.uk) or bring it with you to your first consultation.
Kind regards,
Istvan Szasz
Neurofeedback Trainer
Neuro‑Nova

I. Personal Information
1.) Client’s name: _______________________________________________________________
2.) Age: _______________________________________________________
3.) Parent’s name (if the client is under 18):

4.) Phone number (for minors, parent’s contact number):

5.) What is your reason for contacting Neuro‑Nova?
• Treatment of a health-related issue
• Support with academic performance difficulties
• Difficulties with emotional regulation or behavior
• Performance enhancement (high cognitive demand work)
• Academic performance optimisation (exams, university entry, language exams)
• Performance enhancement in sports

6.) What do you expect from the therapy?
What results would you be satisfied with?
Please describe both minimum and maximum success expectations:


7.) Have you already taken any steps to address the issue?
(Treatment, therapy, diet, stress-management techniques, etc.)


8.) Is there a diagnosis related to your condition?

9.) If there is no diagnosis, is there any assumption or suspicion from a professional or family member?


II. Physical Health Questions
1.) Do you have any known or suspected autoimmune condition?
If yes, please specify (e.g. allergies, digestive inflammation, diabetes, thyroid disorders, coeliac disease, etc.):





2.) Is there any neurological or psychological condition in the family?
(e.g. autism, attention disorders, delayed speech development, depression, panic disorder, other mental health conditions):



3.) Have you ever had an allergy test?
• Yes
• No

4.) What were the results of the test? Was any treatment provided?


5.) Do you follow any diet due to allergies?


6.) Do you experience sleep difficulties?
• Yes
• No





7.) If yes, what are the symptoms?
• Difficulty falling asleep
• Difficulty staying asleep
• Difficulty waking up
• Restless sleep
• Sleepwalking
• Nightmares
• Sleep apnea
• Other: __________________________________________

8.) Which side (hand/foot) is dominant?
• Left
• Right
• Mixed (e.g. left hand, right foot)
• Not established (uses both interchangeably)

9.) Visual (vision-related) problems:
• No
• Yes
• If yes, please describe: ______________________________________________

10.) Do you have any auditory or olfactory (hearing or smell-related) problems?
• No
• Yes
• If yes, what type? ___________________________________________



11.) Do you grind your teeth (bruxism)?
• Yes
• No

12.) Do you have any taste perception issues?
• Yes
• No


III. Neurological and Psychological Issues
1.) Please select all that apply:
• Headaches, migraine
• Epilepsy
• Speech difficulties
• Tremor (hand shaking) or spasticity (muscle stiffness or contraction)
• Weakness
• Balance problems
• Coordination difficulties
• Prone to accidents
• Motor or vocal tics
• Episodes or attacks (e.g. anxiety, panic, etc.)
• Movement disorders
• Other: ______________________________________________




2.) Please select all psychological issues that apply to you:
• Anxiety
• Panic
• Depression
• Borderline personality traits/disorder
• Trauma
• Grief-related condition
• Unprocessed trauma
• Difficult childhood
• Relationship problems
• Stress
• Adoption


3.) Please select all behavioural and emotional regulation difficulties that apply to you:
• Mood swings
• Depression
• Phobias
• Obsessive thoughts and compulsive behaviours
• Eating disorders
• Addictions
• Risk-taking behaviour or hobbies
• Aggression
• Self-harm (auto-aggression)
• Anger, anger outbursts
• Tantrums
• Other: ______________________________________________


4.) In which areas do you experience stress? Please select all that apply:
• Family
• Workplace
• Relationship
• School
• Pressure to perform
• Need to meet expectations
• Issues related to parents / childhood experiences
• Difficulties with your own child

5.) Attention and cognitive difficulties:
• Learning difficulties
• Reading difficulties
• Writing difficulties
• Mathematical difficulties
• Spatial orientation problems (2D/3D awareness)
• Attention deficit
• Attention deficit with hyperactivity (ADHD)
• Memory problems
• Impulsivity
• Hyperactivity

6.) If you have a professional report, what diagnosis does it include?


7.) Has any treatment been provided for these issues?


8.) Was the treatment effective?



IV. Early Developmental History
1.) Please select the characteristics that apply to the prenatal period (before birth):
• Prenatal stress or injury
• Pregnancy complications
• Birth complications
• Premature birth (which week?) __________________________________
• Illnesses after birth
• Adoption
• Other: ______________________________________________

2.) Conception:
• Natural
• Medically assisted
• IVF / assisted reproduction

3.) Birth:
• Natural birth
• Caesarean section


4.) Any complications or difficulties during birth?
(e.g. prolonged labour, use of forceps, lack of oxygen, etc.)

5.) Characteristics of early infancy development:
• Colic
• Sleep problems
• Feeding difficulties
• Activity level
• Attachment difficulties with parents
• Emotional development issues
• Motor development delays
• Language development delays
• Chronic ear pain/infections
• Allergies
• Asthma
• Childhood epilepsy
• Other: ______________________________________________
6.) Family History
Please select all conditions that have occurred in your family:
• Asthma
• Migraine
• Addiction
• Obsessive thoughts and compulsive behaviours
• Speech problems
• Attention difficulties
• Hyperactivity
• Learning difficulties
• Sleep disorders (difficulty falling asleep, sleepwalking, nightmares, restless sleep)
• Depression
• Anxiety
• Panic disorder
• Motor and vocal tics
• Autism
• Schizophrenia
• Sensory sensitivity

V. Physical Trauma
1.) Please select all that apply:
• Head injury
• Brain surgery
• Stroke
• Accidents
• High fever, febrile seizures
• Serious illnesses
• Neurological disorders
• Drug-related problems
• Poisoning
• Oxygen deprivation (hypoxia)
• Other: ______________________________________________________________

2.) Psychological trauma and stressors:
• Abuse or neglect
• Family-related stress
• School or workplace stress
• Death in the family
• Illness (personal or within the family)
• Other: ___________________________________________________






VI. Treatment History
1.) Please list any medications you are currently taking, what they were prescribed for, and for how long they are intended to be taken:


2.) Please list any dietary supplements you are taking:
(e.g. vitamins, minerals, detox products, omega‑3, herbal supplements, etc.)


3.) In the case of a child, what types of therapies or developmental support have they received so far?


VII. Performance Enhancement (for clients seeking peak performance support)
1.) What goals would you like to achieve through mental performance enhancement?



2.) Please select the areas you would like to improve (select all that apply):
• High performance under pressure
• Increased motivation and drive for success
• Decision-making (recognition, analysis, and execution)
• Concentration and sustaining focus over time
• Memory improvement
• Effective stress resilience
• Burnout prevention
• Targeted recall of learned material
• More restorative sleep and effective recovery cycles
• Avoiding mental blocks
• Managing performance anxiety (e.g. public speaking)
• Improving creativity, association, and intuition
• Fast motor reactions (for athletes)
• Precise timing (for athletes)
• Reduced reaction time (for athletes)
• Improved hand–eye coordination (artists, athletes)
• Improved brain hemisphere coordination
• Other: ______________________________________________

3.) What is your current occupation?


VIII. Preparation for Therapy
To help us prepare your therapy plan, please answer the following questions:

1.) Please indicate which times are generally suitable for you for therapy sessions
(e.g. preferred days and times of day):


2.) What type of stories, films, or shows do you enjoy watching?
(You can also list specific titles):


3.) Is there anything else you would like to share about yourself or your child that may contribute to the success of the therapy?
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