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ﬁ_quine AMH & Learning

Information Form

Participant Name: Date of Birth: / /

Address: Phone: - -

Phone (work/cell) - -

City: State: Zip:

School: Gender: Male  Female

Parent/Legal Custodian/Legal Guardian:
(If participant is a child/adolescent)
Address: (if different):

City:

State:

Phone: -

Zip:

(home) - -

(work/cell)

E-Mail:

(I give permission for contact by e-mail.)

Place of Employment:

Emergency Contact:

Address:

City: State: Zip:

Phone: - - (home) - - (work/cell)

If participant is a minor: I, the parent/legal custodian/legal guardian of the above named minor, do
hereby give my consent for his/her participation to work with InBalance, Equine Assisted Growth
& Learning Program

Signature (Parent, Legal Custodian, Legal Guardian, if minor_) Date
(Parent must be a legal custodian of child to give consent)

Vallerie E. Coleman, Ph.D. Laurie Brooks Jefferson, M.F.T.
Amy S.Pulitzer, M.F.T.i (suPervised bg Vallerie E. Coleman , Ph.D. #P5Y12592)
Inbalanccpsgch.com o 818.754 4454



Confidential Client Information

Name:

Reason for seeking Equine Assisted Growth & Learning:

Please circle the symptoms you are currently experiencing.

Mild Moderate Severe How Long
Sad/Depressed Mood 1 2 3
Suicidal Thoughts 1 2 3
Appetite Changes 1 2 3
Weight change 1 2 3
Poor Concentration 1 2 3
Obsessive Thoughts 1 2 3
Tension/Anxiety 1 2 3
Panic Attacks 1 2 3
Memory Problems 1 2 3
Compulsive Behavior 1 2 3
Hostility or Anger 1 2 3
Social Isolation 1 2 3
Sexual Problems 1 2 3
Please Circle
Alcohol Use: None  1-4 times per month  2-3 times per week Daily
Amount: 1-2 drinks/sitting 2-4 drinks/sitting 5 or more drinks/sitting
Intoxication: Never  1-4 times/month 3-4 times/week daily
Circle all used None Marijuana Sedatives Stimulants
in the last year: Opiates Cocaine Hallucinogens
Nicotine Caffeine
Frequency :
Have you ever been arrested? No  Yes:_ When? Reason:

Current medical problems (incl. allergies)?

Current Medications (incl. non-prescription):

Is there anything else we should know?




