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EQUINE and AAT THERAPY 
Pathways to Mental Health
This information is needed to be able to plan appropriate and safe programs by  our Mental Health Professional.  All information is kept secure and confidential

Participants Name: ..............................................................................................................

Address:

...............................................................................................................



..........................................................Post Code ..................................
D of B:

............................................
    Age:
  ..................................

Phone:
H  ..........................
M  ............................  Email ............................................ 
Marital Status:
Number and age of Children:

Current Employment:

Medicare No:

Private Health Insurance: 

Emergency Contact: Name: ..............................................  

Relationship:.................................




Phone No:..................................
Presenting Problems/Difficulties:
Current Health Professionals in your care – eg Psychiatrist, GP, Psychologist

Medications:

Health/Medical: tick appropriate box
If yes, please give details

· Epilepsy


· Asthma

carries puffer .

· Allergies

carries epi-pen 
· Hearing impairment 
· Vision impairment   

· Skin irritations

· Any other? 
Goals – what do you hope to gain by participating in these sessions? 
Signature of Participant:
Date:
 

