	
ARISE EQUINE THERAPY FOUNDATION
NEW CLIENT INTAKE FORM 
1611 HIGHWAY W  FORISTELL, MO 63385
314-474-9400



Please provide the following information for our records.  Leave BLANK any question you would rather not answer or would prefer to discuss with your therapist first.  Information you provide here is held to the same standards of confidentiality as therapy.
								Arise File #: _______________

1.  CLIENT INFORMATION (Please Print)    					Age: ________        

Marital Status (check one):  ___ Single ___ Married ___ Separated ___ Divorced ___ Widow(er)

Last Name: _____________________________   MI: ______   First: _______________________

Street Address: _________________________________________________________________

City: _____________________________________ State: _______	 Zip: _______________

Birth Date (month/day/year): ______/______/______                    Gender: ____ Male ____ Female

Home Phone: ___________________________   Cell Phone: ____________________________

Email Address:   ________________________________________________________________

Please indicate your preferred method of contact (circle one):  Email    Cell    Home    Mail

Is it okay to leave a VM message?  _____ YES  _____ NO  _____ ONLY IF EMERGENCY

Employer: _____________________________________________________________________

Work Phone Number: ______________________ How Long Employed: ___________________

Emergency Contact: _____________________________________________________________

Relationship:  ____________________________ Phone Number: ________________________


1a.  PARENT / LEGAL GUARDIAN INFORMATION (Complete if client is a minor child and you are the parent or legal guardian).

Last Name: _____________________________   MI: ______   First: _______________________
							       
Street Address (If Different than Client): __________________________________________________
			
City: _____________________________________ State: _______	 Zip: _______________


Birth Date (month/day/year): ______/______/______                   Gender: ____ Male ____ Female

Home Phone: ___________________________   Cell Phone: ____________________________

Email Address:   ________________________________________________________________

2.  COUNSELING HISTORY

Have you (within past 2 months) or are you currently seeing another mental health professional?  _____ Yes    _____No

Are you currently taking any prescribed psychiatric medications?  ____ Yes    ____ No  (These would include any medications like antidepressants) 


2a.  WHAT ARE YOUR CURRENT OR PAST STRUGGLES (Check all that apply)

___ Anxiety 				___ Sexual Issues/Porn		___ Spiritual Struggles 	
___ Depression/Sadness			___ Sexual Abuse Victim		___ Vocational Problems
___ Eating Disorder 			___ Phys./ Verbal Abuse Victim	___ Substance Abuse	
___ Marital Issues 				___ Family Issues		___ Financial/Legal Issues
___ Anger Issues				___ Panic Attacks		___ I don’t know
___ Trauma / PTSD			___ Compulsive Behavior 		___ Loneliness/Emptiness
___ Sleep Problems			___ Phobias 			___ Other: ____________
	

Please tell us why you have decided to seek counseling today: 

_______________________________________________________________________________________

_______________________________________________________________________________________


How did you hear about us?  ____ Referral   ____ Other: ________________________________

If referred please tell us who referred you: ____________________________________________ 


3.  VETERAN STATUS 

Are you or a member of your immediate family a US military veteran?    ____ Yes     ____ No


By signing below I certify that the information I have provided is accurate and truthful.


__________________________________________		
CLIENT NAME (please print)
						

______________________________________________			
IF MINOR CHILD - LEGAL GUARDIAN NAME (please print)							

______________________________________________			___________________
CLIENT OR LEGAL GUARDIAN SIGNATURE				DATE



_________________________________________________________________________________________________

This information is confidential and held in accordance with State and Federal laws and regulations including but not limited to HIPPA Privacy Standards.  Duplication or release of this information in whole or in part is prohibited without written authorization of the client unless otherwise permitted by law.
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