HEALING THROUGH HORSEPLAY,LLC

3995 C.R. 406

MCKINNEY, TX 75071

972-562-7115

Barbara Currence, M.Ed., Licensed Professional Counselor
Certified in EAGALA

Client’s Name:______________________________Today’s date:________________

Birthdate:_________________ 


Age:______________

Male___ Female____


Address:______________________________________________________________

City, State, Zip:__________________________

Referred by:____________________

Home phone:___________________________Work phone:____________________

Cell phone:_____________________________Email:_________________________

Where would you like us to leave reminder messages (please mark all that are acceptable): Home_______Work_________Cell phone_______Email___________None______

What recent concerns have brought you to counseling? ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What do you know about equine-assisted counseling?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What are your goals for you and your child?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

About Your Child’s Education

Age: __________ Grade: ___________ Nick Names: ___________________  

What do school personnel tell you about your child? ___________________________________________________________________________________________________________________________________________

Grade:

School


Average Grades
City, State

K______________________________________________________________________

1st______________________________________________________________________

2nd _____________________________________________________________________

3rd_____________________________________________________________________
4th_____________________________________________________________________

5th_____________________________________________________________________

6th_____________________________________________________________________

7th_____________________________________________________________________

8th_____________________________________________________________________
9th_____________________________________________________________________

10th____________________________________________________________________

11th____________________________________________________________________
12th____________________________________________________________________

About Your Child’s Family

Relatives

Name

Age

Does child get along with person?

Father________________________________________________________________________
Mother_______________________________________________________________________
Sister(s) ______________________________________________________________________
Brother(s) ____________________________________________________________________
Step Father____________________________________________________________________
Step Mother___________________________________________________________________
StepBrother(s)/StepSisters________________________________________________________
List all people who live in the home with this child: ___________________________________________________________________

About Your Child’s Symptoms

Please mark all of the items that apply to your child.
__Accident prone


__Eating issues


__Obesity
              
__Affectionate



__Failure in school


__Oppositional
__Aggressive



__Fearful



__Pouts
__Argues



__Feelings easily hurt


__Procrastinates
__Assaults



__Fidgety



__Provokes others
__Bathroom language


__Fire setting



__Rages
__Bigoted



__Hair chewing


__Responsible
__Bossy to others


__Head banging


__Runs away
__Breaks rules



__Hostile



__Sad
__Breaks the law


__Hyperactive



__School avoiding
__Bullied by others


__Hypochondriac


__Self-harms
__Bullies others


__Immature



__Sexually active
__Cheats



__Inattentive



__Shy
__Clowns around


__Independent



__Slow moving
__Competitive



__Insults others


__Slow responding
__Complains



__Interrupts



__Smart-alecky
__Complains of feeling sick

__Intimidated by others

__Social
__Compliant



__Intimidates others


__Steals
__Concern for others


__Intolerant



__Stubborn
__Conflicts at school


__Irritability



__Suicidal
__Conflicts at home


__Isolates



__Swearing
__Conflicts with friends

__Lacks organization


__Talks back
__Conflicts with police

__Lacks respect for authority

__Teased
__Cries easily



__Learning disability


__Teases others
__Cruel to animals


__Lethargic



__Temper tantrums
__Dares others


__Loss of friends


__Threatens
__Dawdles



__Low frustration tolerance

__Thumb sucking
__Daydreams



__Lying



__Tics or noises
__Defiant



__Manipulates



__Timid
__Dependent



__Moody



__Truancy
__Destructive



__Mute, refuses to speak

__Uncooperative
__Developmental delays

__Nail biting



__Uncoordinated
__Difficulties with parent’s

__Name calling


__Under-active

partner



__Negativism



__Unhappy
__Disobedient



__Nervous



__Unprepared
__Disrupts family activities

__New school



__Vandalism

__Distractible



__Nightmares



__Violent
__Dropping out of school

__Noisy



__Wastes time
__Drug or alcohol use


__Noncompliant


__Wetting/soiling
__Drug sales



__Obedient



__Withdraws
__Work problems


__Yells

Please add any other characteristics:___________________________________________________________________________________________________________________________________________________________________________________________________________________________

About Your Child’s Routine

What kinds of physical exercise does your child get?__________________________________

How much caffeine does your child consume each day?________________________________

Is your child’s eating restricted in any way? How? Why? ____________________________________

Bedtime:__________Wake-up:____________
Average hours of sleep:_________

Does your child have any problems getting enough sleep?  (please describe completely):

__________________________________________________________________________________________________________________________________________________________

About Your Child’s Health

Who is your child’s pediatrician?_____________________ Last visit?______________

Are there any concerns shared by the doctor?_________________________________________
List any medical  conditions your child has had:______________________________________
_____________________________________________________________________________
Describe any allergies that your child has:___________________________________________
List all medications prescribed:____________________________________________________

List all previous counselors and/or psychiatrists seen:__________________________________

_____________________________________________________________________________

Any other helpful information about your child:_______________________________________

_____________________________________________________________________________

_____________________________________________________________________________________________________________________________________________
