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Stable Life Solutions

Equine Assisted Psychotherapy

210-386-8910          254-774-9433
www.stablelifesolutions.com
INITIAL ASSESSMENT

Date:  _____________________________  Referred by:  ______________________________

Patient’s name:  _______________________________________________________________

DOB:  __________________  Age:  ___________  Sex:  ____________

Employer:  ___________________________________  Job title:  ________________________

PRESENTING PROBLEM:

Give a brief account of the history and development of the reason you are seeking treatment, from start to present:  ____________________________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

Symptoms:  __________________________________________________________________________

______________________________________________________________________

______________________________________________________________________

Onset & Precipitating events:  ___________________________________________________________

______________________________________________________________________

______________________________________________________________________

Duration of Symptoms: _________________________________________________________________

MEDICAL HISTORY:

Have you ever been hospitalized:  ________  

Dates and Reasons for Hospitalization:  ____________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

Current Medication and dosage (prescription and over the counter):  _____________________________

______________________________________________________________________

______________________________________________________________________

List any known allergies:  _______________________________________________________________

______________________________________________________________________

______________________________________________________________________

List any alcohol or drugs you use and frequency:  ____________________________________________

______________________________________________________________________

______________________________________________________________________

Have you had any previous treatment for mental health?  ___________

If so, when, where and why:  ____________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

FAMILY AND SOCIAL HISTORY:

Parents and Siblings:

Father:  _________________________________________________________  Age: ________ 

Mother:  _________________________________________________________  Age:  _______

Brothers:  _____________________________________________________________________

Sisters:  ______________________________________________________________________

Type of relationships with family members:  _________________________________________________

______________________________________________________________________

______________________________________________________________________

List family deaths, causes, and ages:  _____________________________________________________

______________________________________________________________________

______________________________________________________________________

Marital history (number of marriage, divorces, widowed):  ______________________________________

______________________________________________________________________

______________________________________________________________________

Dependents (name, age, relationship to patient):  ____________________________________________

______________________________________________________________________

______________________________________________________________________

Sexual History:  

(Including past abuse, normal sexual development and current satisfaction with intimate relationships)

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

Physical abuse history:  ________________________________________________________________

______________________________________________________________________

______________________________________________________________________

Alcohol/Substance abuse history:  ________________________________________________________

______________________________________________________________________

______________________________________________________________________

PAST EXPERIENCE WITH HORSES:  ____________________________________________________

______________________________________________________________________

______________________________________________________________________
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