PATIENT AND HIS/HER FAMILY INFORMATION

Patient Name:

Date of Birth:                                       Weight:                                Height:

Primary Diagnosis:

Address:

Parent(s) Name(s):                                            

Phone:                                                            Fax:
Employment (optional):                                                                 e-mail:

Any additional information:

Patient’s attitude towards animals (good/bad/love them/dislike them/etc.):
Patient’s attitude towards water (good swimmer/never tried before/afraid of/etc.):
Does the patient take any kind of medicine? Please, list the medications (prescription and over the counter), frequency of consumptions, and under what conditions.  What are the results of the medication?

Weak and strong points of the patient:

What are your goals and expectations from the dolphin therapy sessions? 

What do you know about dolphin therapy? 

How did you hear about us?
Who will be accompanying the patient?

It is recommended that the patient is along in the water during the therapy session, however if he/she needs your support, you can go in the water with him/her. If this is the case, please put your name here (Note: you have to know how to swim):


As a gratitude for following our rules, you will be allowed to photograph and videotape all the therapy sessions at no additional cost. 

