
  

 
                                ART THERAPY INTAKE PACKET 

 
 

TO MAKE A REFERRAL FOR ART THERAPY, please complete the entire seven page packet, and mail 
it to 12200 Fairhill Rd. Cleveland, OH 44120. To expedite the process you can fax page 1 and 2 to 
216/791-5610, and send the originals of the entire packet by mail. 
 

CLIENT NAME DOB 
      /    / 

Age 
 

M 
F 

Preferred Location for AT Service 
Fairhill    River’s Edge    Other _______________ 

Home Address Parent/Guardian/Foster Parent 

 Address 

    

Home Phone Work Home Phone 
Pager Cell 

Name 
Referral Contact 

Name 
Other Prof. Contact 

Agency 
 

Agency 

Mailing Address Mailing Address 

Office Phone Cell Pager Office Phone  Cell Pager 

Person to contact to schedule appointment Emergency Contact 
Name Name 

Person transporting client 
 

Relationship to Client 

Preferred DAY         
              TIME              
 AVAILABLE START DATE 

Phone Number(s) 

REASON FOR REFERRAL  

 
 
 
DIAGNOSIS 
 

PSYCHO/SOCIAL HISTORY 
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continued on page 2 



  

 
 

Rev. 3/26/07         Notification/Release/Permission 
                        Forms Attached          SIGNED ______________________________ DATE_____________ 
   

FAMILY HISTORY 
 

 

 

 

 

 

 

 
CURRENT MEDICATIONS, DOSE, TIME  
1 4 

2 5 

3 6 

MEDICAL HX., ALLERGIES, ADAPTIVE EQUIPMENT, ETC.  

 

 

 

 

 

HOSPITALIZATIONS/DATES/REASONS 
 

 

 

SPECIAL NEEDS/LIMITATIONS/PRECAUTIONS 
 
 

CLIENT’S STRENGTHS/INTERESTS 
 

 

 

GOALS FOR ART THERAPY TREATMENT 
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ART THERAPY CONSENT FORM 

 
 

My permission is granted to: 
 photograph or display _____________________________’s artwork in the Art Therapy Studio’s 

programs 
 

 photograph _____________________________________’s participation in the Art Therapy 
Studio’s  programs 

 
I understand that comments and case material may be used for scientific and educational purposes. 
 
I have been assured that such artwork or reproductions will be presented in a professional manner 
for educational purposes, research, publication, or presentation. 
 
Confidentiality of the client’s name will be maintained unless otherwise agreed upon. 
 
 
 
Client’s Name _______________________________________  Age ________  DOB _________ 
 
Parent/Guardian Name____________________________________________________________ 
 
Address _______________________________________________________________________ 
 
Phone ___________________________________ 
 
 
 
 
Signed ____________________________________________   Date ______________________ 
                  (Parent/Guardian) 
 
 
Witness __________________________________________    Date ______________________ 
 
 
 
 
 
revised: 3/26/07 
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12200 Fairhill Road ▪ Cleveland, OH  44120 ▪ 216/791-9303 ▪ www.ArtTherapyStudio.org 




