l E A ‘ Lowcountry Equine-Assisted Psychotherapy

Referral for LEAP Services
(Please Print)
Date

Patient’s Name

Age Date of Birth Sex

Home Address

Parent/Legal Guardian

Phone: Home Cell Work

Referred by
Relationship to patient

Phone:
Fax:

Reason for Referral/Goals for Treatment

P.O.Box 20310 Charleston, SC 29413 843-723-0659 LEAPinSC@comcast.net




