Equus Therapeutic, Inc.

PHYSICIAN RELEASE/MEDICAL HISTORY

Rider Name ____________________________________________________Date of Birth_________________

Address ______________________________________________________________________________

Name of parent/guardian ________________________________________________________________

Diagnosis _____________________________________________________________________________

Weight __________________ Height ________________ Date of last Tetanus shot __________________

Seizure Type ____________________ Controlled ________________Date of last seizure _____________

Medications __________________________________________________________________________

MOBILITY: Independent ______ Crutches ______ Walker _______ Braces _______ Wheelchair______

PLEASE INDICATE IF PATIENT HAS A PROBLEM AND/OR SURGERIES IN ANY OF THE FOLLOWING AREAS BY CHECKING YES OR NO.  IF YES, PLEASE COMMENT USING THE BACK OF FORM IF NECESSARY.

PLEASE INDICATE ANY SPECIAL PRECAUTIONS_____________________________________________________________  

 __________________________________________________________________________________________________
FOR PERSONS WITH DOWN SYNDROME:


Cervical X-ray for Atlantoaxial Instability: Positive_________ Negative ________ X-ray date _________
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In my opinion this patient can participate on supervised equestrian activities.  In conjunction with these activities I concur in the referral of the patient to a physical/occupational therapist or other health care professional for evaluation of abilities/limitations in performing exercises and implementing an effective equestrian program.





Physician Name (please print) ________________________________Address___________________________


Signature___________________________________________________________________________________


Date __________________________________		Telephone____________________________________








