PARTNERS IN EQUESTRIAN THERAPY

MEDICAL HISTORY
(to be completed and signed by Physician)
Date: _________
Name: _______________________________________DOB:________________Age: _____________

Sex: ____________ Height: ____________ Weight: ________ Pulse: ______________ B.P.:_____________________

DIAGNOSIS: ________________________________________________________________________________________________

CAUSE: ____________________________________________________________________________________________________

MEDICATIONS (Type, Purpose, Dose): ___________________________________________________________________________

 ___________________________________________________________________________________________________________

If Downs Syndrome, Atlanto-Axial Subluxation?  Yes _______________   No ________________

Cervical X-Ray for Atlanto-Axial Subluxation:  Positive _________  Negative _________  Xray Date _____/_____/______

Tetanus Shot:  Yes _________ No ___________  Date ______/______/________
Please indicate if the client has or has had a history of the following secondary problems by checking Yes or No.  If YES, please include COMPLETE information pertaining to the problem. 

PROBLEM                                         YES      NO    IF YES, OR HISTORY OF, DESCRIBE

AUDITORY IMPAIRMENT              ____    ____   ______________________________________________________________________________

LEARNING DISABILITY                ____    ____    ______________________________________________________________________________

MENTAL IMPAIRMENT                  ____    ____   ______________________________________________________________________________

PSYCHOLOGICAL IMPAIRMENT ____    ____   ______________________________________________________________________________

SPEECH IMPAIRMENT                   ____    ____    ______________________________________________________________________________

VISUAL IMPAIRMENT                    ____    ____    Glasses:_______________________________________________________________________

 ALLERGIES                                      ____    ____    ______________________________________________________________________________

CARDIAC                                           ____    ____    _____________________________________________________________________________

CIRCULATORY                                 ____    ____    ______________________________________________________________________________
             PVD                                        ____    ____   ______________________________________________________________________________

	Postural Hypotension          ____     ____    ____________________________________________________________________________
              
               Hemophilia                           ____    ____    _____________________________________________________________________________

PULMONARY                                    ____   ____    ______________________________________________________________________________             
              Asthma/COPD                       ____    ____    _____________________________________________________________________________

NEUROLOGICAL                              ____    ____    _____________________________________________________________________________
                Seizures                                ____    ____    _____________________________________________________________________________
                   Controlled                         ____    ____    _____________________________________________________________________________
                    Last Seizure: _______/________/_________

              Hydrocephalus                      ____    ____    ______________________________________________________________________________                         
                     Shunt                              ____    ____    # Revisions____________________________________________________________________                                                 
               
               Sensory Loss                        ____    ____    ______________________________________________________________________________
            
               Pain	                              ____    ____    _____________________________________________________________________________
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   PROBLEM        	                             YES      NO     IF YES, OR HISTORY OF, DESCRIBE        

MUSCULAR                                      ____    ____    _____________________________________________________________________________
               Contractures                         ____    ____    _____________________________________________________________________________

SKELETAL
	Spinal Column Injury           ____    ____    _____________________________________________________________________________

	Subluxing Joints                   ____    ____    _____________________________________________________________________________

	Dislocating Joints                 ____    ____   ______________________________________________________________________________

                Laminectomy/Fusion             ____    ____    ____________________________________________________________________________
 
	Scoliosis – Degree/Type/
                           Brace/Last Xray        ____    ____    _____________________________________________________________________________
	
	Spondylolisthesis                 ____    ____    _____________________________________________________________________________

	Spinal Abnormality              ____    ____    _____________________________________________________________________________

	Osteoporosis	              ____    ____    _____________________________________________________________________________

	Heterotrophis Ossification    ____    ____    _____________________________________________________________________________

	Joint Disease	               ____    ____    _____________________________________________________________________________

	Cranial Defects                     ____    ____    _____________________________________________________________________________

	Fractures                               ____    ____   Location? _____________________________________ Healed? ________________________

	Other ________________    ____    ____    _____________________________________________________________________________
MEDICAL HISTORY
Please indicate any medical problems not indicated above:



Please indicate special precautions:



MOBILITY STATUS
Ambulatory?           Yes _____________   No _______________

Can the student ambulate independently?   Yes ______________ No _________________

If No, describe: __________________________________________________________________________________________________________

PROSTHETICS/ORTHODONTICS

Type: _________________________________________________  Purpose: ________________________________________________________

Type: _________________________________________________  Purpose: ________________________________________________________

Please describe any additional information that might help us to work with this student. Thank you for your time!




PHYSICIAN'S SIGNATURE: ____________________________________________________Date: _________________________

PHYSICIAN'S NAME (Please Print): ___________________________________________________________________________

Physician's Address:  _________________________________________________________________________________________

Telephone Number: _________  -  __________ -  _________

	





                                                PARTNERS IN EQUESTRIAN THERAPY

MEDICAL RELEASE 
(to be completed and signed by Physician)




Client's Name: _________________________________________________________Phone: ______________________


This client has my permission to participate in a horseback riding program under appropriate supervision.

Recommended Frequency: _______________________________________________

Precautions:

 _________________________________________________________________________________________________

 _________________________________________________________________________________________________

 _________________________________________________________________________________________________


Physician's Signature: _______________________________________________   Date: _________________________

Please print, Type or Stamp:

Physician's Name: ____________________________________________________

Address:                ____________________________________________________

                              ____________________________________________________

 Phone:                  ____________________________________________________









P.O. Box 5253, San Luis Obispo, CA 93403   Phone: (805) 235-2787
