
 

Participant's Application and Health History 
GENERAL INFORMATION 
Participant:____________________________________________DOB:__________ Age: ____ 

Height:____________Weight:_________(Limit 210 lbs for mounted activity) Gender:    M        F 

Address:_____________________________________________________________________________ 

Phone:________________E-mail:__________________________ Alternative #____________ 

Employer/School:______________________________________________________________________ 

Address:_____________________________________________________________________________ 

Phone:______________________________________________________________________________ 

Parent/Legal Guardian:_________________________________________________________________ 

Address (if different from above):__________________________________________________________ 

Phone:______________________________________________________________________________ 

Referral Source:_______________________________________________________________________ 

Phone:______________________________________________________________________ 

How did you hear about the program?______________________________________________ 

HEALTH HISTORY 
Diagnosis__________________________________________Date of Onset_______________ 
Please indicate current or past special needs in the following areas: 

 Y N Comments 

Vision    

Hearing    

Sensation    

Communication    

Heart    

Breathing    

Digestion    

Elimination    

Circulation    

Emotional/Mental Health    

Behavioral    

Pain    

Bone/Joint    

Muscular    

Thinking/Cognition    

Allergies    

 



 
 
 
 
 
Dear Health Care Provider:  
Your patient, ________________________________________________________is interested  

(Participants Name) 

in participating in supervised equine activities. In order to safely provide this service, our center 
requests that you complete/update the attached Medical History and Physician's Statement 
Form. Please note that the following conditions may suggest precautions and contraindications 
to equine activities. Therefore, when completing this form, please note whether these conditions 
are present, and to what degree: 
 

Orthopedic  
Atiantoaxial Instability- include neurologic symptoms  
Coxa Arthrosis  
Cranial Deficits  
Heterotopic Ossification/Myositis Ossificans  
Joint subluxation/dislocation  
Osteoporosis  
Pathologic Fractures  
Spinal Joint Fusion/Fixation  
Spinal Joint Instability/Abnormalities  
 
Neurologic  
Hydrocepfalus/Shunt  
Seizure  
Spina Bifida/Chiari II malformation/Tethered 
Cord/Hydromyelia  
 
Other  
Age- under 4 years  
Indwelling Catheters/Medical Equipment  
Medications - i.e. photosensitivity  
Poor Endurance  
Skin Breakdown  

Medical/Psychological  
Allergies  
Animal Abuse  
Cardiac Condition  
Physical/Sexual/Emotional Abuse  
Blood Pressure Control  
Dangerous to self or others  
Exacerbations of medical conditions (i.e. RA, MS)  
Fire Settings.  
Hemophilia 
Medical Instability  
Migraines  
PVD  
Respiratory Compromise  
Recent Surgeries  
Substance Abuse  
Thought Control Disorders  
Weight Control Disorder  

 
Thank you very much for your assistance. For the safety and well-being of both our participants 
and horses, Tackfully Teamed has a rider weight limit of 210 pounds for mounted activity. If a 
participant exceeds this limit or if you have any questions regarding their ability to safely 
participate in mounted activities, please feel free to contact us so we can discuss appropriate 
options.  
 
Sincerely, 
 
 
 
 
 
Tackfully Teamed Riding Academy INC. 

 
 

 
 



 
 

Participant's Medical History & Physician' Statement 
Participant:__________________________________________________DOB:________ Height:______Weight: ______ 
Address:__________________________________________________________________________________________ 
Diagnosis:________________________________________________________________________________________ 
Past/Prospective Surgeries:___________________________________________________Date of Onset:____________ 
Medications:_______________________________________________________________________________________ 
Seizure Typе:_______________________________________Controlled:   Y    N    Date of Last Seizure:_____________ 
Shunt Present:   Y     N     Date of last revision:___________________________________________________________ 
Special Precautions/Needs:___________________________________________________________________________ 
_________________________________________________________________________________________________ 
Mobility: Independent Ambulation    Y     N     Assisted Ambulation   Y    N    Wheelchair Y   N   
Braces/Assistive Devices:____________________________________________________________________________ 
For those with Down syndrome: Neurologic Symptoms of Atlantoaxial Instability: Present�Absent � 
Please indicate current or past special needs in the following systems/areas, including surgeries. These conditions may 
suggest precautions and contraindications to equine activities. 

 Y N Comments 

Auditory    

Visual    

Tactile Sensation    

Speech    

Cardiac    

Circulatory    

Integumentary/Skin    

Immunity    

Pulmonary    

Neurologic    

Muscular    

Balance    

Orthopedic    

Allergies    

Cognitive    

Emotional/Psychological    

Pain    
 

Given the above diagnosis and medical information, this person is not medically precluded from participation in equine-assisted activities and/or 
therapies. I understand that the PATH Intl. Center will weigh the medical information given against the existing precautions and contraindications. 
Therefore, I refer this person to the PATH Intl. Center for ongoing evaluation to determine eligibility for participation. 
  
Name/Title___________________________________________________________________________________________   MD   DO   NP   PA   Other 
 
Signature:_________________________________________________________________________________________Date:____________________ 
 
Address___________________________________________________________________________________________________________________ 
 
Phone:_______________________________________________________________ License/UPIN Number:__________________________________  

 

 



 
 
 
MEDICATIONS (include prescription, over-the-counter; name, dose and frequency)________________ 

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________ 
Describe your abilities/difficulties in the following areas (include assistance required or equipment needed): 
 
PHYSICAL FUNCTION (i.e. Mobility skills such as transfers, walking, wheelchair use, driving/bus riding) 
__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

PSYCHO/SOCIAL FUNCTION (i.e. Work/school including grade completed, leisure interests. 
relationships-family structure, support systems, companion animals, fears/concerns, etc) 
__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________ 

GOALS (i.e. Why are you applying for participation? What would you like to accomplish?) 
__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________ 

Signature:_________________________________________________________Date:____________ 
 
PHOTO RELEASE 
I 𝤿 DO 
  𝤿 DO NOT 
consent to and authorize the use and reproduction by_______________________________________ 

(Tackfully Teamed Riding Academy Inc) 

 of any and all photographs and any other audio/visual materials taken of me for promotional material, 
educational activities, exhibitions or for any other use for the benefit of the program. 
Signature:__________________________________________________________Date:___________ 

Client, Parent or Legal Guardian 
           Signed in the presence of center staff 

 



 
Authorization for Emergency Medical Treatment Form 

𝤿Participant​           𝤿Staff​      𝤿Volunteer 

Name__________________________________________DOB:___________ Phone:______________________ 

Address:___________________________________________________________________________________ 

Physician's Name:____________________________________Preferred Medical Facility:___________________ 

Health Insurance Company:____________________________Policy #:_________________________________ 

Allergies to medications:_______________________________________________________________________ 

Current medications:__________________________________________________________________________ 

In the event of an emergency, contact: 

Name:________________________________________ Relation:______________ Phone:_________________ 

Name:________________________________________ Relation:______________ Phone:_________________ 

Name:________________________________________ Relation:______________ Phone:_________________ 

 

In the event emergency medical aid/treatment is required due to illness or injury daring the process of receiving 

services, or while being on the property of the agency, I authorize____________________________________ to: 
(Tackfully Teamed Riding Academy Inc) 

1. Secure and retain medical treatment and transportation if needed. 

2. Release client records upon request to the authorized individual or agency involved in the medical 

emergency treatment. 

 

Consent Plan 
This authorization includes x-ray, surgery, hospitalization, medication and any treatment procedure deemed "life 

saving” by the physician. This provision will only be invoked if the person(s) above is unable to be reached. 
Date: _______________ Consent Signature:______________________________________________________ 

 Client, Parent or Legal Guardian 
     Signed in presence of center staff 

Non-Consent Plan 
I do not give my consent for emergency medical treatment/aid in the case of illness or injury during the process of 

receiving services or while being on the property of the agency. 

 

𝤿 Parent or legal guardian will remain on site at all times during equine assisted activities 

𝤿 In the event emergency treatment/aid is required,I wish the following procedure to take place: 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

 

Date:____________Consent Signature:__________________________________________________________ 

Client, Parent or Legal Guardian 
Signed in presence of center staff 

 

 

 



 
Tackfully Teamed Riding Academy, Inc.  

Equine Release, Waiver, and Indemnification  
The undersigned participant, and his or her parent or legal guardian if the participant is under the age of 
18 years, does/do hereby execute this release, waiver, and indemnification for himself or 
herself/themselves and his or her/their heirs, successors, representatives, and assigns and, thereby, 
agree(s) and represents as follows:  

To release Tackfully Teamed Riding Academy, Inc., its members, employees, agents, 
representatives, subsidiary corporations, and those governmental agencies and other organizations 
affiliated with this activity from any and all liability, loss, damage, costs, claims, and/or causes of action, 
including but not limited to all bodily injuries and property damage arising out of participation in the 
activity, it being specifically understood that said activity includes the handling of equine by the 
undersigned participant. The undersigned person(s) further agree(s) to indemnify the Tackfully Teamed 
Riding Academy, Inc., its employees, members, agents, representatives, and those governmental 
agencies and other organizations affiliated with this project, and hold them harmless for any liability, loss, 
damage, cost, claim judgment, or settlement which may be brought or entered against them as a result of 
the undersigned person's participation in said activity.  

If involved in equine activities pursuant to Section 3.2-6202 amended of the Code of Virginia the 
undersigned(s) execute(s) this waiver of the undersigned(s) rights to sue and agree(s) to assume all risks 
resulting from the "intrinsic dangers of equine activities". “Intrinsic dangers of equine activities" is defined 
as those dangers or conditions that are an integral part of equine activities, including but not limited to, (i) 
the propensity of equines to behave in ways that may result in injury, harm, or death to persons on or 
around them; (ii) the unpredictability of an equine's reaction to such things as sounds, sudden movement, 
and unfamiliar objects, persons, or other animals; (iii) certain hazards such as surface and subsurface 
conditions; (iv) collisions with other animals or objects; and (v) the potential of a participant acting in a 
negligent manner that may contribute to injury to the participant or others, such as failing to maintain 
control over the equine or not acting within the participant's ability.  

This waiver shall remain valid unless expressly revoked by the participant or Parent or guardian 
of a minor. The revocation shall be in writing which shall be delivered to the provider and shall become 
effective thirty (30) days after delivery to the provider.  

In the case of school-, college-, and university-sponsored classes and programs, waivers 
executed by a participant or parent or guardian of a participant shall apply to all equine activities in which 
the participant is involved in the next succeeding twelve (12) month period unless earlier expressly 
revoked in writing. The revocation shall become effective thirty (30) days after it is delivered to the 
provider.  

The undersigned(s) should maintain all medical and health insurance needed to cover all risks of 
any kind in any place in livestock, equine, and/or other activities.  

I, the undersigned participant, will wear and use, in accordance with established policy and 
procedure, all safety equipment and to ensure equipment is in good condition at all times.  
 

 
_______________________________________ 
(Printed Name of Participant) 

 
________________________________________ 
(Signature of Participant) 

 
 
________________________________________ 
(Printed Name of Parent/Guardian 1) 

 
 
________________________________________ 
(Signature of Parent/Guardian 1) 
If Participant is under 18 years old 

 
________________________________________ 
(Printed Name of Parent Guardian 2) 

 
________________________________________ 
(Signature of Parent/Guardian 2) 
If Participant is under 18 years old 

 


