ladawn quarter horses therapeutic riding center
P.O. Box 558

WEST KENNEBUNK, ME 04094

207-499-0080

Fax # 207-499-2597

Physician’s Referral

NAME _________________________________________________________________

PARENT/ GUARDIAN____________________________________________________

ADDRESS ______________________________________________________________

DATE OF BIRTH _________________

HEIGHT   ________________________________ WEIGHT  ___________________

ladawn quarter horses therapeutic riding center is a therapeutic riding program designed to benefit rider(s) physically, socially and emotionally.  Safety Equipment and specially trained horses and volunteers are used.  In order to assure the fullest possible protection and greatest personal benefit from the program, each rider is required to furnish the following Medical Information before being accepted as a rider.

Note:  because of the nature of the activity of horseback riding, no individual diagnosed with down’s syndrome can be accepted for riding instruction without proof of a negative diagnostic x-ray for atlantoaxial dislocation disorder.

DISABILITY/DIAGNOSIS _______________________ DATE OF ONSET__________

if diagnosis is down’s syndrome, this form must be accompanied by one of the following:

ˆ special olympic down syndrome athletic evaluation

ˆ a signed, dated statement from a qualified physician giving the date and result of a diagnostic x-ray for atlantoaxial dislocation condition.

medical history: ________________________________________________________

________________________________________________________________________

surgical procedures: ____________________________________________________

________________________________________________________________________

medications: ______________________________For: _________________________

DEFICITS PRESENT in:  

(  sight


( NEURO-sensation

( MOBILITY

(  hearing


( MUSCLE TONE

( BRACES in use
(  speech


( COORDINATION

( ASSISTIVE devices in use
Comments on Above: ________________________________________________________________________________
comment if applicable:

seizures: _____________________________________________________________

Incontinence: ________________________________________________________

Ambulation technique________________________________________________

General Comments___________________________________________________

In my opinion the patient named can receive riding instruction under appropriate supervision.  In conjunction with the riding program, i concur in the referral of the patient to the staff occupational therapist for evaluation and treatment of his/her physical abilities and/or limitations in performing exercises.

precautions or contraindications to occupational therapy:

__________________________________________________________________________________________________________________________________________

Physician’s written name: ________________________________________

Physician’s NPI number: _________________________________________

________________________________               _________________________

    Physician’s Signature



Date

________________________________               __________________________

     Address





phone

This form is valid for a period of one (1) year from the date signed.
-

information for physician

the following conditions, if present, may represent precautions or contraindications to therapeutic horseback riding.  therefore when completing this form, please note whether these conditions are present and to what degree.

Orthopedic




Medical/Surgical

spinal fusion





allergies

spinal instabilities




cancer

atlantoaxial instabilities



poor endurance

scoliosis





recent surgery

kyphosis





diabetes

lordosis





peripheral vascular disease

hip subluxation and dislocation


varicose veins

osteoporosis





hemophilia

pathologic fractures



hypertension

coxas arthrosis




serious heart conditions

heterotopic ossification



stroke (cerebrovascular accident)

osteogenesis imperfecta

cranial defects

internal spinal stabilization devices

Neurological




secondary concerns

hydrocephalus/shunt



behavior problems

spina bifida





age under two years

tethered cord



acute exacerbation of chronic disorder

CHIARI 11 malformation



indwelling catheter

hydromyelia

paralysis due to spinal cord injury

seizure disorders
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