Take In information / Application for services
Participant: ___________________________________ Date of Birth: _______________
Parents or Legal Guardian: __________________________________________________

Complete Mailing Address:

________________________________________________________________________

Phone # Home: _______________________________ Cell #: _____________________

E-mail address: ____________________________________

Treatment Request/ Frequency: ______________________________________________
Please describe the participant’s challenges: ____________________________________

________________________________________________________________________

What are the participant’s emotional reactions in a stressful situation?  Does the participant withdraw, show aggression or become tearful? _________________________

________________________________________________________________________

What benefits do you hope the participant will gain from this program? 

Is the participant a “movement seeker” or a “movement avoider”?
What affects the participant’s attention?  Does the participant perseverate or become distractible, inattentive, and impulsive?
Please state three different goals that the client would like to accomplish this year. (Must be completed)
1.______________________________________________________________________

2.______________________________________________________________________

3. ______________________________________________________________________

Barn Rules

(
smoking in barn or anywhere on premises is not allowed.  if you see someone smoking please ask him/HER TO stop.

(
Please do not feed the horse(s).  treats may be given with the supervision of an instructor or horse handler.

(
all students and non-boarders need to be accompanied by an instructor or horse handler before entering paddocks, pastures, or stalls.

(
dogs are not allowed unless they are service dogs.

(     if you plan to bring guests to the barn, please be aware of THEIR WHEREABOUTS. 
(
ALL RIDERS (including guests) must sign a Rider release form before riding anywhere on the premises.
(
please notify staff of any lessons changed or cancelled for scheduling purposes.
(
all ladawn quarter horses therapeutic riding clients are required to wear an astm/sei approved riding helmet and proper protective footwear with a riding heal.
Signed, seen, and agreed on _______________________,  by the following:






(Date)

__________________________________________________________________________________




(Student/Parent/Guardian)

Liability Release

As a participant at ladawn quarter horses therapeutic riding center, I acknowledge the risks and potential for risks of a horseback riding program.  However, I feel that the possible benefits are greater than the risk assumed.  I hereby, intending to be legally bound, for myself, my heirs and assigns, executors or administrators, waive and release forever all claims for damages against LADAWN quarter horses therapeutic riding center, its board of directors, instructors, therapists, volunteers and/or employees for any and all injuries and/or losses I may sustain while participating at ladawn quarter horses therapeutic riding center.

No person can be accepted for riding instruction/intervention, until this form has been completed by the parent/parents or guardian.  Yes, I would like ____________________ to participate in the riding program, and I have discussed this with the rider’s Doctor.  I understand that riding instruction will be under strict supervision, and although every 
effort will be made to avoid an accident; No Liability can be accepted by any organizations concerned, including LaDawn Quarter Horses and/or LaDawn quarter horses therapeutic riding center.

signature_______________________________________ date__________________

signature of parent/guardian _________________________________date______
Emergency options:

Consent Plan
In case of emergency, I authorize ladawn quarter horses therapeutic riding center to secure medical treatment including x-ray, surgery, hospitalization and medication and any treatment procedure deemed “life saving” by the physician.  this 

provision will be involked only if the  person(s) below are unable to be reached. Authorization includes:

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.

date__________________  signature_______________________________________

in case of emergency contact:

name _________________________ phone ______________relation_____________

name _________________________ phone ______________relation_____________

name _________________________ phone ______________relation_____________

Health insurance company_____________________ Policy#___________________

Allergies to Medications: ________________________________________________

Current Medications: ___________________________________________________

physician _________________  preferred Medical facility____________________

date of last tetanus shot: _______________________________________________________


tuberculosis test  +  - Date: _________________________________________

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

date__________________  signature_______________________________________
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