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117 RideABILITY Lane ▪ Brandon, MS ▪ 39042

601-750-6735

Participant’s Medical History & Physician’s Statement
Participant:  _____________________________________________________ DOB:  ______________ Height________________  Weight:  _____________________

Address:  ______________________________________________________________________________________________________________________________

Diagnosis:  _____________________________________________________________________________________Date of Onset:  __________________________
Past/Prospective Surgeries:  ________________________________________________________________________________________________________________

Medications:  ___________________________________________________________________________________________________________________________
Special Precautions/Needs:  ________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________________
Mobility:  Independent Ambulation  Y     N     Assisted Ambulation  Y     N    Wheelchair  Y     N  

Braces/Assistive Devices:  _________________________________________________________________________________________________________________

For those with Down Syndrome:   Date of Last Cervical Spine X-Ray for Atlantoaxial Instability: __________________   Result:  Positive______ Negative ______
(X-Rays must be current within 5 years (after the age of 2) of participation in the riding program.  Participants are required to be certified annually by a physician that no AAI symptoms have developed since the initial X-Ray.)

Neurological Symptoms of Atlantoaxial instability:  ____________________________________________________________________________________________
Tetanus Shot:  No ____    Yes ____  Date: ________________

Please indicate if the client has or has 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


___
___
__________________________________

Medical History (continued)

Name:  ____________________________________________________ Date:  ___________________________________________

PROBLEM



YES
NO
IF YES, OR HISTORY OF, DESCRIBE

Pain




___
___
__________________________________

MUSCULAR



___
___
__________________________________


Contractures


___
___
__________________________________

SKELETAL



___
___
__________________________________


Subluxing Joints


___
___
__________________________________


Spinal Column Injury

___
___
__________________________________


Dislocating Joints


___
___
__________________________________


Laminectomy/Fusion

___
___
__________________________________


Scoliosis – Degree/Type/



Brace/ Last X-ray

___
___
__________________________________


Kyphosis/Lordosis



Degree/Type

___
___
__________________________________


Spondylolisthesis


___
___
__________________________________


Spinal Abnormality

___
___
__________________________________


Osteoporosis


___
___
__________________________________


Heterotrophic Ossification

___
___
__________________________________


Joint Disease


___
___
__________________________________


Cranial Defects


___
___
__________________________________


Fractures


___
___
Location:_________ Healed?_________


Other____________________
___
___
__________________________________
MEDICAL HISTORY
Please indicate any medical problems not indicated above:

Please indicate any additional special precautions:

Given the above diagnosis and medical information, this person is not medically precluded from participation in equine assisted activities.  I understand that RideABILITY Therapeutic Riding Center will weigh the medical information given against the existing precautions and contraindications.  Therefore, I refer this person to RideABILITY for ongoing evaluation to determine eligibility for participation.
Name:  _______________________________________________  Title:  MD     DO     NP     PA      Phone:  _________________

(please print)
Signature:  ____________________________________________               Date:  ________________________________________
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