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Stable Life Solutions

Equine Assisted Psychotherapy

210-386-8910          254-774-9433
www.stablelifesolutions.com
Participant’s Medical History & Physician’s Statement

Name:  ______________________________________________________________________

Address:  ____________________________________________________________________

_____________________________________________________________________________

DOB:  _________________  Height:  ____________________  Weight:  __________________

Name of Parent/Guardian:  ______________________________________________________

Tetanus Shot:  Yes  /  No   Date:  ___________________

Medications taking:  ___________________________________________________________

Please indicate if client has a problem and/or surgeries in any of the following areas by checking yes or no.  If yes, please comment using back of form if necessary.

	AREAS
	YES
	NO
	COMMENTS

	Auditory
	
	
	

	Visual
	
	
	

	Speech
	
	
	

	Cardiac
	
	
	

	Circulatory
	
	
	

	Pulmonary
	
	
	

	Neurological
	
	
	

	Muscular
	
	
	

	Orthopedic
	
	
	

	Allergies
	
	
	

	Learning Disability
	
	
	

	Mental/psychological Impairment
	
	
	

	Diabetes
	
	
	

	Other:
	
	
	


Special Precautions/Needs:  ______________________________________________________

I have filled out this medical information sheet to he best of my knowledge.  I understand that equine therapy may be physically challenging and I take full responsibility for deciding whether or not I, or my minor child, should participate.  By signing this form, I am accepting the physical nature of EAP and am agreeing to participate or agreeing for my minor child to participate.

________________________________________          

____________________________________

       Signature of Client/Participant




Date

________________________________________         

 ____________________________________

        Signature of Parent/Guardian




Date
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