Participant’s Application & Health History
GENERAL INFORMATION
Participant:_________________________________________________________________________
DOB:____________________ Age:________ Height:________ Weight: ________ Gender:     M      F 
Address:____________________________________________________________________________
Phone: ____________________ Email: ________________________ Alternate #:_______________
Employer/School:____________________________________________________________________
Address: ____________________________________________________________________________
Phone: _____________________________________________________________________________
Parent/Legal Guardian: __________________________________Phone:______________________
Caregiver: ______________________________________________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
	
	
	


MEDICATIONS (include prescription and over-the-counter, name, dose and frequency) ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Describe your abilities/difficulties in the following areas (include assistance required or equipment needed):
PHYSICAL FUNCTION (e.g., mobility skills such as transfers, walking, wheelchair use, driving/bus riding) ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
PSYCHOSOCIAL FUNCTION (e.g., 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 Amy’s Wish With Wings 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

Participant’s Consent for Release of Information
I hereby authorize: ___________________________________________________________________(person or facility)

to release information from the records of:____________________________DOB:____________(participant’s name)

The information is to be released to: __________________________________________________(center or therapist’s name)
0

For the purpose of developing an equine activity program for the above named participant. The information to be released is indicated below:
	Medical history
	Physical therapy evaluation, assessment and program plan
	Speech therapy evaluation, assessment and program plan
	Mental health diagnosis and treatment plan
	Individual Habilitation Plan (IHP)
	Classroom Individual Education Plan (IEP)
	Psychosocial evaluation, assessment and program plan
	Cognitive-behavioral management plan
	Other :_______________________________________________________________________
This release is valid for one year and can be revoked, in writing, at my request.
Signature:_____________________________________________________ Date:________________
Print Name:____________________________________________________
Relationship to Participant: _____________________________________

Please send materials to: _____________________________________________________
			          _____________________________________________________
			          _____________________________________________________
			          _____________________________________________________
				

Participant’s Medical History & Physician’s Statement
Participant: _______________________________________ DOB: __________________  Height: _________ Weight: __________
Address: ____________________________________________________________________________________________________
Diagnosis: ______________________________________________________________ Date of Onset: ______________________
Past/Prospective Surgeries: ___________________________________________________________________________________
Medications: ________________________________________________________________________________________________
Seizure Type: ____________________________________ 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
	
	
	

	Learning Disability
	
	
	

	Cognitive
	
	
	

	Emotional/Psychological
	
	
	

	Pain
	
	
	

	Other
	
	
	


Given the above diagnosis and medical information, this person is not medically precluded from participation in equine-assisted services. 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
Signature: _______________________________________________________ Date: ___________________________
Address: _________________________________________________________________________________________
Phone: __________________________________________ License/UPIN Number: __________________________




Participant’s Profile
Name:_________________________________________________________________ Date:______________________
Disability: _________________________________________________________________________________________
Ambulatory Status: _________________________________________________________________________________
Adapted Equipment Required: ______________________________________________________________________
Mounting/Dismounting (method, number of volunteers) _______________________________________________
___________________________________________________________________________________________________
Helpers required (indicate gait* assistance needed; update as needed):
	Type of assistance
	Date
	Gaits
	Date
	Gaits
	Date
	Gaits

	Leader and two sidewalkers
	
	
	
	
	
	

	Leader and one sidewalker
	
	
	
	
	
	

	Leader only
	
	
	
	
	
	

	Sidewalker
	
	
	
	
	
	

	Independent 
	
	
	
	
	
	



Riding Position (describe): __________________________________________________________________________
___________________________________________________________________________________________________
___________________________________________________________________________________________________
Participant Skills (indicate gait*/task is completed; update as needed):
	Task
	Date
	Gaits
	Date
	Gaits
	Date
	Gaits

	Holds reins
	
	
	
	
	
	

	Holds handhold
	
	
	
	
	
	

	Able to control horse
	
	
	
	
	
	

	Able to halt from the…
	
	
	
	
	
	

	Able to circle at the…
	
	
	
	
	
	

	Rides without stirrups
	
	
	
	
	
	

	Able to maintain half seat
	
	
	
	
	
	

	Able to post as the…
	
	
	
	
	
	

	Knows diagonal or lead
	
	
	
	
	
	

	Able to steer over cavelletti
	
	
	
	
	
	

	Able to jump over crossbar
	
	
	
	
	
	



Participant can walk ____________ sitting trot ____________ posting trot ____________ canter ______________
Horse recommendations ___________________________________________________________________________
___________________________________________________________________________________________________
*Gait Key:   W – walk;   ST – sitting trot;   PT – posting trot;   C – canter
Volunteer/Staff Information Form and Health History
General Information
Name: ______________________________________________________________ Date: ________________________
Address: __________________________________________________________________________________________
Date of Birth: ______________________ Phone (C): ____________________________ (W) ______________________
Employer/School: __________________________________________________________________________________
Parent/Legal Guardian/Caregiver Name/Address/Phone Number: ______________________________________
___________________________________________________________________________________________________
How did you learn about the program? _______________________________________________________________
Recent medical tests: ___________ Last Tetanus Shot:___________ Tuberculosis Test    +    -    Date: _________
(Consult your physician or local health department if you are not up to date with these shots/tests.)
Health History
Please describe your current health status, particularly regarding the physical/emotional demands of working in an equine assisted program. Address fitness, cardiac, respiratory, bone or joint function, recent hospitalizations/surgeries or lifestyle changes.
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Allergies: __________________________________________________________________________________________
___________________________________________________________________________________________________
Medications: _______________________________________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________________________
Circle areas in which you are interested:

Program
Horse Handling
Sidewalking With a Student
Stable Management
Special Events
Horse Show
Fundraising
Special Olympics
Trail Rides
Administrative
Public Releations
Grant Writing
Volunteer Recruitment
Newsletter
Photography/Video
Budget/Finance
Future Planning

Facility RepairsI understand that the information provided above is accurate to the best of my knowledge. I know of no reason why I should not participate in this center’s program.
Signature:_____________________________________________________________ Date: ______________________


Volunteer/Staff Information Form and Health History
Page 2
Name: ____________________________________________________________________________________________
Address: __________________________________________________________________________________________
Phone: _____________________________________________________ Date of Birth: __________________________
Photo Release
I              DO
                DO NOT
Consent and authorize the use and reproduction by Amy’s Wish With Wings 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: _________________________________
Background Information
Have you ever been charged with or convicted of a crime?    Y    N    Please explain: _______________________
___________________________________________________________________________________________________
___________________________________________________________________________________________________
I, ________________________________________(volunteer/staff), authorize ________________________________
To receive information from any law enforcement agency, including police departments and sheriff’s departments, of this state or any other state or federal government, to the extent permitted by state and federal law, pertaining to any convictions I may have had for violations of state or federal criminal laws, including but not limited to convictions for crimes committed upon children or animals.
I understand that such access is for the purpose of considering my application as an employee/volunteer, and I expressly DO NOT authorize the PATH Intl. Center, its directors, officers, employees or other volunteers to disseminate this information in any way to any other individual, group, agency, organization or corporation.
Signature: _____________________________________________________ Date: ______________________________(volunteer/staff)


CURRENT DRIVER’S LICENSE    Y    N    LICENSE NUMBER: ____________________________ STATE: __________
Confidentiality Agreement
I understand that all information (written and verbal) about participants at this PATH Intl. Center is confidential and will not be shared with anyone without the expressed written consent of the participant and their parent/guardian in the case of a minor.
Signature: _____________________________________________________ Date: ______________________________(volunteer/staff)

