saddle Up of the Antelope Valley

qﬁ. 8628 West Avenue E
Erﬁgog' Lancaster, CA 93536

Participant’s Application & Health History

Gm INFORMATION

Porficipant _
DOB: Age: Beight Weight: Gender M F
Address:
Phope: Eanail: Alternative #-

Employer/School:
Address:

Phome:
Parent/legal Geardian:
Address (if different from above):

Phone:

Referral Sowce:
Phone:

How did you hear about the program? ___
HEALTH HISTORY

Diagnosis: ~_ Dates of Onser _
Pleose indicate current or past special needs in the following areas:

Y N Comments

Vision

Hearimg

| Sepsation

Communication

Heart

Breathing

Digestion

Circudani

i Emotional/Memial Heatth
Behavioral

 Pain

| BoneSoimt

11_2'.*;{135.:11!:‘11’

e/ Copnit

| Allergies




MEDICATIONS (include prescription and over-the-counter; name, dose and frequency)

Describe vour abilities/difficulties in the following areas (mclude assistance required or equipment
needed):

PHYSICAL FUNCTION (e.g., mobility skills such as transfers, walking, wheelchair use, driving/bus
riding)

PSYCHO/SOCIAL FUNCTION (e.g... work/school including grade completed, leisure interesis,
relationships-family structure, support systems, companion animals, fears/concerns, €ic.)

GOALS (i.e. why are you applying for participation? What would you like to accomplish?

Signatire: Date:

PHOTO RELEASE

10 DO

3 DONOT -

consent to and authorize the use and reproduction by

: (comer)
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 benefi t of the program.

Signature: ) Date:

Chient, Parent or Legal Guardian
Signed in the presence of center siaff



saddle Up of the Antelope Valley %
P
8628 West Avenue E PA TH

INTERMNATIONAL

Lancaster, CA 93536

Authorization for Emergency Medical Treatment Form

o Participant "o Staff o Volumtesr
Name: DOB: Phene:
Address: . o
Physician’s Name: . Preferred Medical Facility:
Health Insurance Company: ' __ Policy®
Allergies to medicalions: i
Current medicalions:
In the event of an emergency Comact
Name: Relation: Phone:
Name:  Relation: ' Phone: L
- ____ Relanion DPhone:, o
Consent Plan

m&ememﬁnﬁgmmdimlﬁdmmtmuhéddmtoﬂhmm’hjmydmﬁgma
] pmﬁmgmiw&mwhﬁsbemgmﬁemoﬁheagency,
| 1aumhorize P 07

i
2. Wmmmmmmmm@ﬂ or agency mvolved m

This authorization mnckudes -8y, SEISTY, hospitalization, med ion and zny trestmen: procedure deemed “hife saving” by the
i physiciaa???ﬁspmvisianwﬂionb'beﬁwok&diﬁhepasmr(s)abeveisunablembereached -
Date: Conseat Sigpamre: -

Ciiont, Parent or Legal Guardian
Signed in presence of cerder staff




= Saddle Up of the Antelope Valley B}
Horseback Riding Agreement and Reiease of Liability Form

Rider Name: Date of Birth

Address City State
Zip Telephone Alternate phone

Release, Assumption of Risk, Waiver and Indemnification

mfhis docuiment waives im I Fe] Rezd it carsful) before signing. =
———=COCUIRENt Waives important M______ STy DETore Signing.

| AGREE in consideration for my pariicipation in this “equestrian achvity” at Saddle Up
Therapeutic Riding Stables o the following: : o



__Saddle Up of the Antelope Valley

Horseback Riding Agreemernt and Release of Liability Form

af the “equesirian aciivity” requires me to do so while WARNING that no proteciive equipment
can guard against all injunes.

if } am a parent or guardian of a minor rider, | consent io the child’s participation and AGREE to
aifl of the above provisions and AGREE to assume zail of the cbiligations of this Releasza on the
child’s behalf. '

i AGREE that the "equestrian aclivity” as used above includes all the property owners, is
agents, employees, voluntears, and the host of this “eguesinian activity”

BY SIGNING BELOW, | UNDERSTAND AND AGREE o be bound by all applicable terms
and provisions of this riding agreemnent.

Rider’s
Signature Date
Parent/Guardian Signature > Date

Parent/Guardian Signature required ¥ rider is under age 18

Page Two



Saddle Up of the Antelope Valley
8628 West Avenue E
Lancaster, CA 93536

CONFIDENTIALITY POLICY

1. Saddie Up Therapeutic Riding Stables (Saddle Up) and its staff

members understand the importance of preserving the right of
confidentiality for all individuals in its program.

. Staff members include, but are not limited to, full-time and part-time
employees, board members, independent contractors, temporary
employees, and volunteers.

. Saddle Up and its staff members shall keep confidential and refuse to
disclose any and dll médiccii, social, referral, personal and financial
information, regarding a rider and his/her family, to any person or
agency which is not related to Saddle Up or its programs.

. The disclosure of any medical, social, referral, personal or financial
information to outside individuals or agencies is permitted only when
the rider, his/her parents, or his/her guardian provide specific
writien consent.

. Any failure to comply with this Confidentiality Policy will result in
personal and professional penaliies, including but not limited Yo,
reprimand, loss of certain job responsibilities and termination.

- T understand and will observe the Confidentiality Policy of Saddle Up
Therapeutic Riding Stables.

Signature Date

Witness Witness Titie
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| Signartore: Date:

8628 W.Ave E
Lancaster, CA 93536
YATH
INTERNATIONAL - T T -
) o 3 7 o = = B ) =
Participant’s Medical History & Physician’s Statement
Participanc DOB: Height- Weight
Address: : -
Diagnosis: e Date of Onset:
Past/Prospective Surgeries: i
Medications:
Setame Type: Controiled- ¥ N Date of Last Setzare:;
Shunt Present: ¥ I Date of lastrevision:
Special Precauiions/Needs:

Mobility: Independent Ambulaion ¥ N Assisted Ambuletion ¥ N Wheelchair ¥ N
Braces/Assistive Devices:

For those with Down Syndrome: Newrologic Symptoms of Atlantoaxial Instability: Present Absent

Flease indicate carent 07 past special needs in the following systems/areas, incleding surgeries. These
condifions iy SKEggest precontions anid contraindicaiions 10 equiye eiviies.

j Y N R Commenis

Aundiory

Visual

Tactile Sensation

i Speech piEe e

Cardiac

Circnlaiory

Integomentary/Skin

| Immunity

Pulmonary
Neurclogic

Musculaz

QOrihopedic

Allergies

] carping Disabiliy

Cogpitive

! BEmotonal/Psychological

Pam

! Other |

(Given the above diagnosis and medical saformation, 1his person Is notmedically precluded from patticipation
i equine-assisted activities and/or therapies. 1 nmderstand that the PATH Inil. Center will weigh the medical
mformation eiven asainst the existing precantions and contrandications. Therefore, I refer this person io the
PATH Intl. Center for ongoing evaluation to derermine eligibility for participation.

Wame/Title: MD DO NP PA Other

Address:
| Phonez (__) 1. icepse/UPIN Number-




