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Theresa Green Equestrian Services
www.theresagreenequestrianserives.com
9500 W. Sky Blue Dr. Tucson, AZ 85735·(520)262-8999·theresagreenequestrianservices@gmail.com
_______________________________________________________________________________________________

Medical History & Physician’s Statement

Participant’s Name: ______________________________________________________________________
The following section must be filled out my treating physician
Height: ________ Weight: ________(note: weight limit is 200lbs, dependent on balance, mobility & suitable horses)
Diagnosis: _____________________________________ Date of Onset: ___________________________
Seizure Type: _______________________ Controlled:   Y    N   Date of Last Seizure: __________________
Shunt Present: ___________________________________          Date of Last Revision: _________________
Indwelling Catheters or Spinal Rods Present:    Y    N Location: ________________________________
Mobility: Independent Braces/Assistive Devices:  Y    N  Assisted:   Y   N    Wheelchair:   Y   N
Braces or devices: ________________________________________________________________________
Does the patient require any adaptive equipment?  Y    N    What? _________________________________ Required for those with Down Syndrome:
AtlantoDens Interval X-rays, date: ____/____/___     Results:   +     -   
Are there any neurological symptoms of AtlantoAxial Instability? __________________________________

Please indicate current or past difficulties in the following systems/areas, including surgeries:
	
	Y
	N
	Comments

	Vision
	
	
	

	Hearing
	
	
	

	Speech
	
	
	

	Neuro-Sensation
	
	
	

	Muscular
	
	
	

	Balance/Coordination
	
	
	

	Pulmonary/Cardiac
	
	
	

	Orthopedic
	
	
	

	Cognitive/Learning
	
	
	

	Emotional/Psychological
	
	
	

	Amputation
	
	
	



To my knowledge, there is no reason why this person cannot participate in supervised equestrian activities. However, I understand that Theresa Green Equestrian Services will weigh the medical information above against the existing precautions and contraindications.

Printed Name & Title:  ___________________________________ MD DO NP PA Other _______________
Signature: _______________________________________________________ Date: _________________
Address: _______________________________________________________________________________
Phone: __________________________________  License/UPIN Number: ____________________
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