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Physician’s Signature Form 2011

*****MUST BE COMPLETED AND SIGNED BY PHYSICIAN!!!*****
 

Name of Client: ___________________________   DOB: _________   Ht: ______   Wt: ______
Address: ________________________________________________   Phone :______________
Name of Parent/Guardian: ________________________________________________________
Diagnosis: ________________________________________Date of Onset: ________________
Medical precautions: ____________________________________________________________
______________________________________________________________________________
Tetanus shot (date given): ____________________ (current tetanus required)       
Current medications: ____________________________________________________________
______________________________________________________________________________


Please indicate if patient has/had a problem and/or surgeries in any of the following areas by checking yes or no.  If yes, please comment to clarify or explain.

	Area
	Yes
	No
	Comments

	Allergies
	
	
	

	Auditory
	
	
	

	Visual
	
	
	

	Cardiac (ex. Blood pressure)
	
	
	

	Circulatory (ex. Diabetes)
	
	
	

	Pulmonary/Respiratory
	
	
	

	Neurological
	
	
	

	Muscular
	
	
	

	Orthopedic
	
	
	

	Learning Disability
	
	
	

	Mental Impairment
	
	
	

	Psychological Impairment
	
	
	

	Speech / language
	
	
	

	Down Syndrome * (see next page)
	
	
	

	Seizures ** (see next page)
	
	
	

	Other
	
	
	

	Other
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*Down Syndrome:
	______ Negative cervical X-ray for Atlanto-Axial Instability	X-ray Date:________
	______ Negative for clinical symptoms of Atlanto-Axial Instability
**Seizures:
	Seizure type: __________________   Controlled?: _____   Date of last seizure: ________
Shunt present?  
 _____No   _____ Yes – Date of last revision __________________

Mobility (please circle one):
Independent Ambulation     Assisted Ambulation     Wheelchair     Other: ____________
Braces/Assistive devices: _________________________________________________________

Precautions: ___________________________________________________________________
____________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________


Physician Authorization
I hereby give medical authorization for the above named person to participate in programs at  Ride4Fun, Inc. which includes an evaluation by a licensed therapist and a certified therapeutic riding instructor to assess functional levels and recommend riding exercises.  To my knowledge there is no reason why this person cannot participate in supervised equestrian activities.  However, I understand that the therapeutic riding center will weigh the medical information above against the existing precautions and contraindications.  I concur with a review of this person’s abilities/limitations by a licensed/credentialed health professional (e.g. PT, OT, SLP, Psychologist, etc.) in the implementation of an effective equestrian activity program.  This authorization does not constitute any medical assurance that the person above named will receive physical or psychological benefits from the program conducted by Ride4Fun, Inc.  Nor does it constitute an assessment of the risk of possible injury to said person in relation to the possible psychological or physical benefits from participation in the program.

Physician name / Title (please print):  _______________________________________________
Phone: _______________________________________________________________________
Address: ______________________________________________________________________

Physician Signature: ____________________________________    Date: __________________

 (
A Non-Profit Organization
E-mail:  
ride4pt@aol.com
Website:  
www.ride4fun.org
)[image: ]
Please send completed form to:			

Ride4Fun, Inc.
8957 Austin Road
Saline, MI  48176
Phone:  734-944-6651
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