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Participant’s Medical History & Physician’s Statement

Particip DOB: Height: Weight:
Address:
Diagnosi Date of Onset:
Medications:
Seizure Type: Controlied: Y N Date of Last Seizure:
Shunt Present: Y N Date of last
Special Precautions/Needs:
"Mobility: Independent Ambulation Y N Assisted Ambulation ¥ N Wheelchair Y N
Sk A
Resul: + —

For those with Down Syndrome: AtlantoDens Interval X-rays, date:

Newrologic Symptoms of AtlantoAxial Instabifity:

Please indicate current or past special needs in the following systemslareas, including surgeries:
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understand that the MARHA center will weigh the

Vcredentialed health profe 1

traindications. I concur with a review of this person’s abilities/limi

byab

(e.g. PT, OT, SLP, Psy etc.) in the imp of an effective equine activity program.
MName/Title: MD DO NP FA Other
Signature: Date:
Address:

Phone: () Liccase/UPIN Numb

a
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