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	Participant’s Medical History & Physician’s Statement


	150 Foal Drive, Roswell, GA 30076

Phone:  678-665-2926
Fax: 770-650-9696

www.bigstridetherapy.com
bernie@bigstridetherapy.com


Participant: _________________________________________ DOB: __________ Ht: ________ Wt: _______

Address: ______________________________________________ Phone: _____________________________

Diagnosis: ____________________________________________ Date of onset: ________________________

Past/prospective surgeries: ___________________________________________________________________

Medications: ______________________________________________________________________________

Special precautions/needs: ___________________________________________________________________

_________________________________________________________________________________________

Seizure type: ___________________________ Controlled:  Y    N    Date of last seizure: _________________

Shunt present:  Y    N

Date of last revision: _______________________________________________

Mobility:  Independent ambulation:  Y   N   
   Assisted ambulation:  Y   N    
Wheelchair:  Y   N

Braces/assistive devices: _____________________________________________________________________

For those with Down Syndrome:  AtlantoDens Interval x-rays, date:  _______ result:  +    -

Neurologic symptoms of AtlantoAxial Instability: ________________________________________________

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

	Type
	    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
	
	
	


To my knowledge, there is no reason why this person cannot participate in supervised equestrian activities.  However, I understand that the therapeutic center will weigh the medical information above against any precautions and contraindications.  I concur with a review of this person’s abilities/limitations by a licensed/credentialed health professional (e.g. PT, OT, Speech, Psychologist, etc) in the implementation of an effective equestrian program.

Physician Name/Title: _______________________________________ MD   DO   NP   PA   Other: _________

Signature: ____________________________________________________ Date: _______________________
Address: __________________________________________________________________________________

Phone: _____________________________________ License/UPIN Number: __________________________
