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GUIDELINES FOR PROGRAM ELIGIBILITY 

Guidelines for Program Eligibility:

Shepard Meadows Therapeutic Riding Center, Inc. will review applicants for the Program and will accept or deny services to applicants according to the following criteria, which are based on safety of the participants, horses, volunteers and personnel. 

a) Experience and expertise of the instructor

b) Suitable horses 
c) Height and weight carrying limit of the horses (Height limits must be determined by the assignment of the riders to horses and volunteers that can meet the specific needs of the rider.) 
d) Availability of volunteers

e) Age, weight and ability of applicant

f) Presence of any precautions and/or contraindications, which would make the equine assisted activity/activities inappropriate for the individual

g) Limitations of the facility (Participants must currently have ambulatory ability as we do not have a lift.)
Each participant must have a signed physician statement indicating that there are no physical and/or mental impairments that would prohibit the applicant from participating in equine-assisted activities. This includes notations of any precautions and/or contraindications that may be present. The physicians are provided with the PATH Precautions and Contraindications information to use in making their decisions as to the appropriateness of the Program for participation by the participant.  A "health care provider" who is allowed to complete and sign the attached form is defined as:  a doctor of medicine or osteopathy, podiatrist, dentist, chiropractor, clinical psychologist, optometrist, nurse practitioner, nurse-midwife, or a clinical social worker who is authorized to practice by the State and performing within the scope of their practice as defined by State law, or a Christian Science practitioner.  A health care provider also is any provider from whom a University or the employee's group health plan will accept medical certification to substantiate a claim for benefits.
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Participant’s Medical History & Physician’s Statement
(this form to be completed, signed & dated by the Physician)

Date: ___________________________

Participant: _____________________________________ DOB: _____________ Height: _________ Weight: ___________
Address: ___________________________________________________________ Phone: __________________________
Diagnosis: _______________________________________________________ Date of Onset: _______________________
Past/Prospective Surgeries: _____________________________________________________________________________
Medications: _________________________________________________________________________________________
Seizure Type: ____________________________________ Controlled?    Y        N     Date of Last Seizure: ________________
Shunt Present?     Y      N        Date of last revision: ____________________________________________________________
Special Precautions/Needs: ______________________________________________________________________________
Mobility:  Independent Ambulation?     Y     N       Assisted Ambulation?    Y      N         Wheelchair?       Y       N

Braces/Assistive Devices: __________________________________________________________________________________
For those with Down’s Syndrome:  Atlanto/Axial-Dens Interval X-rays, date: _________________ Result:       +          --
Neurological Symptoms of AtlantoAxial Instability: ___________________________________________________________________

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

	Auditory
	
	
	

	Visual
	
	
	

	Tactile Sensation
	
	
	

	Speech
	
	
	

	Cardiac
	
	
	

	Circulatory
	
	
	

	Integumentary/Skin
	
	
	

	Immunity
	
	
	

	Pulmonary
	
	
	

	Neurological
	
	
	

	Muscular
	
	
	

	Balance
	
	
	

	Orthopedic
	
	
	

	Allergies
	
	
	

	Learning Disability
	
	
	

	Cognitive
	
	
	

	Emotional/Psychological
	
	
	

	Pain
	
	
	

	Other
	
	
	


	Given the above diagnosis and medical information, this person is not medically precluded from participation in equine assisted activities. I understand that the PATH center will weigh the medical information given against the existing precautions and contraindications. Therefore, I refer this person to the PATH center for ongoing evaluation to determine eligibility for participation.

Name/Title: _________________________________________________________   MD DO NP PA Other __________________________________

Signature: _______________________________________________________________________ Date: ___________________________________
Address: ________________________________________________________________________ Phone: __________________________________

License/NPI Number: _____________________________________________________________
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Please note that the following conditions may suggest precautions and contraindications to therapeutic horseback riding.  

Therefore, when completing this form, please note whether these conditions are present, and to what degree.

Orthopedic







Medical/Psychological
Atlantoaxial Instability – include neurological symptoms


Allergies

Coxa Arthrosis







Animal Abuse

Cranial Deficits







Cardiac Condition

Heterotopic Ossification/Myositis Ossificans




Physical/Sexual/Emotional Abuse

Joint subluxation/dislocation





Blood Pressure Control

Osteoporosis







Dangerous to self or others

Pathologic Fractures






Exacerbations of medical conditions(i.e. RA,MS)

Spinal Joint Fusion/Fixation





Fire Settings

Spinal Joint Instability/Abnormalities




Hemophilia

 








Medical Instability

Neurologic







Migraines

Hydrocephalus/Shunt






PVD

Sensory Deficit







Respiratory Compromise

Seizure








Recent Surgeries

Spina Bifida/Chiari II malformation/Tethered Cord/Hydromyelia

Substance Abuse

 








Thought Control Disorders

Other








Weight Control Disorder

Age – usually under 4 years

Indwelling Catheters/Medical Equipment

Medications, i.e., photosensitivity

Poor Endurance

Skin Breakdown
Reviewed/Approved:  10/18/16


