
Diagnosis:____________________________________________________________________________________
Medications:__________________________________________________________________________________
Seizure Type:_____________________________ Controlled: Yes or No Date of last seizure:_________________
Special Precaution/Needs:
_____________________________________________________________________________________________
_____________________________________________________________________________________________
Mobility: Independent Ambulation: Y / N Assisted Ambulation: Y / N Wheelchair: Y / N
Braces/Assisted Devices:________________________________________________________________________
For those with Down Syndrome: AtlantoDens Interval X-rays, Date: _______________________Results: + -
Neurologic Symptoms of Atlanto Axial Instability:____________________________________________________

Given the above diagnosis and medical information, this person is not medically precluded from
participation in equine assisted activities and/or therapies. I understand that HorseSense LLC will weigh the
medical information given against the existing precautions and contraindications. Therefore, I refer this
person to HorseSense Therapeutic Riding Center for ongoing evaluation to determine eligibility for
participation.

Name/Title:___________________________________________________________ MD DO NP PA Other
Signature:_____________________________________________________________ Date:_______________
Address:___________________________________________________________________________________
Phone:____________________________________

HORSESENSE THERAPUTIC RIDING CENTER

MEDICAL RELEASE FORM
1 4 5  E a s y  S t r e e t ,  H o w e l l ,  N J  0 7 7 3 1

P h o n e  7 3 2 - 9 1 0 - 7 8 5 5

I f  t h e  r i d e r  h a s  a n y  M e d i c a l  o r  P h y s i c a l  c o n c e r n s  t h a t  w e  s h o u l d  b e  a w a r e  o f  –
P l e a s e  l i s t :


