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Equestrian Programs




Rider:  __________________________________________________________________     Date:  ___ - ___ - _____    

Parent/Guardian:  ________________________________________________________________________________

Address:  ______________________________________________________________________________________

                                                     Street                                                                                                                           City                                               State                           Zip

Home Phone:  __________________________________    Work Phone:  ___________________________________

In case of emergency contact:  ______________________________________    Phone:  _______________________

Employer/School Attending:  ______________________________________________________________________

Best time for classes:    _____ daytime    _____  evening    _____  weekend

Best Days of the Week:  __________________________________________________________________________                       

Health History

Disability:  _____________________________________________________    Date of Diagnosis:  ___ - ___ - _____

DOB:  ___ - ___ - _____       Age:  ____          Gender:  ____            Height:  ______            Weight:  _______ pounds

Describe your abilities/difficulties in the following areas (include assistance required or equipment needed).

PHYSICAL FUNCTION (mobility, flexibility, coordination, posture, muscle tone/strength, balance, etc.)

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

PSYCHO/SOCIAL FUNCTION (fears, self-esteem, confidence, speech/language/communication, social skills, etc.)  ______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

GOALS:  Check all areas in which you would like to work on within this program.

____  Muscle Tone
____  Muscle Strength
____  Coordination
____  Balance

____  Flexibility
____  Relaxation
____  Posture
____  Motor Skills

____  Fitness
____  Self-Esteem/Confidence
____  Responsibility
____  Attention

____  Sensory Integration
____  Communication
____  Speech/Language
____  Social Skills 

____  Following Directions
____  Sequencing
____  Comprehension
____  Behaviors

____  Competition
____  Sportsmanship
____  Recreation/Leisure
____  Teamwork

____  Life Skills
____  Daily Living Skills
____  Job Skills
____  Other _________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

Page 1a
Release and Indemnity Agreement

_________________________________ (Client’s Name) would like to participate in the Riders Unlimited Therapeutic Riding Program.  I acknowledge the risks and potential for risks of horseback riding.  However, I feel that the possible benefits to myself/my child/my ward are greater than the risk assumed.  I hereby, intending to be legally bound, for myself, my heirs and assigns, executors or administrators, waive and release forever all claims for damages against Riders Unlimited, Inc., its Board of Directors, Instructors, Therapists, Aides, Volunteers, Horse Owners, Facility Owners, and/or Employees for any and all injuries and/or losses I/my child/my ward may sustain while participating in the Riders Unlimited Therapeutic Riding Program.

WARNING

Under Ohio law, an equine professional is not liable for an injury or death of a participant in equine activities resulting from the inherent risks of equine activities, pursuant to Ohio House Bill 564, an act to enact section 2305.321 of the Revised Code.  Inherent risks of an equine acitivity means a danger or condition that is an integral part of an equine activity, including, but not limited to the following:

a. The propensity of an equine to behave in ways that may result in injury, death or loss to persons on or 

around the equine;

b. The unpredictability of an equine’s reaction to sounds, sudden movement, unfamiliar objects, 

persons, or other animals;

c. Hazards, including, but not limited to, surface or subsurface conditions;
d. A collision with another equine, another animal, a person, or an object;

The potential of an equine activity participant to act in a negligent manner that may contribute to injury, death, or loss to the person of the participant or to other person, including, but not limited to, failing to maintain control over an equine or failing to act within the ability of the participant.

I have read this Release and Indemnity Agreement, as well as, received a copy of Ohio’s Equine Activity Liability Act Warning or Language.

Printed Rider’s Name:  ___________________________________________________________________________    

Rider’s Signature:  _________________________________________________________    Date:  ___ - ___ - _____

Printed Parent/Guardian Name:  ____________________________________________________________________    

Parent/Guardian Signature:  __________________________________________________    Date:  ___ - ___ - _____

Photo Release (optional)

I hereby consent to and authorize the use and reproduction by Riders Unlimited, Inc. of any and all photographs and any other audiovisual materials taken of me/my child/my ward, for promotional printed material, newspapers, television media, educational activities, exhibitions or for any other use for the benefit of the program.

Rider’s Signature:  _________________________________________________________    Date:  ___ - ___ - _____

**  If under 18 years old, this must also be approved and signed by a parent or guardian.

Parent/Guardian:  __________________________________________________________    Date:  ___ - ___ - _____
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Rider:  ________________________________________________________     DOB:  ___ - ___ - _____    Age:  ___

Disability:  _____________________________________________________    Date of Diagnosis:  ___ - ___ - _____

Allergies:  ______________________________________________________________________________________

Describe any medical condition requiring precautions and any medications and dosage:  ________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

Parent/Guardian:  ________________________________________________________________________________

Address:  ______________________________________________________________________________________

                                                     Street                                                                                                                           City                                               State                           Zip
Home Phone:  ____________________________________    Work Phone:  _________________________________

In case of emergency contact:  ________________________________________    Phone:  _____________________

Physician’s Name:  _________________________________________________    Phone:  _____________________

Preferred Medical Facility:  ________________________________________________________________________

Health Insurance Company:  ______________________________________    Policy #:  _______________________

Consent Plan

In case of Medical Emergency, the undersigned authorizes Riders Unlimited, Inc. to provide such medical assistance as they determine to be necessary.

The undersigned authorizes any licensed physician and/or medical facility to provide any medical/surgical care and/or hospitalization for the rider, including anesthetic which they determine to be necessary or advisable, pending receipt of a specific consent from the undersigned.

No rider can be accepted for riding instruction until this form has been completed by the Parent/Guardian.  If the rider is of legal age (18 years), he/she may complete this form is he/she is legally competent to do so.  Riding instruction will be under strict supervision.  Although every effort will be made to avoid any accident, NO LIABILITY can be accepted by any of the organizations concerned including Riders Unlimited, Inc.
Parent/Guardian Printed Name:  ___________________________________________    Phone:  _________________

Parent/Guardian Signature:  __________________________________________________    Date:  ___ - ___ - _____

Rider Signature (18 yr. Or older):  _____________________________________________    Date:  ___ - ___ - _____

Non-Consent Plan

I do not give my consent for emergency medical treatment/aid in the case of illness or injury during the process of receiving services from Riders Unlimited, Inc. or while being on the property where lessons or activities are conducted.  In the event emergency treatment/aid is required, I wish the following procedures to take place:  

____________________________________________________________________________________________________________________________________________________________________________________________

Printed Name:  __________________________________________________    Phone:  _______________________

Non-Consent Signature:  ____________________________________________________    Date:  ___ - ___ - _____
                                             A copy of the medical history form should be attached to this form.                                      Page 2
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Rider:  ______________________________________________________     DOB:  ___ - ___ - _____    Age:  _____

Parent/Guardian:  ________________________________________________________________________________

Address:  ______________________________________________________________________________________

                                                     Street                                                                                                                           City                                               State                           Zip
Disability:  _____________________________________________________    Date of Diagnosis:  ___ - ___ - _____

Shunt: Y  N    Date last revised:  ___-___-____  Tetanus Shot Date:  ___ - ___ - ___  Height:  _____   Weight:  _____ 

Seizure Type:  ______________________________    Controlled:  Y    N      Date of Last Seizure:  ___ - ___ - _____

Medications:  ___________________________________________________________________________________
For persons with Down’s Syndrome:  Atlantoaxial Instability Cervical X-ray:  Positive  Negative  Date: ___________

To be completed by physician or nurse practitioner.  Please indicate if the rider has/had any problems, current/past special needs, and/or medical procedures in any of the following areas by checking yes or no.  If yes, please comment.

	AREAS
	YES
	NO
	COMMENTS

	Auditory


	
	
	

	Visual


	
	
	

	Tactile Sensation


	
	
	

	Speech


	
	
	

	Cardiac


	
	
	

	Circulatory


	
	
	

	Integumentary/Skin


	
	
	

	Immunity


	
	
	

	Pulmonary


	
	
	

	Neurological


	
	
	

	Muscular


	
	
	

	Balance


	
	
	

	Orthopedic


	
	
	

	Allergies


	
	
	

	Learning Difficulty


	
	
	

	Mental Impairment


	
	
	

	Psychological/Emotional


	
	
	

	Pain


	
	
	

	Other


	
	
	


MOBILITY:  Independent   __Yes    __ No           Circle Needs:  Crutches       Braces/AFO’s        Wheelchair        Walker
                                                                             Please See Other Side                                                                Page 3a

Precautions and Contraindications

The following conditions, if present, may represent precautions or contraindications to horseback riding.  Therefore, when completing this form, please note whether these conditions are present, and to what degree.

	Orthopedic
	Medical/Surgical
	Neurological

	Spinal Fusion
	Allergies
	Hydrocephalus/Shunt

	Spinal Instabilities/Abnormalities
	Cancer
	Spina Bifida

	Atlantoaxial Instabilities
	Poor Endurance
	Tethered Cord

	Scoliosis
	Recent Surgery
	Chiari II Malformation

	Kyphosis
	Diabetes
	Hydromyelia

	Lordosis
	Peripheral Vascular Disease
	Paralysis due to spinal cord injury

	Hip Subluxation and Dislocation
	Varicose Veins
	Seizure Disorders

	Osteoporosis
	Hemophilia
	

	Pathologic Fractures
	Hypertension
	Other Concerns

	Coxas Arthrosis
	Serious Heart Conditions
	Implanted pumps

	Heterotopic Ossification
	Stroke (Cerebrovascular Accident)
	Indwelling catheters

	Osteogenesis Imperfecta
	
	Behavior Problems

	Cranial Deficits
	
	Acute exacerbation of chronic 

	Internal Spinal Stabilization Devices
	
	disorder

	Spinal Orthoses
	
	


Please indicate any special precautions:  ______________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

Please document any other conditions or issues not specified here that may cause hardship for this rider to participate in an equestrian program (i.e.  medical conditions, equipment, etc.):  _______________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

Past/Prospective Surgeries:  _______________________________________________________________________

______________________________________________________________________________________________

Please document any other comments or concerns:  __________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

Please call Riders Unlimited, Inc. at 419-332-6900 if you have any questions and we will respond to you as soon as possible.

	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 history of the rider 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 implementing of an effective equestrian program.

Physician’s Name (printed):  ________________________________________    MD  DO  NP   PA  Other ______

Physician’s Signature:  ____________________________________________________    Date:  ___ - ___ - _____

Address:  ____________________________________________________________________________________

                                                     Street                                                                                                                           City                                               State                           Zip
Phone:  ______________________________________


                                                          No stamped signatures accepted.                                                    Page 3b






P.O Box 135


Fremont, OH  43420


419-332-6900


www.ridersunlimited.org





Parent and Rider


Registration and Release








P.O Box 135


Fremont, OH  43420


419-332-6900
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Emergency Medical


Treatment Authorization
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Fremont, OH  43420


419-332-6900


www.ridersunlimited.org





Rider’s Medical History


and Physician’s Release




















PUBLIC RELEASE FORM





        Everyone is welcome to use the indoor/outdoor arena. This is done by calling first to see 


if the arena is available, or by appointment. However we do reserve the right to limit the use of the arena as we see fit. You will NOT be covered by any insurance of any kind by Sidell & Co. L.L.C. while on or off these premises. You resume FULL RESPONSIBILITY for You, Your Horse and Personal Belongings, as well as property damage.





       I _____________________________________  (Name or Parent/ Guardian) will take


FULL RESPONSIABLITY for Myself/My Child _____________________________________	


while He/She is involved with a equine activity such as, but not limited to; riding, lessons, instructions or any other related activity while on or off of the premises at Sidell & Co. L.L.C. 





The cost is $ Not applicable


Group rate cost is $ Not applicable





Everyone has to follow posted barn rules!





SIDELL & CO., L.L.C.  _________________________________    DATE _________________





PARTICIPANT’S SIGNATURE  _________________________    DATE _________________





                                                      _________________________     DATE _________________








2574 CR. 74


Gibsonburg, Oh. 43431


 (419) 261-3329 Cell





Equestrian Center


2574 C.R. 74


Gibsonburg, OH  43431
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