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EAT Participant Application and Health History
(Note:  This form NEEDS 2 (two) signatures on the second page - if not
completed, there will be NO RIDING, a ground lesson only!)
GENERAL INFORMATION
Participant:   _______________________________________________________________________________________________       
DOB:  _________________    Age: ______    Weight*:  ______    Height: ______    Gender:    M      F       * For the health and safety of rider, horse and staff, TRRC has a weight restriction of 190 pounds.  All riders agree to be weighed prior to riding as a condition precedent to their participation.  
Address:  ___________________________________________  City:  __________________  State: _____   Zip Code:  __________
Main Phone:  _________________________   Cell Phone:  _________________________   Alt. Phone: _______________________ 
E-mail: _____________________________________________________________________________________________________
Employer/School:  _________________________________________________________       Phone:   ________________________
Address:  ___________________________________________________________________________________________________
Parent/Legal Guardian:  _______________________________________________________________________________________ 
Caregivers:  _________________________________________________________________________________________________
Address (if different than above): _________________________________________________________________________________
Phone:  ________________________________________________
Referral Source:  ___________________________________________________________       Phone:  ________________________
How did you hear about the program?  ____________________________________________________________________________
Riding Ability:   _____ Beginner (Less than 2 yrs. experience)    _____ Novice (2-6 yrs. experience)    _____ Intermediate (6-12 yrs. experience)
          _____ Advanced (12+ yrs. experience)
HEALTH HISTORY
Diagnosis: __________________________________________________________    Date of Onset:  _________________________    
Please indicate any current or past special needs/concerns in the following areas:    
	
	Yes
	No
	Comments

	Vision
	
	
	

	Hearing
	
	
	

	Sensation
	
	
	

	Communication
	
	
	

	Heart
	
	
	

	Breathing
	
	
	

	Digestion
	
	
	

	Circulation
	
	
	

	Emotional/Mental Health
	
	
	

	Behavioral
	
	
	

	Pain
	
	
	

	Bone/Joint
	
	
	

	Muscular
	
	
	

	Thinking/Cognition
	
	
	

	Allergies
	
	
	

	Other
	
	
	




cont. on next page


Participant/Rider:   ______________________________________________        DOB:  ____________________
Please list pertinent information under the appropriate heading:
MEDICATIONS (include prescription, over-the-counter & herbal; name, dose, and frequency):   ______________________________ _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Describe your abilities/difficulties in the following areas (include assistance required or equipment needed):
PHYSICAL FUNCTION (e.g., mobility skills such as transfers, walking, wheelchair use, driving/bus riding):
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
PSYCHOSOCIAL FUNCTION (e.g., work/school issues, grade completed, leisure interests, relationships-family structure, support systems, companion animals, fears/concerns, etc):
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

To my knowledge, there is no other information about the applicant that is pertinent to TRRC, Inc. and/or riding horses:

______________________________________________________       _________________________________________________               
Signature of Responsible Party from Page 1              Date                   Required Signature of 2nd Parent/Guardian           Date
[image: ]TRRC’S INSURANCE REQUIRES THE 2ND SIGNATURE.
If there is a special circumstance, please contact Dr. Helen Tuel, Founding Director, TRRC, Inc. 

I affirm under penalties of perjury that I am the sole legal guardian of _______________________________.  I agree to indemnify TRRC for any costs including attorney’s fees, expert or otherwise in the event that my representation is untrue and I am not the sole legal guardian.  This indemnification of TRRC is to be construed as broadly as possible for any claim, allegation or suit requiring TRRC to obtain legal representation and/or pay any damage arising out of my representation to TRRC.
_________________________________________________
Signature of Responsible Party from Page 1	   Date
















[bookmark: _GoBack]It is understood that photographs/videotapes are routinely made of riders, volunteers, staff members and other participants in the program.  TRRC, Inc. is hereby granted permission to make use of such photos/videos in which the rider, family or guests may appear for TRRC’s publications, presentations for public awareness, educational/research or other purposes.
PHOTO RELEASE  
I  ___ DO     ___ DO NOT  consent to and/or authorize the use and reproduction by TRRC, Inc. of any and all photographs and any other audio/visual materials taken of me for promotional material, educational activities, exhibitions or for any other use for the benefit of the program.
Signature: ______________________________________________               Date:  ________________________
 Rider, Parent or Legal Guardian
			          Signed in presence of EAT Program Therapists
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Therapeutic and Recreational Riding Center, Inc.        3750 Shady Lane, Glenwood, MD  21738
410-489-5100        Fax:  410-489-3663       Trrc01@aol.com       www.trrcmd.org
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