Participant’s Medical History & General Information

Participant:

Address:

Phone:

Height: Weight: DOB: M

Employer or School:

Address:

Phone:

Parent or Legal Guardian:

Address:

Phone:

Alternate Phone:

Other Contact Numbers:

Diagnosis:

Date of Onset:

Past & Prospective Surgeries:

Medications (including over the counter):

Seizures: Yes/ No

If yes, what type of seizure, and was it controlled:

Date of last seizure:

Shunt Present: Yes/ No Date of last revision:

Special Precautions/Needs:

Mobility: Independent Ambulation: Yes/ No Assisted Ambulation: Yes/ No

Wheelchair: Yes/ No

Braces or Assistive Devices:

For those with Down’s Syndrome: AtlantoDens Interval X-rays, date: Result: + -

Neurological Symptoms of AtlantoAxial Instability:

5%

What are your goals in participating in this riding program? Goals can be physical, emotional,

social, etc.




