Whitewater Therapeutic and Recreational Riding Association

PO Box 1443 Salmon, Idaho 83467 - 208-634-7260 or 208-469-0617 whitewatertherapeutic@gmail.com Located at 1319 Cemetery Street

Participant Application 2011-2012
Date: _______________________

Applicants Name: _______________________________________________________

Address: _______________________________________________________________
Phone: H: ____________ Cell: _______________
Work: _______________________
Date of Birth:
__________________Age:_________ H: __________ W: _______ M/F


Employer/School: ________________________________________________________
Emergency Contact: _____________________________________________________
Phone: ___________ H: ___________ C: ____________
Work: _________________
Address: _______________________________________________________________
Parent/Guardian: ________________________________________________________
Phone: ___________ H: ___________ C: ____________
Work: _________________
Address: _______________________________________________________________

WTRRA Program applying for:

· 4-H

· Ride Tall

· Kids and Horses

· Developmental Riding Youth
· Developmental Riding Adult
· Hippotherapy
· Hoofbeats of Honor
· Other___________________________________________________________
How did you hear about the WTRRA program? ​​​​​​​​​​​
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Whitewater Therapeutic and Recreational Riding Association

PO Box 1443 Salmon, Idaho 83467 - 208-634-7260 or 208-469-0617 whitewatertherapeutic@gmail.com Located at 1319 Cemetery Street
Medical History
Diagnosis _______________________________ Date of Onset: __________________________

____________________________________________________________________________________________________________________________________________________________
MEDICATIONS - Include prescription and/or over-the-counter; name, dose and frequency. 
______________________________________________________________________________________

______________________________________________________________________________________

ALLERGIES -_________________________________________________________________________
______________________________________________________________________________________

Describe abilities/difficulties in the following areas; include assistance required or equipment needed:

PHYSICAL FUNCTION (i.e. Mobility skills such as transfers, walking, wheelchair use, driving/bus riding)

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

PSYCHO/SOCIAL FUNCTION (i.e. Work/school including grade completed, leisure interests,

relationships/family structure, support systems, companion animals, fears/concerns, etc)

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

PAST/PROSPECTIVE SURGERIES: _____________________________________________________
______________________________________________________________________________

______________________________________________________________________________

BRACES/ASSISTIVE DEVICES:  ________________________________________________________

______________________________________________________________________________________

SHUNT PRESENT: Y N    Date of last revision: _______________________________________
SPECIAL PRECAUTIONS/NEEDS: ​​​​​​​​​​​​​______________________________________________________

______________________________________________________________________________________
SIEZURE TYPE: __________________________________ Date of last seizure: ____________

GOALS:  Why are you applying for participation? What would you like to accomplish?
______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________
______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________
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Medical History – Continued
In order to design a safe, fun and appropriate lesson plan, we need to know as much about the participant as possible. Some of the following conditions may represent precautions or contraindications to equine assisted activities.  Please read carefully and be as thorough as possible.
	Orthopedic


	Yes
	No
	Comments

	Atlantoaxial Instability - include neurologic symptoms   
	
	
	

	Coxa Arthrosis
	
	
	

	Cranial Deficits
	
	
	

	Heterotrophic Ossification/Mvosostis Ossification
	
	
	

	Joints Subluxation/Dislocation
	
	
	

	Osteoporosis
	
	
	

	Pathologic Fractures Spinal
	
	
	

	Fusion/Fixation Spinal Instability/Abnormalities
	
	
	

	Scoliosis
	
	
	

	Neurologic
	
	
	

	Hydrocephalus/Shunt 
	
	
	

	Spina Bifida/Chiari II Malformation/Tethered Cord 
	
	
	

	Hvdromvelia 
	
	
	

	Muscular Dystrophy
	
	
	

	Multiple Sclerosis
	
	
	

	
	
	
	

	Other

	
	
	

	Dangerous to self or others
	
	
	

	Animal Abuse
	
	
	

	Physical/Sexual/Emotional Abuse 
	
	
	

	Thought Control Disorder 
	
	
	

	Weight Control Disorder
	
	
	

	PTSD 
	
	
	

	Substance Abuse
	
	
	

	Fire Settings
	
	
	

	Hemophilia
	
	
	

	Blood Pressure Control
	
	
	

	Indwelling Catheter 
	
	
	

	Skin Breakdown
	
	
	

	
	
	
	

	
	
	
	


Medical History - Continued

	Other - Continued    
	Yes
	No
	Comments

	Heart Condition
	
	
	

	Vision, glasses -blindness, perceptual problems 
	
	
	

	Hearing-  ringing, sensitivity, infections 
	
	
	

	Sensation- numbness, oversensitivity
	
	
	

	Communication- problems understanding, speaking,  
	
	
	

	Respiratory Compromise- Asthma, shortness of breath 
	
	
	

	Digestion - heartburn, reflux, hernia 
	
	
	

	Elimination- bowl and bladder problems
	
	
	

	Circulation- numbness, tingling, cold 
	
	
	

	Emotional- shy, depressed, scared 
	
	
	

	Behavioral- outbursts, violent, withdrawn 
	
	
	

	Pain- any kind, be specific 
	
	
	

	Bone/Joint- stiffness, weakness, flexibility 
	
	
	

	Thinking/Cognition- confusion, distractibility
	
	
	

	Migraines
	
	
	

	Immunity
	
	
	

	ADD/ADHD
	
	
	


My doctor is: ___________________________________________________________________
Phone: __________________Address: ______________________________________________
Other Therapeutic and Medical Intervention Personnel:

· PT 

· OT

· Speech Therapist 

· Psychologist

· Counselor/Special Services   

· PSR
  
  

Name/Title: ____________________________________________________________________
Phone: ____________________ Address: ____________________________________________
______________________________________________________________________________
I have described my (my child’s) medical history to the best of my ability.

Signature: ___________________________________________ Date: _____________________
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Whitewater Therapeutic and Recreational Riding Association

PO Box 1443 Salmon, Idaho 83467 - 208-634-7260 or 208-469-0617 whitewatertherapeutic@gmail Located at 1319 Cemetery Street

Photo Consent Form 2011-2012
Participant’s Name (please print):
_______________________________________________________________________
I hereby authorize Whitewater Therapeutic and Recreational Riding Association (WTRRA) the use of my name, picture, video, and/or audio or digital recording, associated with the WTRRA program.  I expressly waive any and all rights which I may have, under any applicable local, state, and federal laws or any common law claim, against WTRRA and/or any staff, board members, volunteers or instructors.  I hereby agree to and consent to the foregoing assignment and waiver.  

Participant’s signature: ____________________________________________________

Date: __________________________________________________________________

Parent or Legal Guardian (If under 18):________________________________________

Date: ___________________________________________________________________
