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Participant Application and Health History 
Initial date of application:___________________________
(for office use only)
Annual renewal and review date(s):    ____________________________________________________________________________________________________________________________________________________________

Name:__________________________________________________________________

Birthday:_________________
Age:____________

Height:____________
Weight:_____________

Name of Parent or Guardian if under 18 years:________________________________________

Address:________________________________________________________________

________________________________________________________________________

Telephone: (home)________________________ (cell)___________________________

Email:________________________________________

Name of person filling out this form:__________________________________________

Telephone: (home)________________________ (cell) _____________________

Reason for wanting to participate in Gaitway activities:  ____________________________________________________________________________________________________________________________________________________________

Rider goals:____________________________________________________________________

______________________________________________________________________________

Emergency Contacts:

_______________________________
____________________
__________________



Name




  Phone 
  
       Relationship

_______________________________
____________________
__________________



Name




  Phone

       Relationship

Who can transport Participant:

______________________________
_____________________
__________________



Name




   Phone

        Relationship

______________________________
_____________________
__________________



Name




   Phone

       Relationship

APPLICANT’S MEDICAL INFORMATION: 
Primary Physician: ________________________________ Phone: _______________________

Preferred Medical Facility: __________________________ Phone: _______________________

Allergies:_____________________________________________________________________

Medical conditions/diagnoses:____________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Behavioral/Conduct Disorders:___________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Medications:__________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________
APPLICANT’S FUNCTIONAL ASSESSMENT:  Describe the applicant’s ability to perform the skills in the following areas of major life activity compared to a person of the same age who does not experience a disability (e.g., compare and contrast levels of independence, need for on-going support and assistance, etc.).  Attach additional pages as necessary.  

Self-Care:  What kind of assistance does the applicant need, if any, for eating, dressing and toileting? ________________________________________________________________________

________________________________________________________________________

________________________________________________________________________
Expressive and Receptive Language: What is the applicant’s primary means of communicating with others?  Describe any special supports or assistance the applicant uses for communicating with other people.____________________________________________________________________________

__________________________________________________________________________________
Learning:  What is the easiest way for the applicant to learn new information and skills? Does the applicant need extra help or support to make learning easier?

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Mobility: Describe any special equipment or assistance the applicant needs to move from one place to another at home, work, school, or in the community.

____________________________________________________________________________________________________________________________________________________________
Self-Direction: What kinds of decisions is the applicant able to make on his/her own? Describe any support or assistance the applicant relies on to help make decisions, or get through his/her daily routine.

____________________________________________________________________________________________________________________________________________________________
Behavior: What positive behavioral intervention strategies are recommended to assist the applicant in being successful with his/her riding goals? ____________________________________________________________________________________________________________________________________________________________
Precautions:  Describe any safeguards or provisions the riding instructor should take to help make the participant’s experience more comfortable and rewarding.______________________

____________________________________________________________________________

As a participant with Gaitway of Salmon, Inc. I agree to abide by all applicable rules, regulations, policies and procedures.  I certify that my answers on the Participant Application and Health History are true and complete and that I have not knowingly withheld any information that might, if disclosed, affect my application unfavorably. I understand that any misrepresentation or omission of facts on this application could be cause for rejection of this application or dismissal.
Signature:  ____________________________________________   Date:  ________________         Participant or participant’s parent/guardian
Signature:  ____________________________________________   Date:  ________________ 
Participant’s Medical History & Physician’s Statement

Participant: ________________________________    DOB:  ______ Height: ______ Weight: ________

Address:  __________________________________________________________________________

Diagnosis:  ________________________________________ Date of Onset:  _____________________

Past/Prospective Surgeries: _____________________________________________________________

Medications:  ________________________________________________________________________

Seizure Type:  ______________________ Controlled:  Y N  Date of Last Seizure:  _________________

Shunt Present:  Y  N  Date of last revision:  ________________________________________________

Special Precautions/Needs:  _____________________________________________________________

For those with Down syndrome:  Neurologic Symptoms of Atlantoaxial Instability:  Present: _____  Absent:  

Please indicate current or past special needs in the following systems/areas, including surgeries.  These conditions may suggest precautions and contraindications to equine activities.  
	
	Y
	N
	Comments

	Auditory
	
	
	

	Visual
	
	
	

	Tactile Sensation
	
	
	

	Speech
	
	
	

	Cardiac
	
	
	

	Circulatory
	
	
	

	Integumentary/Skin
	
	
	

	Immunity
	
	
	

	Pulmonary
	
	
	

	Neurologic
	
	
	

	Muscular
	
	
	

	Balance
	
	
	

	Orthopedic
	
	
	

	Allergies
	
	
	

	Behavioral
	
	
	

	Cognitive
	
	
	

	Emotional/Psychological
	
	
	

	Pain
	
	
	

	Mobility
	
	
	

	Other
	
	
	


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 Gaitway of Salmon, Inc. will weigh the medical information given against the existing precautions and contraindications.  Therefore, I refer this person to Gaitway of Salmon, Inc. for ongoing evaluation to determine eligibility for participation.  

Name/Title:  _____________________________________________________  MD  DO  NP  PA  Other:  _______

Signature:  _______________________________________________________  Date:  ______________________

Address:  ________________________________________________________________________________

Phone:  (______) ______________________________   License/UPIN Number: _______________________
Authorization and Consent for Emergency Medical Treatment

Gaitway of Salmon, Inc.In the event emergency medical aid/treatment is required due to illness of injury during the process of receiving services or while being on the property of the agency, I authorize Gaitway of Salmon Inc. to: 
1) Secure and retain medical treatment and transportation if needed.

2) Release client records upon request to authorized individual or agency in the medical emergency treatment. 

Name: _______________________ DOB: ____________Phone:____________________

Address: _________________________ City: ______________ State: ____  Zip:_________

Physician’s name: ___________________Preferred Medical Facility: _________________

Health Insurance: __________________________________ Policy #: __________________

Allergies to medications: __________________________________________________________________

__________________________________________________________________

Current medications: __________________________________________________________________

__________________________________________________________________

In the event of an emergency, contact:

Name: _____________________Relationship: ______________  phone: ______________

Name: _________________________Relationship: ______________  phone: ______________

This authorization includes x-rays, surgery, hospitalization, medication, and any treatment procedure deemed “life-saving” by physician. This prevision will only be invoked if the person below is unable to be reached. 

Consent Signature: _________________________________________ 
 ______________

                                          Participant, Volunteer, Parent or Guardian                                                 

Date

_____________________________________________________________________________

I do not give my consent for emergency medical treatment/aid in the case of illness or injury during the process of receiving services or while being on the property of the agency. In the event emergency treatment/aid is required I wish the following procedures to take place:

__________________________________________________________________________________________________________________________________________________________

Non-Consent Signature: ____________________________________   _______________

                                         Participant, Volunteer, Parent or Guardian
    

 Date
Participant Release of Liability

WITNESS THIS AGREEMENT this ____________ day of ______, 20__, by and between Gaitway of Salmon, Inc. hereinafter referred to as Gaitway,  and ____________________, hereinafter referred to as PARTICIPANT.  For consideration received, and in return for the use, today and on all future dates of the property, facilities and services of Gaitway, Participant, Participant’s heirs, assigns, and representatives, hereby agree as follows:

Inherent Risks and Assumption of Risk.  The undersigned acknowledges there are inherent risks associated with equine activities such as described below, and hereby expressly assumes all risks associated with participating in such activities.  The inherent risks include, but are not limited to the propensity of equines to behave in ways such as, running, bucking, biting, kicking, shying, stumbling, rearing, falling or stepping on, that may result in an injury, harm or death to persons on or around them; the unpredictability of equine’s reaction to such things as sounds, sudden movement and unfamiliar objects, persons or other animals; certain hazards such as surface and subsurface conditions; collisions with other animals; the limited availability of emergency medical care; and the potential of a participant to act in a negligent manner that may contribute to injury to the participant or others, such as failing to maintain control over the animal or not acting within such participant’s ability.

Participant acknowledges that horses, by their very nature are unpredictable and subject to animal whim. Participant assumes all risks in connection therewith, and expressly waives any claims for any injury or loss arising therefrom.  Participant agrees to abide by and follow Gaitway’s rules and regulations which shall be posted and/or available from time to time.  Participant further acknowledges that the behavior of any animal is contingent to some extent upon the ability of Participant.  Participant assumes all risks therefor and warrants a full and fair disclosure of Participant’s abilities has been made to Gaitway.    

Participant expressly releases Gaitway from any and all claims for personal injury or property damage, even if caused by negligence (allowed by the laws of this State) by Gaitway or its representatives, agents or employees.

Warning

Under Idaho Law, an equine activity sponsor or an equine professional shall not be liable for any injury to or the death of a participant or equine engaged in an equine activity except in very limited situations.

1. Participant agrees to hold harmless, indemnify and defend Gaitway against, and hold harmless from, any and all claims demands, causes of action, damages, judgments, orders, costs or expenses, including attorney’s fees, whether actually incurred or not, which may in any way arise from or be in any way connected with Participant’s use of or presence upon the property of Gaitway and the facilities located thereon.
2. In the event Participant is using Participant’s own horse, or a horse(s) not owned by Gaitway of Salmon, Inc. Participant warrants said horse(s) shall be free from infection, contagious or transmittable diseases. Gaitway reserves the right to refuse access to the use of any horse upon the premises that does not appear to Gaitway to be in good health, or is deemed dangerous or undesirable.

Participant agrees to waive the protection of any applicable statutes in this jurisdiction whose purpose, substance and/or effect is to provide that a general release shall not extend to claims, material or otherwise, which the person giving the release does not know or suspect to exist at the time of executing said release.
____________________________________________

________________________

Gaitway Representative 





Date

____________________________________________

________________________

Participant or Participant’s Parent/Guardian



Date

Photo Consent Form

Gaitway of Salmon, Inc.

I consent to have my photo and or video taken during my duties at Gaitway and to be posted in public forums including the newspaper and/or on Facebook as well as on location at the arena.  

_______________________________________

Name of Participant 

_______________________________________

Signature of participant or guardian

_______________________________________

Printed name of guardian

_______________________________________

Date

** Consent authorized on this form has no expiration date unless otherwise stated.  

**Consent may be withdrawn at any time upon written notification to the participant’s instructor.  

(for office use only)
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