
NEW HOPE EQUINE ASSISTED THERAPY 

6151 FM 1830, Argyle, TX 72662      Phone:  817.729.5315     Program@NewHopeEquine.com 

Name:___________________________________________ DOB: ___________      Height: ________             Weight: ___________ 

Seizure Type: ___________________________ Controlled______________________  Date of last Seizure:____________________ 

Diagnosis ___________________________________________________________________________________________  

Medications:_________________________________________________________________________________________ 
Shunt Present: Yes   No                Date of last shunt revision: ____________________ 
Past/Prospective surgeries:____________________________________________________________________________ 
Mobility:  Independent Ambulation                     Assisted Ambulation                Wheelchair  
Braces/Assistive Devices: ____________________________________________________________________________ 

                     Neurologic Symptoms:  ____*Present          ____

Please indicate current or past special needs in the following systems/areas, including surgeries. 
Y N             Comments pertaining to Equine interaction/horseback riding  

Auditory 
Visual 
Tactile Sensations 
Speech 
Cardiac 
Circulatory 
Integumentary/Skin 
Immunity 
Pulmonary 
Neurologic 
Muscular 
Balance 
Orthopedic 
Allergies 
Learning Disability 
Cognitive 
Emotional/Psychological 
Pain 
Other 

 Medical Healthcare Professional Statement 
*Must be completed, signed and diagnosis confirmed by

Licensed Medical Professional* 

Given the above diagnosis and medical information, to my knowledge there is no reason why this person cannot participate in supervised equestrian activities. I 
understand that New Hope Equine Assisted Therapy will weigh the medical information given against the existing precautions and contraindications.  Therefore, 
I refer this person to New Hope Equine Assisted Therapy for ongoing evaluation to determine eligibility for participation. 

*Physician Signature: _______________________________________________* Licensed Medical Professional MD, DO, NP, PA, Other

Physicians Name (please print) __________________________________________Date: _______________________________________ 

Address: __________________________________________________________________________________________________________ 

Phone:  (  ) _______________________________________________________       *License/UPIN # ___________________________ 


	DOB_2: 
	Height: 
	Weight: 
	Controlled: 
	Date oflastSeizure: 
	Medications: 
	Dateof lastshunt revision: 
	BracesAssistive Devices: 
	For those with Down Syndrome Neurologic Symptoms ofAtlantoAxialInstability: 
	Present: 
	YAuditory: 
	NAuditory: 
	Comments pertaining to horseback ridingEquine interactionAuditory: 
	YVisual: 
	NVisual: 
	Comments pertaining to horseback ridingEquine interactionVisual: 
	YTactile Sensations: 
	NTactile Sensations: 
	Comments pertaining to horseback ridingEquine interactionTactile Sensations: 
	YSpeech: 
	NSpeech: 
	Comments pertaining to horseback ridingEquine interactionSpeech: 
	YCardiac: 
	NCardiac: 
	Comments pertaining to horseback ridingEquine interactionCardiac: 
	YCirculatory: 
	NCirculatory: 
	Comments pertaining to horseback ridingEquine interactionCirculatory: 
	YIntegumentarySkin: 
	NIntegumentarySkin: 
	Comments pertaining to horseback ridingEquine interactionIntegumentarySkin: 
	YImmunity: 
	NImmunity: 
	Comments pertaining to horseback ridingEquine interactionImmunity: 
	YPulmonary: 
	NPulmonary: 
	Comments pertaining to horseback ridingEquine interactionPulmonary: 
	YNeurologic: 
	NNeurologic: 
	Comments pertaining to horseback ridingEquine interactionNeurologic: 
	YMuscular: 
	NMuscular: 
	Comments pertaining to horseback ridingEquine interactionMuscular: 
	YBalance: 
	NBalance: 
	Comments pertaining to horseback ridingEquine interactionBalance: 
	YOrthopedic: 
	NOrthopedic: 
	Comments pertaining to horseback ridingEquine interactionOrthopedic: 
	YAllergies: 
	NAllergies: 
	Comments pertaining to horseback ridingEquine interactionAllergies: 
	YLearningDisability: 
	NLearningDisability: 
	Comments pertaining to horseback ridingEquine interactionLearningDisability: 
	YCognitive: 
	NCognitive: 
	Comments pertaining to horseback ridingEquine interactionCognitive: 
	YEmotionalPsychological: 
	NEmotionalPsychological: 
	Comments pertaining to horseback ridingEquine interactionEmotionalPsychological: 
	YPain: 
	NPain: 
	Comments pertaining to horseback ridingEquine interactionPain: 
	Comments pertaining to horseback ridingEquine interactionOther: 
	i: 
	Physicians Name please print: 
	Date_4: 
	undefined_3: 
	Seizure Type: 
	Address: 
	Name: 
	Diagnosis: 
	Past/Prospective Surgeries: 
	Y: 
	N: 


