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The Root Farm

A Center for Equine-Assisted Therapies




Participant: _________________________________________DOB: _________  Ht.________ Wt.________

Address: _________________________________City: ______________ State: ____ Zip code: ___________

Phone Number:_____________________________ Alternate Contact Number:_______________________

E-mail Address:_____________________________________ Do you check it regularly?    Yes      No

Diagnosis: _______________________________________________Date of Onset: ____________________

Past Medical History:_______________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Past Surgical History:_______________________________________________________________________

__________________________________________________________________________________________

Medications:_______________________________________________________________________________

__________________________________________________________________________________________ 

Seizure Disorder: _________________ Controlled:  _______________  Date of last Seizure: _____________ 

Shunt: _____________ Special Precautions: ____________________________________________________

Braces/Orthotic Devices: ___________________________________________________________________

If Applicable: AtlantoDens Interval X-ray Date: ____________  Results:_____________________________

Please indicate any current or past difficulties in the following systems/area, including surgeries:

	
	Yes
	No
	Comments

	Auditory
	
	
	

	Visual
	
	
	

	Tactile/Sensory
	
	
	

	Speech
	
	
	

	Balance
	
	
	

	Allergies
	
	
	

	Learning Difficulties
	
	
	

	Cognitive
	
	
	

	Emotional/Psychological
	
	
	

	Other
	
	
	

	Other
	
	
	


Functional Skills: Please describe the participant’s abilities/difficulties including assistance required or equipment needed.__________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Goals: What do you hope the participant will gain for this program? ___________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Photo Release: (last name won’t be used)
I ___ Do  ___ Do not  consent to and authorize the use and reproduction by The Root Farm of any and all photographs and any other audio/visual materials taken of me/my child for promotional material, educational activities, exhibitions, facebook, youtube or any other use for the benefit of the program.
Signature:____________________________________________Date:_______________

                    Parent/Legal Guardian/Participant
Date: _____________________

Dear Doctor _______________,

Your patient _________________________________ is interested in participating in hippotherapy.

In order to safely provide this service, our center requests that you follow the guidelines listed on the attached page and provide an appropriate prescription.  Please note that the following conditions may suggest precautions and/or contraindications to this type of program.

Please note whether these conditions are present and to what degree.  If this patient has any restrictions, please indicate that on the prescription.  (Prescription guidelines and checklist are listed on the back).

Orthopedic:







Medical /Psychological

Atlantoaxial Instability






Allergies

Coxa Arthosis







Animal Abuse

Cranial Deficits







Physical/Sexual/Emotional Abuse

Heterotopic Ossifications/Myositis Ossificans



Blood Pressure Control Problems



Joint sublimation/Dislocation/Instability




Dangerous to Self or Others

Osteoporosis/Osteopena






Exacerbation of Medical Conditions

Pathological Fractures






Pyromaniac

Spinal Fusion/Fixation






Heart Conditions

Spinal Instability/Abnormalities





Hemophilia










Medical Instability

Neurologic :







Migraines

Hydrocephalus/Shunt






PVD

Seizure 








Respiratory Compromise

Spina Bifida/Chiari II Malformation/Tethered Cord/Hydromyelia

Recent Surgery










Substance Abuse










Thought Control Disorders









Weight Control Disorders

Indwelling Catheters


Skin Breakdown

Other:
___________________________________________________________________________________

_________________________________________________________________________________________
Thank you very much for your support of our program.  We greatly appreciate your referral and support on behalf of your patient.  If you have any questions or concerns regarding this patient’s participation in our program, please feel free to contact us at the address and phone number indicated above.  


Prescriptions Guidelines and Checklist

Please attach a prescription that includes the following:

· Participants Name and Date of Birth

· Diagnosis and ICD.9 code

· Duration of 1X /week for 10 weeks

· PT and/or OT Evaluate and Treat

· Any restrictions

· Physician’s Signature and date signed

If you would like to have a copy of the evaluation send back to the physician’s office, please check below and provide the address.

· Yes please send our office a copy of the evaluation at the following address:

______________________

______________________

______________________

______________________

Authorization for Emergency Medical Treatment Form

(      Participant               (       Volunteer                (   Staff

Name:_____________________________________________ DOB:____________ Phone:_______________

Address:_______________________________City/St_________________________   Zip________________

Physician’s Name:___________________________________  Medical Facility: ________________________

Health Insurance Company:____________________________ Policy Number: _________________________

Allergies to medications:_____________________________________________________________________

Current medications:_________________________________________________________________________

In the event of an emergency, contact:

Name:____________________________  Relation:___________________  Phone:______________________

Name:____________________________  Relation:___________________  Phone:______________________

Name:____________________________  Relation:___________________  Phone:______________________

In the event of an emergency medical aid/treatment is required due to illness of injury during the process of receiving services, or while being on Root Farm property, I authorize Root Farm to:

1. Secure and retain medical treatment and transportation if needed.

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

Consent Plan

This authorization includes x-ray, surgery, hospitalization, medication and any treatment procedure deemed “life saving” by the physician.  This provision will only be invoked if the person(s) above is unable to be reached. Emergency services from this area utilize Oneida Healthcare Center.

Other preference:________________________________________________

Date:_________________ Consent Signature:________________________________________________

                                                                                       Client, Parent or Legal Guardian (if a minor)

Non-Consent Plan

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 Root Farm property. 

                ( Parent or legal guardian will remain on site at all times during equine assisted activities. 

                ( In the event emergency treatment/aid is required, I wish the following procedures to take place:

____________________________________________________________________________________________________________________________________________________________________________________

Date:__________________ Consent Signature:___________________________________________________

                                                                                           Client, Parent or Legal Guardian (if a minor) 

*This form must be updated annually

RELEASE AND ASSUMPTION OF RISK


I acknowledge that I (or my child or ward as the case may be) am participating in activities at The Root Farm.  This program has, or in the future may include, vaulting on a vaulting barrel or horse’s back with or without other vaulters, spotting other vaulters, carriage driving, hitching a horse to a carriage, grooming, tacking, as well as interacting with farm animals other than horses.


I understand that there are inherent risks involved with participation in activities at The Root Farm including but not limited to; vaulting, grooming and being around horses, farm animals, farm environment and equipment, necessarily involves risk of bodily injury. 


I have decided that the benefits to me (or if I sign this as parent or guardian, to my child or ward) outweigh the risk of injury or property damage.  I therefore assume the risk voluntarily and will make no claim against The Root Farm Foundation, its owners, agents, employees or ___________ based on injury or property damage that may result from such risks.


In addition, even if injury to me (my child or ward) is caused by the negligence of The Root Farm Foundation, its owners, agents or employees, I hereby release such owners, agents or employees from any and all liability for such injury.
Research shows that helmets are not necessary when vaulting.  In fact, wearing helmets can actually increase the risk of injury to the vaulter and horse. It is the practice of The Root Farm not to wear helmets while vaulting.  For more information read the American Medical Equestrian Association article titled Vaulting Safety and the Use of Protective Headgear (attached for your review) or go to the American Vaulting Association website at www.americanvaulting.org for more information about the internationally recognized sport of vaulting.

Date: ___________

Participant Name: _________________________ Parent(s) or guardian: _________________________

Signature: ________________________________________________________

Vaulter or Parent/legal guardian if a minor

If, regardless of our recommendation, you wish your self, child, or ward to wear a helmet while vaulting, please indicate below and we will comply with your wishes.

Note:  All participants MUST wear Helmets during all carriage driving activities.

Photo Release (last names won’t be used in any promotions)
I consent to and authorize the use and reproduction by The Root Farm Foundation of any and all photographs and any other audio-visual materials taken of me or my child for promotional material, educational activities, exhibitions, facebook, youtube or for any other use for the benefit of the program.  

Date:______________Signature:_____________________________________________

IF MINOR, Signature of Parent/Guardian___________________________________ Date:___________
