
SADDLE UP! 1549 OLD HILLSBORO ROAD, FRANKLIN, TN 37069 (615) 794-1150 

PARTICIPANT RELEASE (To be completed by the participant’s parent/legal guardian) 

 

Participant Name: ___________________________________________________________________________ Date of Birth: ___________________ Participant’s Current Height: __________________ Current Weight: __________ lbs 

Address: ________________________________________________________________________________________________________________ 

City: _________________________________________________________________________ State: _________ Zip: _____________________ Mother’s Information: 
 Name: _____________________________________________________ Employer: _________________________________________________ 

 Preferred Phone: ___________________________________________________ Indicate:  ⎕HOME   ⎕CELL   ⎕WORK 

Secondary Phone: ______________________________________________________________ Indicate:  ⎕HOME   ⎕CELL   ⎕WORK 

 Preferred Email: ____________________________________________________________________ Indicate:  ⎕PERSONAL   ⎕WORK Father’s Information: 

Name: _____________________________________________________ Employer: _________________________________________________ 

 Preferred Phone: ___________________________________________________ Indicate:  ⎕HOME   ⎕CELL   ⎕WORK 

Secondary Phone: ______________________________________________________________ Indicate:  ⎕HOME   ⎕CELL   ⎕WORK 

 Preferred Email: ____________________________________________________________________ Indicate:  ⎕PERSONAL   ⎕WORK 

In the event I cannot be reached,  

contact: _____________________________________________________________________  Phone: ___________________________________ 

contact: _____________________________________________________________________ Phone: ___________________________________ Physician’s Name: ________________________________________________ Preferred Medical Facility: ______________________________ 

Current Medications:____________________________________________________________________________________________________________ 

Allergies (medication, etc.): ____________________________________________________________________________________________________ 

 

Emergency Medical Treatment: 

I, the undersigned, as parent or legal guardian of _____________________________________________ 

  DO   DO NOT  

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 Saddle Up!.  Consent for emergency medical treatment 

authorizes Saddle Up! to secure and retain medical treatment and transportation if needed and release 

client records upon request to the authorized individual or agency involved in the medical emergency 

treatment.  This authorization includes x-ray, surgery, hospitalization, medication and any treatment 

procedure deemed “life saving” by the physician.  If you choose DO NOT consent you will be required to 
meet with the Executive Director. 

Signature: ______________________________________________________________ Date: _____________________ 

Print Name: ____________________________________________________________ 

A PARENT/GUARDIAN IS REQUIRED TO REMAIN ON PROPERTY AT ALL TIMES WHILE HIS/HER CHILD IS 

RECEIVING SERVICES.    ** FORM CONTINUES ON BACK. ** 



SADDLE UP! 1549 OLD HILLSBORO ROAD, FRANKLIN, TN 37069 (615) 794-1150 

 

Publicity Release:  

I, the undersigned, as parent or legal guardian of _____________________________________________ 

  DO   DO NOT  

consent to and authorize the use and reproduction by Saddle Up! of any and all photographs and any other 

audio-visual materials taken of me/my son/my daughter/my ward for promotional material, educational 

activities, exhibitions or for any other use for the benefit of the program. 

Signature: ______________________________________________________________ Date: _____________________ 

 

Release and Indemnity Agreement for Participants 

I, the undersigned, as parent or legal guardian of the designated participant, for and in consideration of the 

agreements of Saddle Up! to provide riding instructions, facilities and horses to the said minor, does/do hereby 

forever release, acquit, discharge, indemnify and hold harmless Saddle Up!, its officers, directors, trustees, agents, 

employees, representatives, successors and assigns and including all volunteers assisting them, for all manner of 

claims, demands, suits and damages of every kind and nature, which the undersigned or the said minor may have 

against Saddle Up!, its officers, directors, trustees, agents, employees, representatives, successors or assigns, or 

volunteers on account of any personal injuries, physical or mental condition, known or unknown, to the 

undersigned or the said minor, or the treatment thereof or any other damage arising as a result of or in any way 

connected with the acts of Saddle Up!, its officers, directors, trustees, agents, employees, volunteers, successors or 

assigns, including but not limited to, their negligence in rendering the services above described or in any way 

incidental thereto, including, but not limited to, the providing of any animals for such riding instruction or riding.   

If any provision of this Release Agreement shall be deemed invalid or unenforceable under applicable law, such 

provision shall be ineffective only to the extent of such prohibition or invalidity, without invalidating the 

remainder of such provision or the remaining provisions of this agreement. 

WARNING 

Under Tennessee law, an equine professional is not liable for an injury or death of a participant in equine activities 

resulting from the inherent risks of equine activities, pursuant to Tennessee Code Annotated, Title 44, Chapter 20, 

Section 1. 

Participant Name (Please Print): ______________________________________________________ 

Signature: ______________________________________________________________ Date: _____________________ 



SADDLE UP! 1549 OLD HILLSBORO ROAD, FRANKLIN, TN 37069 (615) 794-1150 

PARTICIPANT’S APPLICATION AND HEALTH HISTORY (To be completed by the participant’s parent/legal guardian.) 

GENERAL INFORMATION 

Participant Name: __________________________________________________________________________ Date of Birth: ____________________ 

Current Height: __________ Current Weight:__________  Gender:     ⎕M     ⎕F     Race (for grant purposes only): ________________ 

School (if applicable): __________________________________________________ Referral Source: _________________________________ 

What other therapies has your child done? __________________________________________________________________________________ 

How did you hear about the program? ________________________________________________________________________________________ 

HEALTH HISTORY 

Primary Diagnosis: ________________________________________________________________________ Date of Onset: __________________ 

Secondary Diagnosis: ______________________________________________________________________ Date of Onset: __________________ 

Seizures:⧠ Yes ⧠ No  Type:________________________________________   Date of Last Seizure:________________________________ 

 Notes: ___________________________________________________________________________________________________________________________ 

Scoliosis: ⧠ Yes  ⧠ No Type/Severity_________________________________  Notes: 

_________________________________________________ 

Please indicate if your child is within normal limits (WNL) or comment if they have a special need or concern in the chart below 

WNL Comments 

Vision ⧠ 
Hearing ⧠
Sensation ⧠
Communication ⧠
Heart ⧠
Breathing ⧠
Digestion ⧠
Elimination ⧠
Circulation ⧠
Emotional/Mental Health ⧠
Behavioral ⧠
Social Skills ⧠ 
Pain ⧠
Bone/Joint ⧠
Muscular ⧠
Mobility ⧠ 
Thinking/Cognition ⧠
Allergies ⧠

** Form continues on back ** 
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MEDICAL/HEALTH QUESTIONS 

Sensitivities to Heat/Cold/Sun: ________________________________________________________________________________________________ 

Medications (include prescription, over –the-counter; name, dose and frequency) ______________________________________ 

____________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________ 

Other Precautions: (i.e. shunt, implant, port, etc.): ______________________________________________________________________ 

Additional Notes/Comments: _______________________________________________________________________________________________ 

____________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________ 

 PARTICIPANT INFORMATION QUESTIONS  

Has your child been on/around a horse before?  ⧠ Yes ⧠ No 

If yes, how was the experience: _______________________________________________________________________________________________ 

How does your child communicate? __________________________________________________________________________________________ 

When your child is frustrated, how do they react? ___________________________________________________________________________  

Interests/Motivations: _________________________________________________________________________________________________________  

Dislikes/Fears: __________________________________________________________________________________________________________________  

Social Skills: _____________________________________________________________________________________________________________________ 

Family Structure (siblings, pets, custody, hobbies):________________________________________________________________________________ 

Goals (i.e. Why are you applying for participation? What would you like for your child to accomplish?) 

____________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________ 

 

ADDITIONAL COMMENTS/CONCERNS 

____________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________ 

 

 

Signature: _______________________________________________________________________ Date: ______________________________ 

    Parent/Legal Guardian 
  

 



SADDLE UP! 1549 OLD HILLSBORO ROAD, FRANKLIN, TN 37069 (615) 794-1150 

PARTICIPANT’S CONSENT FOR RELEASE OF INFORMATION (To be completed by the participant’s parent/legal guardian.) 

 

 

I hereby authorize: _______________________________________________________________________________________ 

    (participant’s Health Care Provider/clinic name) 

    

________________________________________________________________________________________ 

    (address) 

 

________________________________________________________________________________________ 

    (phone & fax numbers) 

 

to release information from the records of: ______________________________________   DOB: __________________. 

      (participant’s name) 

 

The Medical History and information is to be released to Saddle Up! for the purpose of developing an equine 

activity program for the above named participant.   

 

This release is valid for one year and can be revoked, in writing, at my request. 

 

Signature: __________________________________________________________________________ Date: ___________________ 

Print Name: ________________________________________________________________________ 

Relation to Participant: ___________________________________________________________ 

 

  

 

Attention Medical Provider(s) - Please complete the attached form for the initial medical information 

for the above named participant.  If any additional information is needed a Saddle Up! staff will contact 

you directly.   
 

Please send completed form to: Mail     Fax 

     Saddle Up!    Attention: Program Administrator 

Attention: Program Administrator (615) 794-7973 

     1549 Old Hillsboro Road   

     Franklin, TN 37069 

  

 



SADDLE UP! 1549 OLD HILLSBORO ROAD, FRANKLIN, TN 37069 (615) 794-1150 

PARTICIPANT’S MEDICAL HISTORY AND PHYSICIAN’S STATEMENT (To be completed by the participant’s Health Care Provider.) 

 

 

 

Dear Health Care Provider: 

 

 

Your patient, ________________________________________________________________________________ DOB: ____________________________ 

    (participant’s name)       

is interested in participating in supervised equine activities at Saddle Up!. 

 

 In order to safely provide this service, Saddle Up! requests that you complete/update the attached Medical History 

and Physician’s Statement form.  Please note that the following conditions may suggest precautions and 
contraindications to equine activities.  Therefore, when completing this form, please note whether these conditions 

are present, and to what degree. 

 

ORTHOPEDIC 
Atlantoaxial Instability – include neurologic symptoms 

Coxa Arthrosis 

Cranial Deficits 

Heterotopic Ossification/Myositis Ossificans 

Joint subluxation/dislocation 

Osteoporosis 

Pathologic Fractures 

Spinal Joint Fusion/Fixation 

Spinal Joint Instability/Abnormalities 

 

NEUROLOGIC 

Hydrocephalus/Shunt 

Seizure 

Spina Bifida/Chiari II malformation/Tethered 

Cord/Hydromyelia 

 

OTHER 
Age – under 4 years 

Indwelling Catheters/Medical Equipment 

Medications – i.e. photosensitivity 

Poor Endurance 

Skin Breakdown 

 

 

MEDICAL/PSYCHOLOGICAL 
Allergies 

Animal Abuse 

Cardiac Condition 

Physical/Sexual/Emotional Abuse 

Blood Pressure Control 

Dangerous to self or others 

Exacerbations of medical conditions (i.e. RA, MS) 

Fire Settings 

Hemophilia 

Medical Instability 

Migraines 

PVD 

Respiratory Compromise 

Recent Surgeries 

Substance Abuse 

Thought Control Disorders 

Weight Control Disorders 

 

 

 

 

 

 Thank you very much for your assistance.  If you have any questions or concerns regarding this patient’s 
participation in equine assisted activities, please feel free to contact the center at the address/phone indicated 

above.  Please fax or mail the form back to Saddle Up! once it’s completed.   
 

Sincerely, 

 

 

Saddle Up! Program Director 

(615) 794-1150 x24 

(615) 794-7973 Fax 



SADDLE UP! 1549 OLD HILLSBORO ROAD, FRANKLIN, TN 37069 (615) 794-1150 

PARTICIPANT’S MEDICAL HISTORY AND PHYSICIAN’S STATEMENT (To be completed by the participant’s Health Care Provider.) 
 

Participant Name: __________________________________________________________________________________ Date of Birth: _______________________ 

Date of Last Physical: __________________________________________ Recent Height: ___________________ Recent Weight:_____________________   

Primary Diagnosis: _________________________________________________________________________________ Date of Onset: ______________________ 

Secondary Diagnosis (if applicable): ______________________________________________________________ Date of Onset: ______________________ 

Past/Prospective Surgeries: ______________________________________________________________________________________________________________ 

Seizure Type: ____________________________________________________  Controlled:     ⎕Y     ⎕N      Date of Last Seizure: __________________ 

Shunt Present:     ⎕Y     ⎕N     Date of last revision: ____________________________________________________________________________________ 

Special Precautions/Needs:_______________________________________________________________________________________________________________ 

______________________________________________________________________________________________________________________________________________ 

Mobility (circle one):        ⎕Independent Ambulation        ⎕Assisted Ambulation        ⎕Wheelchair        Other: _______________ 

Braces/Assistive Devices: _________________________________________________________________________________________________________________ 
 

PLEASE GIVE DETAILS REGARDING DIAGNOSIS IN CHART BELOW.   

Indicate current or past special needs in the following systems/areas, including surgeries:  

 Comments 

Auditory  

Visual  

Tactile Sensation  

Speech  

Cardiac  

Circulatory  

Integumentary/Skin  

Immunity  

Pulmonary  

Neurologic  

Muscular  

Balance  

Orthopedic  

Allergies  

Learning Disability  

Cognitive  

Emotional/Psychological  

Pain  

Other  
 

PLEASE COMPLETE ALL INFORMATION BELOW. 

 

 

 

 

 

 

 

 

 

 

 

 

Given the above diagnosis and medical information, this person is not medically precluded from participation in equine 

assisted activities.  I understand that Saddle Up! will weigh the medical information given against the existing 

precautions and contraindications.  Therefore, I refer this person to Saddle Up! for ongoing evaluation to determine 

eligibility for participation. 

 

Name/Title (please print): _______________________________________________⎕MD   ⎕DO   ⎕NP   ⎕PA Other: _____________________ 

Signature: ________________________________________________________________________________________ Date: _____________________________ 

Address: ______________________________________________________________________________________________________________________________ 

Phone: ______________________________________ Fax: ________________________________ License/UPIN Number: ________________________ 



SADDLE	UP!	 1549	OLD	HILLSBORO	ROAD,	FRANKLIN,	TN	37069	 (615)	794‐1150	

ANTLANTOAXIAL	INSTABILITY	(AAI)	ANNUAL	DOCUMENTATION	FORM		(To	be	completed	by	the	Health	Care	Provider	of	Saddle	Up!	participants	diagnosed	with	Down	Syndrome)		 	Participant	Name:	_____________________________________________________________________	Date	of	Birth:	_______________________	
		Dear	Parent,	Guardian,	and/or	Health	Care	Provider,		The	Professional	Association	of	Therapeutic	Horsemanship	requires	that	all	participants	with	Down	Syndrome	have:	A:	A	yearly	medical	examination	including	a	complete	neurologic	exam	that	shows	no	evidence	of	atlantoaxial	instability.	B:	Certification	by	a	physician	that	an	examination	DID	NOT	reveal	atlantoaxial	instability	or	focal	neurologic	disorder.		In	order	for	Saddle	Up!	to	ensure	the	safety	of	our	participants	with	Down	Syndrome,	we	need	this	form	completed	annually.		If	you	have	any	questions	or	concerns	about	getting	this	form	completed	please	feel	free	to	contact	the	Saddle	Up!	office	at	(615)	794‐1150.				Sincerely,		Saddle	Up!	Records	(615)	794‐1150	(615)	794‐7973	(fax)				
THIS	SEGMENT	OF	THE	FORM	IS	TO	BE	COMPLETED	BY	THE	PARTICIPANT’S	HEALTH	CARE	PROVIDER.	
	
Are	neurologic	symptoms	of	atlantoaxial	instability	(please	check	one),	_____	Present	OR	_____	Absent	in	
the	participant	listed	above?	
	
	

PLEASE	COMPLETE	ALL	INFORMATION	BELOW.		
	 Given	the	above	diagnosis	and	medical	information,	this	person	is	not	medically	precluded	from	participation	in	equine	assisted	activities.		I	understand	that	Saddle	Up!	will	weigh	the	medical	information	given	against	the	existing	precautions	and	contraindications.		Therefore,	I	refer	this	person	to	Saddle	Up!	for	ongoing	evaluation	to	determine	eligibility	for	participation.		Name/Title	(please	print):	_______________________________________________⎕MD			⎕DO			⎕NP			⎕PA	Other:	_____________________	Signature:	________________________________________________________________________________________	Date:	_____________________________	Address:	______________________________________________________________________________________________________________________________	Phone:	______________________________________	Fax:	________________________________	License/UPIN	Number:	________________________	
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