[image: ]RIDER APPLICATION FORM
THIS FORM MUST BE COMPLETED IN FULL AND SIGNED IN ORDER FOR A CLIENT TO PARTICIPATE
(except for the photo release, which is optional)

                                                                    Saving Grace Sanctuary
374 Hollow Road
Killeen TX 76542
(254)289-5805
savinggrace.mps@gmail.com

[image: ]
 Rider’s Name: ______________________________________________________________

Name:	________________________________________ Birth Date: ___________________________ Age: _________

Address: ____________________________________ City: __________________________ State: Zip: _____________ 

Email: ____________________________________________________Weight: ______________ Height: ____________

[bookmark: _GoBack]Home Phone: __________________________ Mobile: _______________________ Work Phone: __________________

Work Place: ____________________________________ School/Institution attending: ___________________________

 Diagnosis: ___________________________________________________

If under 18, please complete the following:

Father: _______________________________________ E-mail: _____________________________________________

      Employer: ______________________________________ Work phone: ____________________________________

Mother: ______________________________________ E-mail: _____________________________________________

      Employer: ______________________________________ Work phone: ____________________________________ 

In case of emergency, notify:  Home phone:

Relationship: _______________________________________ Work Phone: ___________________________________

	I am/my child is:  ambulatory yes☐  no☐     verbal   yes☐  no☐

I am/my child uses: Wheelchair☐  crushes☐  braces☐  walker☐

I/my child:   can☐  cannot☐   sit independently 



PLEASE COMPLETE REVERSE SIDE

	
_____________________________________________________                      ___________________
Rider’s signature or if under 18 years of age, parent/guardian signature                                      Date



	FOR OFFICE USE ONLY
Date application received _____________________   Date rider began riding ____________________



                                                 Please print clearly when completing this form. Thank you.


MEDICATIONS (please include prescriptions and over-the counter drugs)

Name of Drug			Dosage		Frequency		Possible Side Effects
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please describe abilities/difficulties in the following areas, including assistance required or equipment needed:

PHYSICAL FUNCTION (i.e., mobility skills such as transfers, walking, wheelchair use, driving, etc.)
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

PSYCHO/SOCIAL FUNCTION (i.e., work/school including relationship – family structure, support systems, companion animals, fears/concerns, etc.)
Grade completed: ________ Leisure interests: ______________________________________________________
Relationships: _______________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________

PAST AND PROSPECTIVE SURGERIES (please include date of surgery)
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________

GOALS (i.e., why are you seeking participation and what would you like to accomplish?)
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


	
_____________________________________________________                      ___________________
Rider’s signature or if under 18 years of age, parent/guardian signature                                      Date
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