


SMITH'S EQUINE CONNECTIONS
PARTICIPANT REGISTRATION & MEDICAL HISTORY FORM

**Please complete all sections. This information is confidential and is used to provide the safest possible experience for all participants.**

---

PARTICIPANT INFORMATION

Participant Name: _______________________________________
Date of Birth: ___________________   Age: _______________
Preferred Name: _________________________________________

Address: _______________________________________________
City: __________________ State: ______ Zip: _____________
Phone: ________________________________________________
Email: ________________________________________________

Occupation/School: _____________________________________

Height: ____________   Weight: ____________

---

PARENT OR LEGAL GUARDIAN (If participant is under 18)

Parent/Guardian Name: _________________________________
Relationship: _________________________________________
Phone: _______________________________________________
Email: _______________________________________________

Secondary Parent/Guardian: ____________________________
Phone: _______________________________________________

---

EMERGENCY CONTACT

Name: _______________________________________________
Relationship: _________________________________________
Primary Phone: _______________________________________
Secondary Phone: _____________________________________

---

PHYSICIAN INFORMATION

Primary Care Physician: ________________________________
Clinic: _______________________________________________
Phone: _______________________________________________
Preferred Hospital: ____________________________________

---

MEDICAL HISTORY

Do you have any medical conditions we should know about?
☐ No
☐ Yes (Please explain)

______________________________________________________

______________________________________________________

Do you have any of the following?
☐ Asthma
☐ Diabetes
☐ Heart Condition
☐ High Blood Pressure
☐ Seizure Disorder
☐ Autism Spectrum Disorder
☐ ADHD
☐ Anxiety
☐ PTSD
☐ Depression
☐ Mobility Limitations
☐ Hearing Impairment
☐ Vision Impairment
☐ Pregnancy
☐ Other:______________________________________________________

---

ALLERGIES

Please list all allergies (medications, food, insects, animals, latex, environmental, etc.)

______________________________________________________

______________________________________________________

Does participant carry an EpiPen if needed?
☐ Yes
☐ No
---

MEDICATIONS
List all medications currently being taken.
Medication | Dosage | Reason
---|---|---
________________ | ______ | __________________
________________ | ______ | __________________
________________ | ______ | __________________

---

PHYSICAL LIMITATIONS

Do you have any injuries, surgeries, or physical limitations that may affect participation?
☐ No
☐ Yes
Please explain:______________________________________________________

---

RIDING EXPERIENCE

Have you ridden horses before?
☐ Never
☐ Beginner
☐ Intermediate
☐ Advanced
Approximate Years Riding: __________________

Disciplines:
☐ Western
☐ English
☐ Trail
☐ Ranch
☐ Other

---

GOALS FOR PARTICIPATION

Please tell us what you hope to gain from participating.
☐ Confidence
☐ Stress Reduction
☐ Emotional Growth
☐ Relationship Building
☐ Horsemanship Skills
☐ Riding Skills
☐ Leadership
☐ Teamwork
☐ Recreation
☐ Other:______________________________________________________

---

SPECIAL ACCOMMODATIONS

Do you require any accommodations?
☐ No
☐ Yes
Please explain:______________________________________________________

---

EMERGENCY MEDICAL AUTHORIZATION

In the event I cannot be reached, I authorize Smith's Equine Connections to obtain emergency medical treatment for myself (or my minor child) if deemed necessary by emergency responders or program staff.

I understand I am responsible for all medical expenses incurred.

Participant Initials: _______

Parent Initials (if minor): _______

---

INSURANCE INFORMATION

Insurance Company:_________________________________
Policy Number:____________________________________
Member ID:____________________________________

---

PHOTO & COMMUNICATION PREFERENCES

May we send appointment reminders by:
☐ Text
☐ Email
☐ Phone Call
May we send newsletters or program updates?

☐ Yes
☐ No

---

CERTIFICATION

I certify that the information provided is accurate and complete to the best of my knowledge. I agree to notify Smith's Equine Connections of any changes to my health, medications, emergency contacts, or other relevant information.

Participant Signature: ___________________________
Date: ___________________
Printed Name: __________________________________

Parent/Guardian Signature (if participant is under 18): __________________________________
Date: ___________________
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