Client Packet

Cheerful Hearts
Therapeutic Riding and Animal Assisted Therapy
“Where Joy Blooms”

Thank you for your interest and welcome to Cheerful Hearts Therapeutic Riding and Animal Assisted
Therapy, a PATH Intl. member center and 501 (c)(3) nonprofit. Our PATH, Intl. certified instructor
teaches basic riding and horsemanship skills to clients of all ages and disabilities as a means of
helping them to gain independence in daily living. Our programs are designed to benefit our clients
physically, cognitively, socially, and emotionally with the help of horses and volunteers who are
trained to work with clients of varying abilities.
Inside this packet you will find the following forms. If you have any questions, feel free to contact
us via email, text or call.
• Client Information Form
• Client Health History Form
• Client’s Medical History & Physician’s Statement
• Liability Release
• Authorization for Emergency Medical Treatment
• Authorization for the release of information

Client forms must be complete before participating and updated annually.

Our Purpose
To provide persons with physical, cognitive, psyco-social and emotional disabilities as well as those being
impacted by potentially life altering illness or injury the opportunity to experience the power of the
human/animal bond through therapeutic intervention in order to promote improved health and wellness.

Our Motto
"Where Joy Blooms" comes from a revelation that Sheri Holmes had after the devastation of
Hurricane Harvey. Choosing to follow God and His will for her life, Sheri made the decision that she
would no longer be controlled by her circumstances or fear, but would choose joy in all areas of her
life, including developing a therapy program.
The following forms are required to be completed before you begin your experience with CHAT.

Our Mission:
To bring a smile to a face or laughter to the heart where sadness, pain and fear existed.

heerful Hearts
Therapeutic Riding and Animal Assisted Therapy, Inc.
A PATH Intl. Member Center

Client Information
(Must be completed by a parent/guardian if client is under 18 or unable to sign legal documents)

Client Name:
DOB:

Age:

Height:

Weight:

_ Gender: M

F

Address:
City:

_ Zip Code:

Phone:

_ Alternate Phone:

Email:
Parent/Guardian Name(s) (if applicable):
Phone (if different than above):
Caregiver(s) (if applicable):
Phone:
Client school/employer:
Address:
Referred by:
T-shirt Size:

Child: XS S M L

Adult: XS S M L XL XXL

MEDIA RELEASE
I DO ____ I DO NOT consent to and authorize the use and reproduction by Cheerful Hearts
Therapeutic Riding of any and all photographs and any other audio/visual materials taken of me for
promotional material, educational activities, exhibitions, or for any other use for the benefit of CHAT
Signature

Date

heerful Hearts
Therapeutic Riding and Animal Assisted Therapy, Inc.
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Client Health History
(Must be completed by parent/guardian if under 18 or unable to sign legal documents)

Name:
Disability/Diagnosis:

Date of Onset:

Please indicate current or past special needs in the following areas:
Yes
Vision
Hearing
Sensation
Communication
Heart
Breathing
Digestion
Elimination
Circulation
Emotional/Mental Health
Behavioral
Pain
Bone/Joint
Muscular
Thinking/Cognition
Allergies
Seizures

No

Comments

MEDICATIONS (include prescription & over-the-counter; name, dose, frequency and side effects)

Describe your abilities/difficulties in the following areas (include assistance required or equipment needed):

PHYSICAL FUNCTION (e.g., mobility skills such as transfers, walking, wheelchair use, driving/bus riding)

PSYCHO/SOCIAL FUNCTION (e.g., work/school including grade completed, leisure interests, relationshipsfamily structure, support systems, companion animals, fears/concerns, etc.)

GOALS (i.e. why do you want to participate in equine assisted activities? What would you like to accomplish?)

Signature

3/24/16

Date

heerful Hearts
Therapeutic Riding and Animal Assisted Therapy

AUTHORIZATION FOR EMERGENCY MEDICAL TREATMENT
(Must be completed by parent/guardian if under 18 or unable to sign legal documents)

Name:

DOB:

Home Phone:

Cell Phone:

Address:
Physician:
Health Insurance Co.:

Preferred Medical Facility:
Policy Number:

Allergies to Medications:
Current Medications:
In the event of an emergency, contact:
1. Name:

Relation:

Phone:

2. Name:

Relation:

Phone:

Consent Plan
In the event emergency medical aid/treatment is required due to illness or injury while participating in a program of
Cheerful Hearts’, I authorize Cheerful Hearts Therapeutic Riding to:
1. Secure and retain medical treatment and transportation as deemed necessary.
2. Release appropriate records to the authorized individual/agency involved in the medical emergency
treatment.
This authorization includes medical imaging, surgery, hospitalization, medication and any treatment procedure
deemed “life saving” by a physician. This provision will only be invoked if a person above is unable to be reached.

Consent Signature (Signed in presence of CHAT rep)

Date

Non-consent Plan
I do not give my consent for emergency medical treatment in the event of illness or injury while participating in a program
of Cheerful Hearts’. I agree that a parent or legal representative will remain on site all times during equine assisted
activities. In the event emergency treatment or first aid is required, I wish the following procedures to take place:

Non-consent Signature (Signed in presence of CHAT rep)
2/10/17

Date
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Therapeutic Riding and Animal Assisted Therapy, Inc.
A PATH Intl. Member Center

LIABILITY WAIVER
IMPORTANT: THIS IS A LEGAL DOCUMENT
Please read and understand this document before signing. If you have any questions, please ask us or consult an attorney.

Cheerful Hearts Therapeutic Riding and Animal Assisted Therapy, Inc (also known as CHAT) has done everything
possible to assure that our clients, volunteers, and guests have a safe and fun equine related experience. However, we wish
to inform our clients, volunteers, and guests that equine related activities are not risk free. As the Texas Legislature has
acknowledged, the same elements that contribute to the unique character and fun of equine related activities can cause
loss or damage to equipment, bodily injury, illness, or in extreme cases, permanent trauma or death. We do not want to
reduce your enthusiasm for the experience, but in accordance with Texas law, we want you to be informed of the possible
risks. Texas requires that we inform you of the following:
WARNING
Under Texas Law, (chapter 87, civil practice and remedies code) an equine professional is not liable for an injury to
or the death of a participant in activities resulting from the inherent risks of equine activities
Before participating in any equine activities, we ask that you read, sign, and return this form to us. It will be kept on file as
long as you continue to participate in CHAT activities.
ACKNOWLEDGEMENT OF RISK


“Equine activity” includes, but is not limited to riding, grooming, participating in equine assisted therapy of any kind
(including, but not limited to, therapeutic riding), leading horses, side walking for clients, or participating in horse
shows or demonstrations. The term “engages in equine activity” does not include being a spectator at an equine
activity, except in cases where the spectator places him/herself in an unauthorized area and in immediate proximity
to the equine activity.



“Equine” means a horse, pony, mule, donkey, or hinny.



“Equine activity sponsor” means an individual, group, club, partnership, or corporation, whether or not the sponsor is operating for profit or not for profit, which sponsors, organizes, or provides the facilities for, an equine activity. Sherlock Farms and CHAT, where it operates, are “equine activity sponsors”.



“Equine professional” means a person engaged for compensation in instructing a client for the purpose of riding,
therapeutic riding, or equine assisted therapy.



“Inherent risks of equine activities” means those dangers or conditions which are an integral part of equine activities, including, but not limited to: the propensity of the animal to behave in ways that may result in injury, harm, or
death to persons, on or around them; the unpredictability of the animals’ reactions to such things as sounds, sudden
movement, and unfamiliar objects, people, or animals; the exposure to certain hazards such as surface and
subsurface conditions; or the chance of collisions with other animals or objects. It is also possible that some clients,
volunteers, or guests would suffer mental anguish or trauma from the experience of their injuries.

This list is not an exclusive or exhaustive list of possible injuries, trauma, or accidents that may occur during equine related activities. The use of drugs or alcohol increases the risk of injury during equine activities.
I certify that I am fully capable of participating in equine related activities. I state that I have read the above statement on
some of the possible risks in these activities. Therefore, I assume full responsibility for myself for bodily injury, death, loss
of personal property, and any expenses as a result of my negligence. I state that I will inform CHAT of any limits with respect
to my ability to safely engage in equine activities or to safely manage a particular equine, known to or reasonably foreseen
by me. I also understand that CHAT reserves the right to refuse any person it judges to be incapable of meeting the rigors
and requirements of participating in equine related activities.
7317 Avenue P Santa Fe, Texas 77510

cheerfulheartstherapy.org
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If I am a volunteer or guest, I am in good physical condition and able to undertake this activity. If I am a client, I have had
a medical release signed by a medical professional.
CONTRACT, WAIVER AND RELEASE, AND INDEMNIFICATION
I agree to indemnify and hold harmless Cheerful Hearts Therapeutic Riding and Animal Assisted Therapy, Inc
(also known as CHAT ) their agents and employees from all claims, damages, losses, injuries, and expenses
arising out of or resulting from participation in these activities. I further agree to release, acquit and covenant not
to sue CHAT their agents and employees for all actions, causes of actions, damages, or damages in law or
remedies in equity of whatever kind.
I agree to submit to jurisdiction in Texas for any lawsuit involving me and arising out of or resulting from my
participation in these activities. I agree that the venue for any such lawsuit shall be within Texas and any such
lawsuit shall be governed by Texas law. The terms of this agreement shall continue and be in effect after equine
related activities have ended.
I hereby agree that if CHAT. is forced to defend any action, lawsuit or litigation initiated by me, my executors, or
my heirs on my behalf, my heirs or executors and I agree to pay CHAT costs and attorney fees if they successfully
defend such action, lawsuit, or litigation.

1.

2.

3.

(Please Select Yes or No for each of the four statements below)
(
) I hereby give permission for transportation to any medical facility or hospital and I authorize any qualified
medical personnel to render necessary emergency medical care (unless indicated below).
(
) Pursuant to Texas Law, I hereby wish that extraordinary measures be used to keep me alive in case of a medical emergency. This includes cardiopulmonary resuscitation (CPR).
(

) I do not have any medical conditions that would prevent my participation in this activity.

(
) I understand that all volunteers, clients, and guests must wear an approved helmet while riding.
wear a helmet, I will not be permitted to ride.

If I refuse to

I,
, of my own free will, have read, understand, and acknowledge the risks of
this voluntary activity, and this waiver of liability.

participating in

Date:

day of

Participant:
Address:

, 20

.
Parent/Guardian:
Phone:
EMERGENCY CONTACT INFORMATION

Participant’s Printed Name

Parent/Guardian Printed Name

Emergency Contact:

Medical Insurance:

Name

Provider

Address

Policy #

Phone

Doctor
Phone
7317 Avenue P Santa Fe, Texas 77510

cheerfulheartstherapy.org
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Date:

Dear Health Care Provider:
Your patient:
therapeutic horseback riding.

is interested in participating in

In order to safely provide this activity, our program requests that you complete the attached Medical History and
Physician’s Statement. Please note that the following conditions may suggest precautions and contraindications
to therapeutic horseback riding. Therefore, when completing this form, please note whether any of these
conditions are present, and to what degree.
Orthopedic
Atlantoaxial Instability-include neurologic symptoms
Coxarthrosis
Cranial Defects
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 Coed/Hydromyelia
Other
Age-under 4 years
Indwelling Catheters/Medical Equipment
Medications-e.g. Photosensitivity
Poor Endurance
Pregnancy
Skin Breakdowns

Medical/Psychological
Allergies
Animal Abuse
Cardiac Condition
Physical/Sexual/Emotional Abuse
Blood Pressure Control
Dangerous to Self or Others
Exacerbations of Medical Conditions
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 therapeutic horseback riding, please contact me.
Sincerely,

Sheri Holmes
Manager
3/24/16

7317 Avenue P, Santa Fe, TX 77510
832-221-9066
cheerfulheartstherapy@gmail.com
www.cheerfulheartstherapy.org
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Client’s Medical History & Physician’s Statement
(To be completed by the Client’s Physician)

Participant:

DOB:

Height:

Weight:

Address:

Diagnosis:

Date of Onset:

Past/Prospective Surgeries:

Medications:

Seizure Type:

Controlled: Y

N

Date of Last Seizure:

Shunt Present: Y N Date of last revision:

Special Precautions/Needs:

Mobility: Independent Ambulation Y N Assisted Ambulation Y N Wheelchair Y N

Braces/Assistive Devices:

For those with Down syndrome: Atlanto Dens Interval X-rays, date:

Neurological Symptoms of Atlanto Axial Instability:

Result: + --

Please indicate current or past special needs in the following systems/areas, including surgeries:
Y

N

Comments

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

Given the above diagnosis and medical information, this person is not medically precluded from participation in equineassisted activities and/or therapies. I understand that Cheerful Hearts Therapeutic Riding will weigh the medical
information given against the existing precautions and contraindications. Therefore, I refer this person to CHATfor
ongoing evaluation to determine eligibility for participation.

Name/Title:

MD DO NP PA Other:

Signature:

Date:

Address:
Phone:

License/UPIN Number:

Please return this form to:
Cheerful Hearts
7317 Avenue P
Santa Fe, Texas 77510
Attn: Sheri Holmes, Program Manager

heerful Hearts
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Client’s Consent for Release of Information
I hereby authorize: ______________________________________________________________
(person or facility)
to release information from the records of: ____________________________ DOB: _________
(client’s name)
This information is to be released to Cheerful Hearts Therapeutic Riding for the purpose of
developing an equine activity program for the above named client. The information to be released is
indicate below:
☐ Medical history
☐ Physical therapy evaluation, assessment and program plan
☐ Speech therapy evaluation, assessment and program plan
☐ Mental health diagnosis and treatment plan
☐ Individual Habilitation Plan (I.H.P.)
☐ Classroom Individual Education Plan (I.E.P.)
☐ Psychosocial evaluation, assessment and program plan
☐ Cognitive-behavioral management plan
☐ Other: _____________________________________________________________
This release is valid for one year and can be revoked, in writing, at my request.
Signature: __________________________________________________ Date: ____________
Print Name: _________________________________________________
Relation to Client: ____________________________________________
Please send materials to:
CHAT.
7317 Avenue P
Santa Fe, TX 77510
Attn: Sheri Holmes, Program Manager
2/4/117

