
Special Sibshop Participation Form for September 7, 2019 ONLY  

 

Name of child attending Sibshop*____________________________________________ Date of Birth _______________ 

Describe any previous horse riding experience ____________________________________________________________ 

Name of Parent/Legal Guardian ________________________________________________________________________ 

Street Address ____________________________________ City _______________ State _________ Zip _____________ 

Phone ____________________________________________  

 

Health History of child rider 

Any diagnosis affecting physical (walking, wheelchair use, etc) or psychosocial (school, leisure interests, friends, fears or 
concerns, etc)?  ___ no  __ yes  If yes, please describe: 

 

 

Any medications? __ no  __ yes   If yes, please list: 

 

 

 

 

Please indicate if there are any current or past health issues: (check all that apply) 

__ Vision  __ Hearing  __ Sensory   __ Communication 
__ Heart  __ Breathing  __ Digestion/Elimination __ Circulation 

__ Emotional/Mental __ Behavior  __ Pain    __ Bone/Joint/Muscular 
__ Allergies  __ Thinking/Cognition 

 

Signature of Parent/Guardian ________________________________________  Date ________________________ 

 

IMPORTANT:  PHYSICIAN SIGNATURE REQUIRED TO RIDE HORSES. PARENT/GUARDIAN SIGNATURES REQUIRED FOR 
ALL PARTICIPANTS (SEE NEXT PAGES) 

 

*Child age 6-12 years old who has a sibling with disabilities or long-term illness 

 



 



 



 



 



 



 



 

 



 

 

 

 

 

 

 

 



 

 

 



 



 


