
 

 

 

1347 55th Avenue 
Amery, WI 54001 
715-268-2168 
Fax (715) 268-4560 
 

Patti: 715-554-0748 
Karole: 651-491-5945 
Kristi: 715-410-3825 

         

Date Received ____________________________ 

 

Authorization of 

Emergency Medical 

Treatment Form 

 

PLEASE COMPLETE & SIGN OTHER SIDE PAGE 1 of 2 - UPDATED 2/8/2021 
 

In the event emergency medical aid/treatment is required due to injury/illness during the process of receiving 
services, or while being on the property, I authorize Quarter Moon Acres, Inc. Equine Therapy Center to 
secure and retain medical treatment and transportation if needed and to release client records upon request of 
the authorized individual/agency involved in the medical emergency treatment. 

 

Client Information 

 

NAME                                          M      F DATE OF REGISTRATION  

    

PARENT/GUARDIAN NAME (IF APPLICABLE)   

ADDRESS    

   CITY  ZIP CODE  

CONTACT:  HOME  WORK  

   CELL  EMAIL  
  PREFERRED NUMBER _________________________________ 
EMERGENCY CONTACT:  NAME  PHONE  

    

PHYSICIAN’S NAME        PHONE 

MEDICAL FACILITY NAME  PHONE  

HEALTH INSURANCE CO.  POLICY  
  
 
CONSENT PLAN – THE AUTHORIZATION INCLUDES X-RAY, SURGERY, HOSPITALIZATION, MEDICATION AND ANY TREATMENT PROCEDURE 

DEEMED “LIFE SAVING” BY THE PHYSICIAN. THIS PROVISION WILL ONLY BE INVOKED IF THE PERSON IS UNABLE TO BE REACHED. 
   

_____________________________________________________ _______________________________________________ 

CONSENT SIGNATURE (PARENT OR GUARDIAN) DATE:  

   

____________________________________________________ ________________________________________________ 

PLEASE PRINT NAME: PHONE  

 
 
 
 
 



         

Client Medical History and Physician’s Statement 

                                                                 

 

 

CLIENT’S NAME: SEX AGE DATE OF BIRTH HEIGHT WEIGHT 

NAME/ADDRESS OF GUARDIAN: TETANUS SHOT:             YES            NO 
DATE: 

DIAGNOSIS:                                                                                              DATE OF ONSET: 
 
FOR THOSE WITH DOWN SYNDROME: NEUROLOGIC SYMPTOMS  OF ATLANTO-AXIAL INSTABILITY:         PRESENT              ABSENT 

MEDICATIONS: 

MOBILITY: INDEPENDENT AMBULATION:         YES       NO        ASSISTED AMBULATION:      YES      NO   

 

PLEASE INDICATE IF PATIENT HAS A PROBLEM AND/OR SURGICAL HISTORY IN ANY OF THE FOLLOWING AREAS: 

AREA YES NO COMMENTS AREA YES NO COMMENTS 

AUDITORY    MUSCULAR    

VISUAL    INDEPENDENT 
AMBULATION 

   

SPEECH    CRUTCHES    

ALLERGIES    BRACES    

CARDIAC    WHEELCHAIR    

CIRCULATORY    NEUROLOGICAL    

BALANCE    ORTHOPEDIC    

LEARNING 

DISABILITY 
   PULMONARY    

COGNITIVE 

IMPAIRMENT 
   INTEGUMENTARY 

(SKIN) 
   

PSYCHOLOGICAL 
IMPAIRMENT 

   OTHER    

SEIZURES   TYPE: CONTROLLED:   DATE OF LAST SEIZURE: 

 
TO MY KNOWLEDGE, THERE IS NO REASON WHY THIS PERSON CANNOT PARTICIPATE IN SUPERVISED EQUESTRIAN ACTIVITIES. 

 
PHYSICIAN’S SIGNATURE: DATE OF LAST EXAM: 

PHYSICIAN’S NAME: (PLEASE PRINT) PHYSICIAN’S PHONE: 

ADDRESS: PHYSICIAN’S FAX: 

 


