Refuge Services, Inc.
P.0. Box 53684 Lubbock, TX 79453-3684
Phone: (806) 748-7202 Fax: (806) 748-0972

NRREA information@refugeservices.org

North American Riding
for the Handicapped
Association

Participant’s Application and Health History

GENERAL INFORMATION

Participant:
DOB: Ager __ Height

nder: M F

@]
&

Weight: __

Address:

Phone; E-mail Alternative #:

Employer/School:
Address:

Phone:

Parent/Legal Guardian:

Address (if different from above):

Phone:

Referral Source:

Phone:

How did you hear about the program?

HEALTH HISTORY

Diagnosis Date of Onset:
Please indicate current or past special needs in the following areas:

V¢ N Comments

Vision

Hearing

Sensation

Communication

Heart

Breathing

Digestion

Elimination

Circulation

Emotional/Mental Health

Behavioral

Pain

Bone/Joint

Muscular

Thinking/Cognition

O|0|0|0|0|0|0|0|0|0|0|0|0|0|0|0
0|0|0|0|0|0/0|0|0|0]|0|0|0|0|0|O

Allergies



Callie Watson
Highlight


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

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

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

PSYCHO/SOCIAL FUNCTION (i.e. Work/school including grade completed, leisure interests,
relationships-family structure, support systems, companion animals, fears/concerns, etc)

GOALS (i.e. Why are you applying for participation? What would you like to accomplish?)
Signature: _ I Date:
PHOTO RELEASE
I QDo
O po NoT

consent to and authorize the use and reproduction by

{center)
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 the program.

Signature: __ Date:
Client, Parent or Legal Guardian

Signed in the presence of center staff




o/ Refuge Services, Inc.

17 . P.O. Box 53684 Lubbock, TX 79453-3684
) Phone: (806) 748-7202 Fax: (806) 748-0972
NARHA information@refugeservices.org
North American Riding
for the Handicapped
Association

Authorization for Emergency Medical Treatment Form

O Participant O Staff O Volunteer
Name: . DOB: . Phone
Address: P == —
Physician’s Name: Preferred Medical Facility:
Health Insurance Company: ___ Policy #:

Allergies to medications:

Current medications:; -

In the event of an emergency, contact:

Name: g . Relation: __________ Phone:
Name: - Relation: ___ Phone:
Name: __ Relation: _____ Phone:

In the event emergency medical aid/treatment is required due to iliness or injury during the process of receiving services, or
while being on the property of the agency, I authorize to:
(Center’s Name)

1. Secure and retain medical treatment and transportation if needed.
2. Release client records upon request to the authorized individual or agency involved in the medical

emergency treatment.

Consent Plan
This 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(s) above is unable to be reached.

Date: _ Consent Signature: ___ —

. Client, Parent or Legal Guardian
Signed in presence of center siaff

Non-Consent Plan
[ do not give my consent for emergency medical treatment/aid in the case of illness or injury during the process of receiving

services or while being on the property of the agency.

[JParent or legal guardian will remain on site at all times during equine assisted activities
in the event emergency treatment/aid is required, I wish the following precedure to take place:

Consent Signature: _

Client, Parent or Legal Guardian
Sigred in presence of center staff



Refuge Services, Inc.
P.O. Box 53684 Lubbock, TX 79453-3684 Phone: (806) 748-7202 Fax: (806) 748-0972
information@refugeservices.org

Physician’s Prescription

Client’s Name: Phone:

Prescription for Hippotherapy/Therapeutic Horseback Riding:
Prescription, where appropriate for evaluation and treatment by a Physical, Occupational
and/or Speech Therapist in conjunction with the Therapeutic Horseback Riding Operating

Center.

Recommended Frequency:

Precautions:

Physician’s Signature: Date:

Please Print, Type or Stamp

Physician’s Name:

Address:

Phone:




Refuge Services, Inc.
P.O. Box 53684 Lubbock, TX 79453-3684

. nhANAR{HA’ . Phone: (806) 748-7202 Fax: (806) 748-0972

[} merican ing : : :

for the Handicapped information@refugeservices.org
Assoclation

Participant’s Consent for Release of Information

I hereby authorize:

(person or facility)

to release inforination from the records of: DOB.
(participant’s name)

The information is to be released to:

(center or therapist's name)

for the purpose of developing an equine activity program for the above named participaat. The information to be released is
indicated below:

Medical History

Physical Therapy evaluation, assessment and program plan
Occupational Therapy evaluation, assessment and program plan
Speech Therapy evaluation, assessment and program plan
Mental Health diagnosis and treatment plan

Individual Habilitation Plan 1.H.P.)

Classroom Individual Education Plan (I.E.P.)

Psychosocial evaluation, assessment and program plag
Cognitive-Behavioral Management Plan

Other:

This release is valid for one year and can be revoked, in writing, at my request.

goooooodoodd

Signature: Date:

Print Name:

Relation to Participant:

Please send materials to:

NARHA Standards & Accreditation Manual 23
2006



Refuge Services, Inc.

®.0. Box 53684 Lubbock, Texas 79453 Phone: (806)748-7202
Fax; (806)748-0972 / information@refugeservices.org

Liability Release

(client’s name) would like to participate in Refuge Services

Hippotherapy/Therapeutic Riding program. I acknowledge the risks and potential for
risks while participating in equine activities (i.e. riding, driving, vaulting, jumping, or
ground work). However, I feel that the possible benefits to me/my son/ my daughter/ my
ward are greater than the risk assumed. I hereby, intending to be legally bound, for
myself, my heirs and assigns, executors or administrators, waive and release forever all
claims for damages against Refuge Services, its Board of Directors, Instructors,
Therapists, Aides, Volunteers, and/or Employees for any and all injuries and/or losses I/
my son/ my daughter/ my ward may sustain while participating in equine activities at
Refuge Services.

Under Texas Law, an equine professional is not liable for an injury to or the death of a

participant in equine activities resulting from the inherent risks of equine activities.

Signature: Date:
(Client, Parent, or Guardian)
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P.0. Box 53684
Lubbock, Texas 79453
(806) 748-7202 Fax: (806) 748-0972
information@refugeservices.org

Payment Policy

We are committed to providing you with the best possible care. In order to achieve this goal, we must
clearly communicate our payment policy.

Payment for services is due at the time services are rendered unless payment arrangements have been
approved in advance by REFUGE SERVICES, INC. and your therapist. For all scholarships/reduced rate,
we must have a completed fee reduction form on file. We accept cash, checks, money orders, or
certified bank notes. We ARE NOT set up to accept credit cards or debit cards.

Returned checks and balances older than 30 days may be subject to additional collection fees.

Any client who fails to attend a session without 24-hour advance notice will be personally billed for that
session, regardless of third party payment plans and the client, NOT the service provider, will be billed
for no shows. Please call and leave a message and/or email us if you need to change and/or cancel an
appointment (contact information is above).

Late cancellation and No Show Policy

If you do not call at least 24 hours in advance to cancel your session, you will be charged half the price of
the session. If you do not call or do not show for the session, you will be charged the full price (PLEASE
NOTE: scholarship funds/grant funds do not cover late cancellations or no-shows). This will ensure that
Refuge Services can continue to operate and provide quality services to all.

Scholarships/Grant funded services: Three Late cancels and/or no shows will result in loss of
scholarshipped and/or grant funded program services. PLEASE COMMUNICATE. We are here to help
but need you to communicate when you have a conflict to prevent you from losing access to our
services.

Please understand that we value your business very much. Each client is special to us, and we
understand the difficulties facing today's families. However, Refuge cannot operate on a credit or
promissory basis. It is our goal to offer Hippotherapy, Therapeutic Riding and Equine Assisted
Psychotherapy servicesin a friendly, safe, and effective environment. If you have any questions about
the above information, PLEASE do not hesitate to ask us. We are here to help you. Thank you for your
support!

I have read and agree to abide by Refuge Services’ payment policy:

Signature Date



PO Box 53684

Lubbock, TX 79453

* Y * * * 806,748,7202
Fax: 806.748.0972

V; . . information@refugeservices.org
—-|| A—— services

March 29, 2020

To the attending physician for

Your patient is an individual receiving therapeutic treatment at Refuge Services. This is a
equine-assisted therapy program that offers out-patient physical, occupational, mental health,
and other specialized therapies.

We are requesting a physician’s order for
therapy.

during the COVID-19 crisis. Please check the box below determining your professional
judgment on if this service is essential or non-essential.

Thank you for your assistance in providing services for our individual. If you have any
questions regarding completion of this form, please contact me at 806-790-6664 or
information@refugeservices.org.

Respectfully,

Patti Mandrell, M.Ed., LPC
Executive Director

O Essential- meaning the risk of postponing therapy is greater than the risk on continuing
sessions, following appropriate safety protocol. Continue with ongoing face-to-face
sessions during the COVID-19 crisis.

O Non-Essential- meaning face-to-face sessions should be postponed until the COVID-
19 crisis subsides

Medical Professional Printed Name Medical Professional Signature Date Signed
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