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Call Gigi Kratzke at (570) 409-1140 if you have any questions regarding this packet. 
 

Forms 
 
All Forms must be completed, signed and returned to G.A.I.T. two weeks prior to the first class of 
the session.  These forms are valid for one year. 
  
Enclosed are six (6) forms that need your attention and signature: 

• Form 1 Participant’s Application and Contact Information 
• Form 2 Participant’s Consent for Release of Information 
• Form 3 Participant’s Liability Release and Photo Release 
• Form 4 Participant’s Health History 
• Form 5 Authorization for Emergency Medical Treatment 
• Form 6 Participant’s Medical History and Physician Statement 

(Form 6 is to be completed & signed by the participant’s physician) 

 

Payment 
 

Each Session consists of one class per week for 7 weeks.  
Each class is one hour long.   
Payment should be included with the forms. 
 

• Each Session is $245 per participant.  
• G.A.I.T. does NOT give refunds for classes that are missed during a Session. 

 

 

Attire 
 
All participants should come dressed appropriately for riding, which should include: 

• Riding boots or hard soled shoe with a heel. 
• Long pants. 
• American Society for Testing and Materials – Safety Equipment Institute (ASTM-SEI) 

Helmets are provided for each rider and must be worn while in the arena and while riding. 
• Safety stirrups will be used on all saddles.   

 
 

Thank you for your interest in the G.A.I.T. Therapeutic Riding Center. 
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G.A.I.T. is a Federal 501(c)(3) non-profit organization (EIN 22-3444872) for the benefit of special needs 
persons in Pennsylvania, New York, and New Jersey. 
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Participant’s Application and  
Contact Information 

(Form 1) 
 

 

APPLICATION: 

(Participant Information) 
Participant’s Name:____________________________________DOB:_______Age:___________ 

Address:  _______________________City:________________State:______Zip Code:________ 

County the Participant Lives In:_____________________________________________________ 

Telephone#: ___________________________________________________________________ 

Cell#:_________________________________________________________________________ 

Work#:________________________________________________________________________ 

E-Mail:________________________________________________________________________ 

Which Program(s) is the Participant Interested in Applying For? (Circle Below) 

Therapeutic Riding – Hippotherapy -- Equine Assisted Learning -- Equine Assisted Psychotherapy - 

Vocational Training – Other (Explain)________________________________________________ 

 

 

(Parent/Guardian Contact Information) 
Parent/Guardian Name:__________________________________________________________ 

Address:  _______________________City:________________State:______Zip Code:________ 

Telephone#: ___________________________________________________________________ 

Cell#:_________________________________________________________________________ 

Work#:________________________________________________________________________ 

E-Mail:________________________________________________________________________ 

 

 

(School/Institution Contact Information) 
School/Institution presently attending:______________________________________________ 

Contact Person:________________________________________________________________ 

Address:  _______________________City:________________State:______Zip Code:________ 

Telephone#: ___________________________________________________________________ 

Cell#:_________________________________________________________________________ 

Work#:________________________________________________________________________ 

E-Mail:________________________________________________________________________ 
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Participant’s Consent  
for Release of Information  

(Form 2) 
 

I hereby authorize:_______________________________________________________ 
                      (person or facility) 
 
to release information from the records of:______________________DOB: __________ 

 
 
The information is to be released to:  G.A.I.T. Therapeutic Riding Center  
for the purpose of developing an equine activity program for the above named participant.  The 
information to be released is indicated below. 

 
 

□ Medical History 

□ Physical Therapy evaluation, assessment and program plan 
□ Occupation Therapy evaluation, assessment and program plan 

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

□ Individual Habilitation Plan (I.E.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 Participant:____________________________________________________ 
 
 
Please send materials to: 
 
G.A.I.T.  Inc. 
PO Box 69 
Milford, PA 18337 
Attn: Gigi Kratzke 
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Participant’s Releases 
(Form 3) 

 

 
 

RELEASES: 

There are 3 separate releases on this form. Each release must be signed separately. Hence, there should be 
3 signatures on this page. 

 

 

1. LIABILITY RELEASE: 

 

____________________________ (client’s name) would like to participate in G.A.IT.’S program.  I 
acknowledge the risks and potential for risks of horseback riding.  However, I feel that the possible benefits 
to my self/my son/my daughter/my ward are greater than the risk assumed.  I hereby, intending to be 

legal bound, for myself, my heirs and assigns, executors or administrators, waive and release forever all 
claims for damages against G.A.I.T., its Board of Directors, Instructors, Therapists, Aides, Volunteers 
and/or Staff for any and all injuries and/or losses I/my son/my daughter/my ward may sustain while 

participating in any G.A.I.T. programs. 
 

Signature:______________________________________________Date:___________________________ 

 
 

 

2. PHOTO RELEASE for all printed materials: 

□ DO 

□ DO NOT  
 

Consent to and authorize the use and reproduction by G.A.I.T. of any and all photographs and any other 
audio/visual materials taken of me/my son/my daughter/my ward for promotional printed material, 

education activities or for any other use for the benefit of the program. 
 

Signature:_____________________________________________Date___________________________ 

 
 

 

3. GAIT’S WEB SITE RELEASE: 

□ DO 

□ DO NOT  
 

Consent to and authorize the use and reproduction by G.A.I.T. of any and all photographs and any other 
audio/visual materials taken of me/my son/my daughter/my ward for promotional web site material, 

education activities or for any other use for the benefit of the program. 
 

Signature:____________________________________________Date:__________________________ 
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Participant’s Health History 
(Form 4) 

 

 
 
 

 

HEALTH HISTORY: 
 

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

(Why are you applying for participation?  What would you like to accomplish?) 

______________________________________________________________________________________

______________________________________________________________________________________ 

______________________________________________________________________________________ 

 

 

Signature:________________________________________________Date:_________________________ 
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Authorization for 
Emergency Medical Treatment 

(Form 5) 
 

_X_ Participant           ____Staff          ____Volunteer 
 
 

Name:  _______________________________DOB:___________________Phone:__________________ 

Address: ______________________________City:___________________State:_______Zip:_________ 

Physician’s Name:_______________________Preferred Medical Facility:___________________________ 

Health Insurance Company:______________________________________Policy #:_________________ 

Allergies to medications:_________________________________________________________________ 

Current medications:____________________________________________________________________ 

 
IN THE EVENT OF AN EMERGENCY, CONTACT: 

 

Name: _______________________________Relation:_________________Phone:__________________ 

Name: _______________________________Relation: _________________Phone:_________________ 

Name: _______________________________Relation: _________________Phone:_________________ 

 
In the event emergency medical aid/treatment is required due to illness or injury during the process of 
receiving services, or while being on the property of G.A.I.T., I authorize G.A.I.T. to: 
 

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. 
 

Consent Signature: _______________________________________________Date:_________________ 
                   (Client, parent or legal guardian) 

 

NON-CONSENT PLAN 

 

I 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 G.A.I.T. 
 

Parent or legal guardian must remain on site at all times during equine assisted activities.  In the event 
emergency treatment/aid is required, I wish the following procedure to take place: 
 

 

 

Non-Consent Signature: ____________________________________________Date:________________ 
                                               (Client, parent or legal guardian)  
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Participant’s Medical History 
and Physician Statement  

(Form 6 – To be completed and signed by the Participant’s Physician) 
 

Participant: _________________________________________________DOB: __________________ 

Height: ______________________________Weight: ______________________________________ 

Address: _____________________________City: _________________State:____ Zip:___________ 

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:  AtlantoDens Interval X-rays, Date:____________Result  +    - 

Neurological Symptoms of AtlantoAxial Instability:__________________________________________ 

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    

Neurological    

Muscular    

Balance    

Orthopedic    

Allergies    

Learning Disability    

Cognitive    

Emotional/Psychological    

Pain    

Other    

 
To my knowledge, there is no reason why this person cannot participate in supervised equine activities.  However, I 
understand that the NARHA center will weigh the medical information above against the existing precautions and 
contraindications.  I concur with a review of this person’s abilities/limitations by a licensed/credential health professional 
(e.g. PT, OT, SLP, Psychologist, etc.) in the implementation of an effective equine activity program. 
 

Physician Name:______________________________________MD  DO  NP  PA  Other____________________________ 

Signature:___________________________________________Date:__________________________________________ 

Address:___________________________________________________________________________________________ 

Phone:_____________________________________________License/UPIN Number:_____________________________ 

 

 
 

 


