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WHITE BRIDLE EQUINE THERAPY APPLICATION

Name: _____________________________________________Age: ________________

Address:______________________________________________________________________________________________________________________________________

Name of Parents or Legal Guardian:_______________________________________

Home Phone Number: ____________________________________

Work Phone Number: _____________________________________

Cell Phone Number: ______________________________________

Explain your child’s neurological or physical limitation: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What kind of therapy is your child receiving?

________________________________________________________________________

________________________________________________________________________
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Name of child: ____________________________________

Continue discussing the type of therapy your child is receiving:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Name of doctor or health professional treating your child and phone number:

________________________________________________________________________

Does your child have any health or medical conditions that we need to know about other than the child’s special need or physical limitation?  If yes, please explain:

________________________________________________________________________________________________________________________________________________________________________________________________________________________

One parent is required to participate in the therapy session with the child.  Please tell us the name of that person and their cell phone number:

________________________________________________________________________

What other things do you want us to know about your child?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

The charge for each one-hour session is $45.  Payment is due prior to the day of your therapy session, because we’re at a remote location away from our office.  Do you plan to pay by check, credit card or cash? ___________________________

Please make payment arrangements before the day of your therapy session.

