Horse Time Client Application

Name____________________________________________________________________

(Legal guardian’s name/relationship, if applicable_________________________________)

Address(incl. city/town/ZIP)__________________________________________________

Email address: _________________________________________________________________

Phone (home)__________________________(work)______________________________

Date of birth___________________________* Gender:  M    F

*ethnicity______________________________________(*=used for grant purposes only)

How did you hear about Horse Time?__________________________________________

***************************************************************************

If you are interested in pursuing third-party reimbursement, please share the following information:
Health care coverage:________________________________________________________

Policy number___________________________group name/number___________________

phone number______________________________**(your carrier will not be contacted without your written permission)
****************************************************************************

Emergency medical treatment information:

In case of emergency, we will notify the person(s) named below, apply basic first aid,and  call an ambulance/911 if indicated.  Please indicated below if you prefer for other procedures to be followed, including a preferred medical facility or doctor (including their address & phone #)::

____________________________________________________________________________

__________________________________________________________________________

Emergency contact: 

Name_______________________________________________________________________

relationship__________________________________________________________________

Phone numbers including area code: home/business__________________________________

pager_____________________________________cell phone__________________________

Horse Time, Inc. Fee Schedule

Effective 1/2003

.Psychotherapy:   

Private session or initial intake session (1 hour): $120* (with cash discount:  $80)

Group sessions (generally 1.25-1.5 hours): $80.00* per client per group meeting (with cash discount:  $50)

 (agency rates negotiated separately) 

Therapeutic Horsemanship:

Private session or initial intake session (1 hour): $40.00

Semi-private (2 people): $35.00

Small group (3 people): $30.00

· Payment is due at the time services are rendered. We can accept cash or checks. There is a $30.00 fee on any returned check. Your insurance coverage may cover therapy services, however we require that you pay for your services up front and then we will reimburse you as we receive insurance reimbursement.

· *There is a cash discount for services. When paid at the time services are rendered, private sessions are discounted as shown.   This discounted fee is the amount we must receive up front before insurance reimbursement is received, or the total amount owed if insurance is not billed at all. The discounted fee is also the amount owed if 24-hour cancellation notice is not provided

· Horse Time therapists are not available outside of  appointment times unless special arrangements are made.

· Unless otherwise negotiated, sessions are held rain or shine.  If Newton County schools are closed because of adverse weather conditions, then Horse Time sessions will not be held. In such a case, please call us at 770-784-9777 to reschedule your appointment.

· Appropriate attire must be worn at the barn. This includes long pants and closed-toed shoes or boots with a heel, or leggings/sweatpants and soft tennis shoes/gymnastics for vaulting. Please bring along sunscreen, medications, bug repellant, and a water bottle as needed.

· Parking is available directly off of the main driveway just past the house. Please do not enter the fenced area with your vehicle and remember to use the walk-throughs to access the barn area from the parking area.. 

· Smoking is prohibited at Horse Time. Please do not bring your pets unless you have made special arrangements to do so.  

· Non-client children must be supervised by an adult other than the client.

I have read and understand the above policies:






(name)

______________________________________________________________________________________






(relationship to client)

date:  ___________________________________________________
Medication and Physical Health Profile

Client Name____________________
Date form completed/updated______________

**** Does the participant have any health problems that you are aware of that would prevent you from safely participating in a horseback riding or vaulting program? YES______NO______

Signature of person completing form(legal guardian if applicable)******
_____________________________relationship:______________________________________

Allergies: ____________________________________________________________________________________________

Adverse Drug Reactions: ____________________________________________________________________________________________
Are you in physical distress this time?  If yes, explain.___________________________________________________

____________________________________________________________________________________________

Have you ever experienced seizures?________ If so, what type?__________________________________________

How often did you have seizures and when was the last one?_____________________________________________

List medical hospitalizations and surgeries within the last 2 years, including reason:

Date



Reason









____________________________________________________________________________________________

____________________________________________________________________________________________

List major accidents, including all involving head injury or loss of consciousness:

Accident Description




If dazed/unconscious, how long?

Date

________________________________________________
_______________________________
______

________________________________________________
_______________________________         ______


Please indicate any current and past medical conditions or diseases:

 Headaches

 Heart Disease

 High Blood Pressure

 Tuberculosis

 Diabetes

 Cirrhosis

 Meningitis/Encephalitis

 Ulcer

 Hepatitis

 Cancer

 Hydrocephalies 

 Seizure Disorder

 Osteoporosis

 Blood Disorder

 Hypo/Hyper Thyroidism
 Asthma***

 Cerebral Palsy

 Other __________________________________
***please bring inhalers  as needed




Please list and describe any sensory deficits/preferences:__________________________________________________

Do you think you might be pregnant?   Yes   No
approximate height:_________approximate weight:__________

Are you aware of any physical limitations or special needs, including diet, limiting sun exposure, heat sensitivity, etc? (please detail):_________________________________________________________________________________

Medication  (including herbs, homeopathy, etc,) you are taking for mental health problems now:

	Medication
	Amount
	Frequency
	Side effects                                      
	Reason
	Physician &

 Phone #

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Non-psychiatric medication: Include current prescription and over-the-counter medication (including herbs, homeopathy, etc.) that you are presently taking for medical reasons:

	Medication
	Amount
	Frequency
	Side effects
	Reason
	Physician &

 Phone #

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Name and type of other health care practitioners you are currently seeing: 

for Horse Time office use only: 

 Horse Time staff signature__________________________________________date reviewed_____________
Horse Time

Information for Health Care Providers

Dear Primary Care Health Care Provider, (this includes MD’s, DO’s, NP’s, and PA’s),

Horse Time is a non-profit equine-facilitated health center in Covington, Georgia.  Horse Time is staffed by specially-trained health and equine professionals providing individual, group, and family therapy in addition to therapeutic riding lessons for special needs participants. 

As horseback riding and associated activities involves a certain amount of risk and physical exertion, clients are screened for their ability to safely participate in Horse Time’s activities.  

Participants wear ASTM-SEI –approved helmets for all horseback riding.  

Prior to riding, clients with Down’s Syndrome must have a medical exam including lateral-view X-rays of the upper cervical region in full flexion and extension.  Subsequently, clients must have annual certification that physical exam reveals no symptoms of AAI (Atlanto-axial instability).

If you have any questions regarding this form or our program, please call Maureen Vidrine (Director) at 770-784-9777.  Thank-you very much!  

 Please read and sign the statement below if you agree with its content. 

To my knowledge there is no reason why ______________________________(client)

cannot or should not participate in supervised equine activities. 

Practitioner name and title________________________________________________________

Practitioner signature____________________________________________________________

Address______________________________________________________________________

______________________________________________________________________________

Phone number________________________________Date_____________________

Horse Time, Inc.

Covenant Not To Sue, Waiver of Liability, Release,

Indemnification Agreement, and Consent Form

Under Georgia Law, an equine activity sponsor or equine professional is not liable for any injury to or death of a participant in equine activities resulting from the inherent risks of equine activities, pursuant to Chapter 12 of Title 4 of the Official Code of Georgia Annotated.  

I, the participant or legal guardian of a participant in Horse Time, Inc. hereby give consent and approval to the participation of myself or the participation of my legal ward in any and all activities of the program (the "Activities").  I fully understand that my participation (or the participation of my legal ward) in the Activities poses risks of personal injury, property damage, death and/or other loss that may arise while I participate (or my legal ward participates) in the Activities.  I assume all risk and hazards incidental to the conduct of the activities as well as transportation to and from all activities.  

In consideration of my (or my legal ward) being allowed to participate in the Activities, I agree, on behalf of myself, my heirs, executors and administrators, not to sue and instead to release, indemnify, absolve and hold harmless Horse Time, Inc., Falconwood Farms, its owners, officers, employees, contractors, volunteers, representatives, and successors for all manner of claims, demands, and damages of every kind and nature whatsoever, expenses, settlements, losses, or expenses paid on account of, that arise as a result of, or in any way growing out of participation in the Activities , even if such liability or damage results from the sole negligence of Horse Time, Inc. or from any other cause.

The undersigned does hereby authorize Horse Time, Inc. and its staff and representatives to act on behalf of the undersigned client in providing and authorizing the provision of emergency medical services as deemed necessary by Horse Time, Inc. and its staff and representatives in their discretion.  The undersigned acknowledges full responsibility for any charges associated with the rendering of such emergency services.  I understand and agree that this document shall be construed according to the laws of the State of Georgia, and that the above-described covenant not to sue, waiver of liability, release, indemnification agreement and consent shall be as broad and inclusive as is permitted by the laws of the State of Georgia.  If any portion of this document is held to be invalid or of no force or effect, I agree that the balance shall continue in full force and effect. 

This release/authorization shall be effective during the period beginning on ________________ and continuing through the period that the participant (client, student, or volunteer) is involved with Horse Time. 

I, the undersigned, have read and understand the above statement. 




Mental Health History

Client Name:_________________________________________________________DOB_______

Name of person filling out this form:__________________________________________________

Relationship to client:_______________________________________phone__________________

Diagnosis: (DSM-V)

Axis I:

Axis II:

Axis III:

Axis IV:

Axis V:

Please check and describe all applicable issues (please indicate if the problem is a current one) 

__animal abuse,__fire-setting

__hallucinations,__delusions,__illusions,__dissociations

__aggressive,__assaultive,__manipulative,__impulsive behavior,__unpredictable or dangerous behavior

__self-injurious behavior,__suicidal ideations or threats,__running away

__substance abuse problems,__school problems

 __sensory impairment,__sensory preferences/sensitivities

__Inattention,__hyperactivity,__concentration problems,__leaming disabilities,__leaming preferences

 __developmentally delayed,__mentally retarded

__social skills deficits,__peer problems,__boundary problems

__separation anxiety,__anxiety,__phobias,__panic attacks

__tics or __ stereotypic behavior__hair pulling

__seizure disorder,__medication side effects

__psychosomatic symptoms,__medical issues that contribute to or are exacerbated by behaviors 

__family problems,__sexual abuse or acting out,__emotional abuse,__physical abuse 

__depression, __low self-esteem,__crying spells,__sleeping problems

__mood swings,__manic episodes

__eating problems,__body image disturbance__elimination problems,

Active mental health issues/psychosocial stressors not addressed above:

Medication management:

Inpatient treatment:

Outpatient treatment: 

Other (group home, home health,

special school services,etc.):

Legal History:  yes______no_________  (if yes, complete the following:  )

What were the charges?_______________?  When was it?__________where was it?____________

what was the outcome?__________________________________________________________

(circle all that apply):  

charges dropped

suspended sentence
incarcerated




probation*
pending court date
in custody of DJJ 

*(if still on probation, provide county, name, and number of PO)_________

_____________________________________________________________

PAST EXPERIENCES WITH ANIMALS, ESPECIALLY HORSES:

Please feel free to include any other information that you feel may be helpful. Thank-you!

Horse Time, Inc.

Insurance Information and Agreement

Horse Time, Inc. contracts with a billing specialist to file insurance at the client’s request.  Your insurance policy is a contract between you and your insurance company. Some insurance companies pay fixed allowances for treatment, others pay a percentage of the fee, some require pre-authorization of services, and still others may deny coverage altogether.  It is your responsibility to pay for any deductible, co-pay, or any non-covered service.  Insurance companies do not pay for missed appointments, however you will be expected to pay Horse Time for missed sessions in which 24 hours notice was not provided (except in an emergency).

While Horse Time can submit requests for reimbursement, it does not guarantee that timely (or any) payment will actually occur.  In order to keep this program operational, we must receive payment for services when they are rendered, as allowable by law.  If and when we receive reimbursement from your insurance company, we will happily reimburse you.  If you desire a receipt for your payment of fees, just let us know.  There is a cash discount for services.  This means that if you pay when services are delivered and we do not file insurance, OR if you pay up front and we then file insurance, OR if you miss a session without providing 24 hours notice, then the discount will be in effect. The discount is detailed in our office policies. This may mean that we will be reimbursed more from your insurance company than you paid up front.  You will only be reimbursed the amount that you paid up front.

In order for our billing specialist to submit your claim, for Horse Time to procure necessary authorization for services, and in the case of an insurance company audit, certain information about you and your treatment will need to be released.  We will obtain a written release on a separate sheet for this purpose.

I authorize payment to Horse Time, Inc. from my insurance company (including PPO’s, HMO’s, Medicare, and Medicaid):  ________________________________________________________







(signature of client or legal guardian)

I have read, understand, and agree to the above and I understand that I am responsible for any charges not covered by my insurance:___________________________________________________________________







(signature of client or legal guardian)

date:________________________________________________________________________

Horse Time Photo Release 

Please check/complete one or more of the options below:

____I hereby give consent for _____________________________________________________

to be photographed, audiotaped, and/or videotaped in conjunction with official Horse Time

publicity, marketing, or academic presentations.  I understand that I may withdraw consent for any further photographs or taping but that photos or tapes already in existence may continue to be in circulation for an indefinite period of time. 

____I hereby give consent for _______________________________________________’s name to be released for publicity, marketing, or academic presentations.  I understand I may withdraw consent at any time but that existing articles may still be in circulation for an indefinite period of time.  

____I hereby request that _________________________________________________’s name not be photographed or have their name released as described above.

Signature of client/volunteer:______________________________________________________

Signature of parent or guardian, if applicable:_________________________________________

Date:_________________________________________

Horse Time, Inc.

Authorization for Evaluation and Treatment

Client name____________________________________________________________________

Date_________________________

I consent to participate in treatment at Horse Time, Incorporated.  I agree to keep staff informed of by physical and emotional condition including any medications or limitations.  I understand that I may withdraw from treatment at any time.  I also understand that I may be contacted after completing treatment to talk about my satisfaction with the services provided.

____________________________________________________________________________

client signature

____________________________________________________________________________

parent or guardian, if indicated

__________________________

date

