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Diamond TR Horsemanship Academy 
Background Information and Medical Questionnaire 

 
Student’s Name:_____________________________ Birthdate:__________________ 
Parent/Guardian:______________________________________________________________  
(if student is under 18 years of age) 
Street Address:     _____________________________ Telephone: (H)________________ 
City, State, Zip:    _____________________________          (W) _______________ 
 email:         _____________________________  (cell)  __________________ 
How did you find out about our stable? ___________________________________________ 
****************************************************************************** 
Emergency Information: 
Person to Contact:______________________ Daytime Telephone: __________________ 
Relationship:___________________________ Evening Telephone:  _________________          
Alternate:______________________________ Daytime Telephone: __________________ 
Relationship:___________________________ Evening Telephone:  __________________         
 
Family/Primary Care Physician:___________________________________ 
 Address: __________________________________ Telephone:________________      
Preferred Hospital:_______________________________________________ 
****************************************************************************** 
Riding/Horse-related Experience: 
____Formal lessons     ____Casual riding (friend/family horse) 
 ____Western  ____# of years       
 ____hunter/jumper ____# of years ____Commercial trail ride   
 ____dressage  ____# of years       
 Lessons occurred at:    ____Horse care experience/lessons  
 ____friend’s house     ____brushing 
 ____riding stable/camp    ____cleaning hooves 
  Name:_________________________ ____safety with horses 
        ____Tacking a horse  
____Show experience ____# of years   ____English ____Western 

 
Short term riding goal:________________________________________________________ 
 
Long-term riding goal:________________________________________________________ 
 
Other information that will help us make your riding experience more enjoyable: (use back as needed) 

 
****************************************************************************** 
Please fill out this information as completely as possible.  If you had an accident and were 
unconscious, what would the emergency medical personnel need to know about you? 
 
(This information will remain confidential and only be shared with health/safety personnel in 
event of an emergency.)  

Current Height: __________________ Current Weight: ______________________ 
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Health History:  Do you have or have you ever had any of the following?  Please describe fully. 
_____diabetes (insulin dependent)   _____heart problems 
_____diabetes (diet/exercise controlled)  _____emotional problems 
_____allergic reaction to insect bites   _____allergic reaction to bee/wasp stings 
_____asthmatic attacks    _____low heat tolerance 
_____head injury or severe blow to the head  _____seizures 
_____broken bones     _____neck/back injury 
_____sprained /injured ankle or knee   _____ADD 
_____partial or complete paralysis   _____ADHD  
_____vision problems     _____autism 
_____hearing problems    _____muscle spasticity 
_____anxiety attacks     _____dizziness/light-headedness 
_____OTHER: please describe in full (use back if needed): _________________________________ 
 ____________________________________________________________________________ 
****************************************************************************** 
Current Medications:  Please list all medications you are currently taking.   Include prescription, 
over-the-counter, vitamins, or herbal supplements.  (use back if needed) 
_____aspirin  _____acetaminaphin/Tylenol  _____other pain reliever_______________ 
_____inhalers  _____other (prescription and non-prescription) 

_________________________   _________________________ 
_________________________   _________________________ 

****************************************************************************** 
Medical/known allergies:  Please list all known allergies to medications, foods, and materials (i.e. 
latex, sulfa drugs, chocolate, peanuts, etc.)  (use back if needed) 
_______________________________  ___________________________________ 
_______________________________  ___________________________________ 
_______________________________  ___________________________________ 
 
****************************************************************************** 
Is there anything else we need to know that would affect your ability to spend 1½ – 2 hours 
continuously working with a horse? (use back if needed)_____________________________________ 
__________________________________________________________________________________ 
__________________________________________________________________________________ 
 
****************************************************************************** 
I understand that if any medications are needed while on the premises of Diamond TR Horsemanship 
Academy, I will bring them with me.   ________(initials) 
****************************************************************************** 
In the event of an emergency, I authorize Diamond TR Horsemanship Academy to transport, or 
arrange transportation for, the injured person to the medical center or hospital named above, if unable 
to reach the emergency contact listed.  If no hospital/medical center is named, I understand that 
emergency transport will be to the nearest/appropriate facility, in the opinion of the attending medical 
personnel.  I understand that I am responsible for any financial obligation subsequently incurred. 
 

Signature:____________________________ Date:_____________ 
Signature of parent or guardian if person is under age 18 

______________________________ Date:_____________ 


