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THERAPEUTIC RIDE ALGOMA


                69 Cambridge Place, Sault Ste. Marie, Ontario P6A 6E8 (phone: 945-8546)
CONFIDENTIAL MEDICAL INFORMATION

(To be signed by rider’s physician)

Rider’s name:

------------------------------------------------------------
Primary diagnosis:
------------------------------------------------------------

Secondary diagnosis:
------------------------------------------------------------

Does the rider have or has ever had one of the following conditions:







Yes
No





Yes
No
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Diabetes----------------------------------------
If yes:
Insulin?






Epilepsy-----------------------------------------
If yes: 
Date of last seizure: --------------------------------

Acute arthritis---------------------------------


Frequency of seizures: ----------------------------

Haemophilia-----------------------------------





Osteoporosis----------------------------------

Acute herniated disk-------------------------






Yes
No
Scoliosis/kyphosis/lordosis----------------
If yes: 
More than 30 degrees? 


Shunt--------------------------------------------

Spinal instability------------------------------

Subluxation of cervical vertebrae--------
If yes:
Complete Atlanto-axial instability form
Pathological fractures-----------------------

Coxarthrosis-----------------------------------

Exacerbated multiple sclerosis-----------

Detached retina------------------------------

Medical alert bracelet-----------------------
If yes, condition: -------------------------------------------------

Allergies----------------------------------------
If yes, principal allergy: -----------------------------------------
Communicable disease--------------------

If yes, explain -----------------------------------------------------

Please list medications prescribed for use by rider and indicate side effects that may affect riding:

Medication
Reason


Side effect
                               .

1-----------------------------------------------------------------------------------------------------------------------------------------------------------

2-----------------------------------------------------------------------------------------------------------------------------------------------------------

3-----------------------------------------------------------------------------------------------------------------------------------------------------------

Physician’s name: ------------------------------------------------------
Signature: ----------------------------------------------------------

Address: ------------------------------------------------------------------
Date of completion: ----------------------------------------------

Telephone:
-------------------------------------------------------------
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