Stable Possibilities, LLC

Registration Form
Please print:

Client Name_____________________________ Date of Birth:___________________

Social Security #__________________Telephone day/cell:_______________________

Address:_______________________________________________________________

City________________State________Zip Code_______________________________

If client is a child please complete the following:

Parents name:___________________________telephone day/cell:_________________

Address:_______________________________________________________________

City:____________________State___________________Zip Code:_______________

If child is not living with both parents please complete the following

:

Custody:  joint       single        Custodial parent: ________________________________

Address of noncustodial parent:_____________________________________________

EMERGENCY CONTACT:________________________________________________

Referring Physician:______________________Telephone:_______________________

Family Physician:________________________Telephone:_______________________

In the event of an emergency and medical aid/treatment is required due to illness of injury during the process of receiving therapy services, or while on the property of the clinic, I authorize Stable Possibilities, LLC to:

1) Secure and retain medical aid/treatment and transportation if needed.

2) Release client medical 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 deemed “life saving” by the physician.  This provision will only be evoked if the person listed below is unable to be reached.

Signature of client/parent/guardian:____________________________date:___________

NONCONSENT PLAN:

I do not give my consent for emergency medical treatment in the case of illness or injury while receiving services on while on the property of the agency.  In the event emergency treatment or aid is required, I wish the following procedures to take place:___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Nonconsent signature:__________________________________date:________________

INSURANCE INFORMATION

*Note:  Stable Possibilities, LLC is not a provider for BCBS, Medicare/Medicaid*

Primary Insurance

 Policy holder:  _________________________Social Security# ____________________

Relationship to patient:_________________Name of Insurance:____________________

Address of Insurance Company:_______________________________________________________________

Phone number of insurance company:_________________Group#:__________________

Does this plan cover all family members:______yes______no

Secondary Insurance

Policy holder:__________________________Social Security#_____________________

Name of insurance company:________________________________________________

Address of insurance

 company:_______________________________________________________________

Group #_____________________ Telephone #____________________

Does this plan cover all family members?_____yes_____no

Do you have a third insurance company?______yes_____no

Assignment of benefits:

I authorize payment of benefits to myself, or the named provider for professional services rendered.

__________________________________            ________________
signature                                                                                                          date

I authorize the release of any information necessary to process this claim.

__________________________________             ________________

signature                                                                                                           date

*PLEASE NOT THAT IN ADDITION TO A PRESCRIPTION STATING OCCUPATIONAL THERAPY SERVICES UTILIZING HIPPOTHERAPY A PHYSICIAN RELEASE FOR EQUESTRIAN ACTIVITY IS ALSO NEEDED.  SEE THE FORM BELOW.

MEDICAL HISTORY/PHYSICIAN RELEASE

Name ___________________________________ Date of birth:____________________

Address_________________________________________________________________

Name of parent or guardian_________________________________________________

Diagnosis:________________________ Date of onset____________________________

Tetanus shot:  yes____ no____        X-ray date_________ (if applicable)

Seizures:    yes____  no _____      type:___________ controlled:____ frequency:_______

                   Date of last seizure:__________________________________

Medications:_____________________________________________________________________________________________________________________________________________________________________________________________________________

Please indicate if patient has a problem/surgeries in any of the following areas by circling.  If indicated, please comment, using the back of this form if necessary:

Auditory
Speech

Cardiac
Circulatory
Pulmonary
Neurological

Muscular
Orthopedic
Allergies
Learning disability
Mental Impairment

Psychological Impairment         Other: ________________________________________

Mobility:  Independent Ambulation:  yes____ no____assistive device:_______________

Orthotics/braces:_________________Wheelchair:_______________________________

Please indicate any special precautions:_______________________________________
________________________________________________________________________________________________________________________________________________

For persons with Downs Syndrom:  Cervical X-ray for Atlantoaxial instability: Positive_____  Negative___________

In my opinion this patient can participate in supervised equestrian activities.  In conjunction with these activities I concur in the referral of the patient to an occupational therapist or other health professional for evaluation of abilities/limitations in performing exercises and implementing an effective treatment program.

Physicians Name (print):____________________________________________________

PHYSICIAN SIGNATURE:_______________________________________________________

