
CHA HEALTH INFORMATION SHEET 
 

This form must be completed by every clinic participant prior to the beginning of the CHA Certification Clinic. 
In the case of a minor, this form must be signed by a parent or legal guardian prior to the start of a CHA Certification Clinic. 

This form must be submitted to the CHA office for CHA Instructor Recertification. 
 
Name:  _______________________________________________________________________ 
  Last    First    Middle 
Address:  _____________________________________________________________________ 
 
Date of Birth:  ______________________________  Sex:  ______  Phone:  ________________ 
 
 
MEDICAL RELEASE   (All CHA Clinic/Workshop participants must complete this section.) 
 
Who should be contacted in the case of an emergency?  _________________________________ 
Home phone:  _________________________  Work phone:  ____________________________ 
 If medical care is required in conjunction with any CHA activity, and normal permission is not 
available in a timely manner, the undersigned authorizes appropriate medical care as deemed 
necessary by  emergency medical personnel, a physician, or the medical facility providing 
treatment. 
_____________________________________________     ______________________________ 
Signature of Clinic/Workshop Participant   Date 
 
As parent or legal guardian of the above named minor, please attempt to contact me at the time 
of an accident or illness without postponing medical treatment. 
ANY SPECIAL INSTRUCTIONS:  ________________________________________________ 
______________________________________________________________________________ 
 
_____________________________________________      ______________________________ 
Signature of parent or legal guardian    Date 
 
 
 

GENERAL HEALTH INFORMATION AND MEDICAL HISTORY 
 
Name of family physician:  _____________________________  Phone:  ___________________ 
  
Date last seen by physician:  ____________________________  Reason:  __________________ 
______________________________________________________________________________ 
 
CHA events take place out in the open, possibly in an enclosed arena, in a stable area, and in 
other enclosed structures.  They take place on and around horses.  Exposure to other animals, 
insects, plants, and weather conditions is possible.  Do you have any known allergies (such as 
animal, food, insects, or others) and/or health conditions (such as asthma, heart problems, high 
blood pressure, or others) that might be affected by your participation in these activities? 
(   ) Yes     (   ) No     If yes, please specify:  __________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
 



IMPORTANT:  Your answer of “yes” to the previous question also reflects that you are not 
relying on  CHA, the facility provider, the instructor, their assistants or agents, and/or others 
acting on their behalf to prevent or reduce your exposure to any of these conditions before, 
during, or after the CHA event.  Although CHA continually strives for and promotes safety in 
equine activities, you will be solely responsible for your own health and safety at all times.  
Please bring with you and always be prepared to self-administer your own medications.  You are 
strongly encouraged to wear a visible “Medic-Alert” bracelet or necklace during the activities. 
 
(   ) Yes     (   ) No     Are you current on your immunizations or boosters for Tetanus? 
 
(   ) Yes     (   ) No     Are you currently taking any medications?  Please list (including insulin). 
 Medication:  ___________________________  Used for:  ________________________ 
 When taken:  _____________________________________________ 
 Medication:  ___________________________  Used for:  ________________________ 
 When taken:  _____________________________________________ 
 Medication:  ___________________________  Used for:  ________________________ 
 When taken:  _____________________________________________ 
 
Has your regular physician or specialist presently treating you expressed concerns about you 
riding or being near horses or engaging in the type of CHA activities for which you have 
completed this form? 
(   ) Yes     (   ) No     If “yes”, please attach a statement from your physician allowing your 
participation in these activities. 
 
Do you have any physical and/or mental health conditions, problems, and/or disabilities, which 
may effect your ability to safely ride a horse or participate in the activities for which you have 
completed this form? 
(   ) Yes     (   ) No     If yes, please specify:  __________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
 
In the past 5 years have you had any activity restriction from horseback riding or participation in 
the activities for which you have completed this form? 
(   ) Yes     (   ) No     If yes, please specify:  __________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
 
Do you presently have any activity restriction for safely riding a horse or participating in the 
activities for which you have completed this form? 
(   ) Yes     (   ) No     If “yes”, please attach a statement from your physician indicating the nature 
of your activity restriction and the prognosis for future restriction. 
 
I have completed the above information to the best of my knowledge and will assume the 
responsibility for my own health and safety during any CHA activity I am involved in. 
 
_____________________________________________     ______________________________ 
Signature       Date 
_____________________________________________      ______________________________ 
Signature of parent or legal guardian    Date 
                    5/98 


