Never Say Never Stables
…horses healing hearts
904 Maple Drive
Webster, NY 14580
(585) 787-9835 
Participant’s Application and Health History 
(To be completed by participant, parent or legal guardian) 
GENERAL INFORMATION 
Participant: _____________________________________
DOB: ___________________ Age: ____Height: ______Weight: ____   Gender: M  F 

Address: _____________________________________
              _____________________________________
Phones:  ___________________    ___________________   __________________

E-mail:    ________________________________________
Employer/School: _________________________________
Address: ________________________________________
Phone:    ___________________________
Parent/Legal Guardian: _____________________________
Address (if different from above): ________________________________________ 

Phone:  (if different from above):_________________________________________

How did you hear about the program? _____________________________________
HEALTH HISTORY
Cancer or other LongTerm Illness? Y N   Describe:  __________________________________
Physical Limitations and/or other Documented Health Issues: ______________________________________________________________________________________________________________________________________________________
Mental Illness: depression, anxiety disorder. OCD, ADD, ADHD, Autism, Aspergers Syndrome, emotional detachment disorder, emotionally disturbed, PTSD other __________________________________________________________________________
Emotional/Social Issues: At-Risk, Learning Disability, Life Transitions (divorce, death, moving, change in family dynamic) , Trauma, Shyness/Confidence issues, Abuse, Neglect, 
Is any of the above been diagnosed and treated by a Therapist or Physician? Y N
Name of Physician, Therapist, or other Medical Professional:___________________________

Is participant currently on any kind of medication, supplement, and/or special diet?

Allergies:  __________________________________________________________________

CURRENT HEALTH CONCERNS

Please indicate any difficulties with the following:

	Comments 

	Vision 

	Hearing 

	Sensation 

	Communication 

	Heart 

	Breathing 

	Digestion 

	Elimination 

	Circulation 

	Emotional/Mental Health 

	Behavioral 

	Pain 

	Bone/Joint 

	Muscular 

	Thinking/Cognition 

	Allergies 


Please tell us how you think this program might benefit you:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Thank you for your interest in Never Say Say Never…horses healing hearts!






