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4705 Winkler Road*Philpot, KY 42366 

(270) 613-0079 

 
2026 Dream Riders of Kentucky Inc. Participant Package Check List 

 

All of the forms listed below are required to be completed, checked, signed and dated as indicated prior 

to the start of rider participation and annually thereafter. 

 

Participant name: _________________________________________ Date: ______________________ 

 

To be completed by participant, parent or caregiver. 

 1.Participant package check list  

 2.Participant registration form 

 3. Contact and tuition payment 

 4. Participant Release 

 a) Liability release 

 b) Confidentiality agreement 

 c) Photo and video release 

 5. Annual Health History and Contact Information Update Form 

 6. Possible reasons for discharge form 

 7. Participant goal sheet 

X 8. Information for Physician (To be handed to the physician with forms 9 and 10) 

 

To be completed by the participant’s physician 

 9. Rider health history/physician assessment form  

 10. Physician release (all riders must have a signed release) 

 b) Neurological exam results for Atlanto-axial Instability for persons with Down Syndrome 

(if applicable)  

 

Optional Information if applicable to the participant’s goals/needs 

 11. Physical/Occupational/Speech Therapy Forms 

 12. I.E.P. Individual Education Plan 

 

For office use only 

 

Forms 1 2 3 4 5 6 7 8 9 10 11 12 

        x     
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Dream Riders of Kentucky Participant Registration Form 

Please Fill Out Completely 

 

 

 

2026 Program Information:      Date___________________________________ 

 

Participant Name: ______________________________________________ Phone: ____________________________________________ 

DOB________________________ Age______________ Height________________ Weight_______________    Gender   M   F 

Primary Diagnosis____________________________________________________________________________________________________ 

Secondary Diagnosis_________________________________________________________________________________________________ 

Mobility status (walks unassisted, assistive devices, etc.) ________________________________________________________ 

Communication (verbal, non-verbal signs) ________________________________________________________________________ 

Behaviors (impulsive, fearful, frustration tolerance)_____________________________________________________________ 

_________________________________________________________________________________________________________________________ 

Medications Taken___________________________________________________________________________________________________ 

Seizures (what type and what symptoms to look for)_____________________________________________________________ 

_________________________________________________________________________________________________________________________ 

Limitations____________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________________ 

Allergies_____________________________________________________________________________EPI pen available? Y/N________ 

Please explain any recent changes in health or behavior status:  ________________________________________________ Participant’s occupation/ school grade level______________________________________________________________________ 

What school does participant attend (if any)?_____________________________________________________________________ 

Affiliate Program if applicable______________________________________________________________________________________ 

 

Availability for the DREAM RIDERS OF KENTUCKY, INC. Program (Check all available times and days) 

[   ]Monday PM  [   ]Tuesday PM   [   ] Thursday PM [   ] Saturday AM 

       

For staff use only: 

Start Date___________________________ Confirmed Day: __________________ Time: _________________  
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4705 Winkler Road*Philpot, KY 42366 

(270) 613-0079 

 
2026 Dream Riders Participant Contact and Tuition Information  

 

Participant Name: ___________________________________________________________________________________________________ 

Address_______________________________________________________________________________________________________________ 

City/State/Zip________________________________________________________________________________________________________ 

Home Phone_________________________________________________Cell Phone_____________________________________________ 

Email Address________________________________________________________________________________________________________ 

Names of parents/guardian: 

Father_______________________________________ Cell_________________________ Email_____________________________________ 

Mother______________________________________ Cell_________________________ Email_____________________________________ 

Best Emergency Contact: Name_____________________________________________________________________________________ 

Phone_______________________________________________________ Cell Phone______________________________________________ 

Parent occupation and employer: 

Father_________________________________________________ Work Phone_________________________ 

Mother________________________________________________ Work Phone_________________________ 

How were you referred to DREAM RIDERS OF KENTUCKY, INC.? ______________________________________________ 

2026 Program Tuition Payment Details 

Please let us know your method of payment: 

[    ] Check (please make payable to Dream Riders of Kentucky Inc.)     [    ] Cash   

[    ] Website (DreamRidersofky.org)  [     ] Venmo (@Dream-Rider)  

 

I understand and agree that all paperwork must be up to date in the calendar year in which I am 

participating.  All tuition is to be paid prior to the start of each semester. Scholarships are available for 

those who qualify, please contact the Instructor for further information. In no way does Dream Riders of 

Kentucky Inc. want to turn anyone away due to financial constraints.  

 

 

Signature of Participant or Legal Guardian___________________________________________Date___________________ 
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2026 DREAM RIDERS of KENTUCKY 

4705 Winkler Road*Philpot, KY 42366 

(270) 613-0079 

 

Participant Liability Release, Confidentiality Agreement, Photo and Video Release 

 

Participant Name: ___________________________________________________________________       Date: ______________________ 

Parent/Legal Guardian/ Conservator (if applicable) _____________________________________________________________ 

Liability Release: 

Name of Parent/Guardian/Conservator____________________________________________________________________________ 

I acknowledge the risks and potential risks for horseback riding and activities in and around a facility 

where horses are kept, and farm machinery operated. However, I feel that the possible benefits to me/my 

son/my daughter/my ward are greater than the risk assumed. Intending legally to bind myself, my heirs, 

and assigns, executors or administrators, I hereby waive and release forever all claims for loss or damages 

of any kind against DREAM RIDERS OF KENTUCKY, INC., its Board of Directors, Instructors, Therapists, 

aids, Volunteers and employees for any and all injuries and losses that I/my son/my daughter/my ward 

may sustain while participating in the DREAM RIDERS OF KENTUCKY, INC. program. This release includes 

without limitation the risk of negligent instruction and supervision. I engage in activities at DREAM RIDERS 

OF KENTUCKY, INC. voluntarily with knowledge of the risks and I assume all risks of injury, death, and 

property damage that may result. I agree to bear any loss myself. I acknowledge that DREAM RIDERS OF 

KENTUCKY, INC. and the property owners are materially relying on this waiver and assumption of risk in 

allowing me/my son/my daughter/my ward to participate in activities at DREAM RIDERS OF KENTUCKY, 

INC. 

 

Date___________________     Signature__________________________________________________________ 

      (Participant, Parent or Caregiver) 

 

Confidentiality Agreement: 

I understand that all the personal information (written and verbal) about participants at DREAM RIDERS 

OF KENTUCKY, INC. is confidential and not to be shared with anyone without expressed written consent 

of the participant and their parent/guardian in the case of a minor. 

 

Date____________________    Signature_________________________________________________________ 

      (Participant, Parent or Caregiver) 

 

Photo and Video Release: 

 I consent to and authorize 

 I do not consent to nor do I authorize 

The use and reproduction by DREAM RIDERS OF KENTUCKY, INC. of any other audio/visual materials taken 

of me/my son/my daughter/my ward for distribution to the public for promotional printed materials, 

educational activities or for any other use for the benefit of the program. 

 

Date____________________   Signature__________________________________________________________ 

                      (Participant, Parent or Caregiver) 
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4705 Winkler Road*Philpot, KY 42366 

(270) 613-0079 

 
2025 Dream Riders of Kentucky Inc. Participant Discharge Form 

 

 

Please be advised of the following reasons that may lead to discharge from the riding program.  

 

1. The client has reached all of their goals and is ready to graduate. 

 

2. The client’s potential to maintain head and neck control at all times while riding presents a safety 

concern. 

 

3. Inability to follow directions is interfering with progress toward goals. 

 

4. Uncontrolled and/or inappropriate behavior which constitutes a safety risk to client, staff and/or 

horse. 

 

5. Client exceeds weight that can safely be managed by staff, volunteers, and/or horses. 

 

6. Any change in the client’s medical, physical, cognitive, or emotional condition that makes 
therapeutic riding inappropriate.  

 

7. Two scheduled appointments are missed without prior cancelation. A 10 minute late arrival 

means you may not ride that day.   

 

8. Non-payment of fees as originally agreed.  Payment is due week one.  If payment is not received by 

week 2, your spot will be forfeited.  

 

 

I understand and agree with the possible reasons for client discharge.  

 

 

Signature of Participant or Legal Guardian: _____________________________________________ 

 

Date: ___________________________  
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4705 Winkler Road*Philpot, KY 42366 

(270) 613-0079 

 
2025 Dream Riders of Kentucky Inc. Participant Goal Sheet 

 

Please help us get the most out of your classes by filling out the following goal setting sheet. Goal 

setting is applicable for all types of classes offered at DRK. 

Thank you. 

Participant name: _________________________________________________________________________________________ 

Parent name: ______________________________________________________________________________________________ 

Email address: ______________________________________________________________________________________ 

Class day/time: ______________________________________________________________________________________ 

  

The following categories are meant as a guideline and all categories may not apply to all students. 

 

Personal riding goals: _______________________________________________________________________________ 

_______________________________________________________________________________ 

    _______________________________________________________________________________ 

 

Physical goals:  _______________________________________________________________________________ 

    _______________________________________________________________________________ 

    _______________________________________________________________________________ 

  

Cognitive goals:  _______________________________________________________________________________ 

    _______________________________________________________________________________ 

    _______________________________________________________________________________ 

 

Social goals:   _______________________________________________________________________________ 

    _______________________________________________________________________________ 

    _______________________________________________________________________________ 

 

Emotional/behavioral _______________________________________________________________________________ 

Goals    _______________________________________________________________________________ 

    _______________________________________________________________________________ 

 

Long-term goal over the next year. _______________________________________________________________________ 

    _______________________________________________________________________________ 

    _______________________________________________________________________________ 

 

Goals Dated:     ________________________________________ 
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4705 Winkler Road*Philpot, KY 42366 

(270) 613-0079 

 
2026 Dream Riders of Kentucky Information for Physician 

 

The following conditions, if present, may represent precautions or contraindications to Dream Riders 

programs. Please complete the Dream Riders of Kentucky, Inc. Medical Release and Health History 

Assessment form. Also, please circle if any of the following conditions are present, and to what 

level of involvement. Thank you. 

 

Orthopedic             Medical/Surgical 

Spinal Fusion           Allergies  

Spinal Instabilities/Abnormalities       Cancer  

Atlantoaxial Instabilities         Poor Endurance  

Scoliosis            Recent Surgery  

Kyphosis            Diabetes  

Lordosis            Peripheral Vascular Disease  

Hip Subluxation and Dislocation        Varicose Veins  

Osteoporosis           Hemophilia  

Pathological Fractures         Hypertension  

Coxas Arthrosis           Serious Heart Condition  

Heterotopic Ossification         Stroke (Cerebrovascular  

Cranial Deficits             Accident)  

Spinal Orthoses  

Internal Spinal Stabilization Devices  

  

Neurological           Secondary Concerns   

Hydrocephalus/shunt         Behavior Problems  

Spina Bifida           Age under Two Years  

Tethered Cord            Age Two - Four Years  

Chiari II Malformation          Indwelling Catheter   

Hydromyelia            Acute Exacerbation of  Chronic 

Disorder 

Paralysis due to Spinal Cord Injury     

Seizure Disorders  

 

 

 

 

(Please give this page to the participant’s physician as a guideline for participation in any of the 

Dream Riders of Kentucky Inc. programs) 
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2026 Dream Riders of Kentucky Inc. Annual Participant Health History 

(To be completed by physician) 

 

 

Participant Name_______________________________________ DOB____________ Height_____________ Weight_____________ 

Address_______________________________________________________________________________________________________________ 

Diagnosis: _________________________________________________________________ Date of Onset___________________________ 

Past/Prospective Surgeries: ________________________________________________________________________________________ 

Medications___________________________________________________________________________________________________________ 

Seizures Y N    Type_____________________________________ Controlled  Y  N   Date of Last Seizure__________________ 

Shunts/Implants/Appliances _______________________________________________________________________________________ 

Hospitalizations/Surgery____________________________________________________________________________________________ 

Mobility: Independent Ambulation  Y  N  Assisted Ambulation  Y  N  Wheelchair  Y  N 

Neurologic Symptoms of Atlanto Axial Instability  Yes No  ____________________________________________________ 

Please indicate and comment on any Special Problem Areas Below: 

Area Yes No Comments 

Auditory     

Visual    

Speech    

Cardiac    

Circulatory    

Pulmonary    

Neurological/Sensation    

Bowel/Bladder    

Muscular    

Orthopedic    

Allergies    

Behavior    

Cognition    

Emotional/Psychological    

Other    
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2025 DREAM RIDERS of KENTUCKY Inc. Physician Release 

 

Participant name: ______________________________________________________ 

 

To my knowledge there is no reason why this person cannot participate in supervised equestrian 

activities. However, I understand that DREAM RIDERS OF KENTUCKY, INC. will weigh the medical 

information contained in the physician release form against existing PATH Intl. precautions and contraindications. I concur with a review of this person’s abilities/limitations by a licensed/credentialed 
health professional (e.g. PT, OT, Therapist, Psychologist, etc.) in the implementation of an effective 

equestrian program. 

 Physician’s Signature:_________________________________________ Date:________________________ 

 Physician’s name, address, and telephone number: (please print, type or stamp): 

 

 

 

 

 

Physician Annual Medical Clearance report for Neurologic Symptoms of 

Atlanto Axial Instability Exam. 

For All Participants with Down syndrome: 

__________________________________________________________ has undergone a neurological exam by a licensed 

physician to test for symptoms consistent with atlantoaxial instability. 

________________________________________________ has been given medical clearance by the licensed physician 

below, due to the results of the neurological exam that denies any symptoms consistent with atlantoaxial 

instability. 

 

Physician name: ________________________________________________________________ 

Signature:  ______________________________________________________________________ 

 Physician’s name, address, and telephone number: (please print, type or stamp): 

 

 

11/25/2025 

 


