K.A.RA.T.

Kingston Area Riding Assisted Therapy

Physician's Referral Form:

Name of Client: Date of Birth:
Address:

Phone (home):

Next of kin/Guardian:

Living at hom

Medical:

Primary

Secondar

Height:
Diabetic?: Insulin?:
Epileptic?: Frequency of

Medications:

Reason for medi

iIsease: Yes

Communicable

Upper extremities:

Lower extremities:

Tone in trunk:

Balance sitting: Standing: Walking:

Language (check): English: French: Sign Language: Other:

K.A.R.A.T. is held at host farm: Corner Stone Farm 613-547-3735
Corner_stone_farm@hotmail.com




K.A.RA.T.

Kingston Area Riding Assisted Therapy

Speech (check): Good: Fair: Poor:

Ability to understand (check): Good: Fair: Poor:

Sensory Function(Good, Fair, Poor): Sight:

Continence:

Allergies:

*details i ight, weight, etc. will be use

unt as well as to
determine roper amount of voluntee

K.A.RA.T

K.A.R.A.T. is held at host farm: Corner Stone Farm 613-547-3735
Corner_stone_farm@hotmail.com




