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PHYSICIAN’S   APPROVAL   

 
I, the undersigned physician, do declare that 
therapeutic/hippotherapy horesback riding instruction is a 
suitable activity for: 
 
 
 
Patient’s name 

 
In my opinion, this patient has no precautions or 
contraindications that would prevent him or her from safely 
participating in the Body & Spirit Therapeutic Riding and 
Hippotherapy Program. 
 
Does the patient have Down’s Syndrome? _________________________ 
If “yes”, please initial after the following statement: 
 
I verify through use of x-rays that include full views of 
extension and flexion of the neck, that the patient is not at 
risk from atlantoaxial instability. _________ 
 
Comments: 
 
 
 
 
 
 
Physicians Signature                                                   Date 
 

 
Physician’s Name _______________________________________________ 
 
Phone __________________________________________________________ 
 
Office Address _________________________________________________ 
 
City ______________________State ___________________Zip ________ 
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