
Trinity Equestrian Center 
Healing with Horses 

S5300 State Road 37 

Eau Claire, WI 54701 

(715) 835-4530 

              trinity-ec.com 

 

Physical, Speech or Occupational Therapy Evaluation 

 

 
Patient’s (Rider’s) Name____________________________________________Birthdate______________________ 

 

Person authorizing information (print name if different from rider)________________________________________ 

 

Address________________________________________City___________________________Zip_____________  

 

Date__________________Signature________________________________________________________________ 

 
 
 

Trinity Equestrian Center offers a therapeutic riding program designed to benefit children and adults physi-

cally, emotionally, mentally and socially.  Specialized safety equipment, extensively trained horses and volun-

teers, and NARHA (North American Riding for the Handicapped Assoc) certified instructors  are utilized.  

Specific goals are developed for each rider.  To maximize the personal benefit from the program, each stu-

dent is asked to furnish the following information.  IF YOU HAVE ANY QUESTIONS OR CONCERNS, 

PLEASE CONTACT TRINITY EQUESTRIAN CENTER’S PROGRAM DIRECTOR AT (715) 835-4530. 

 

 

 

Evaluation date_______________________________ 

 

Diagnosis_____________________________________________________________________________________ 

 

Description____________________________________________________________________________________ 

 

Surgeries performed (with dates)___________________________________________________________________ 

 

_____________________________________________________________________________________________ 

 

_____________________________________________________________________________________________ 

 

Other pertinent medical history____________________________________________________________________ 

 

Muscle strength:  gross___________________________________________________________________________ 

 

       Specific weakness___________________________________________________________________________ 

 

Joint ROM:  gross______________________________________________________________________________ 

 

       Specific weakness___________________________________________________________________________ 
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Muscle tone___________________________________________________________________________________ 

 

Balance:  sitting__________________________________standing_______________________________________ 

 

Coordination:  gross motor__________________________________fine motor_____________________________ 

 

Reflex activity:  developmental____________________________________________________________________ 

 

Pain:  Character_______________________________________Location__________________________________ 

 

Caused by____________________________________________Relieved by_______________________________ 

 

Sensory impairments____________________________________________________________________________ 

 

Perceptual problems_____________________________________________________________________________ 

 

Communication difficulties_______________________________________________________________________ 

 

Skin condition_________________________________________________________________________________ 

 

Functional abilities:  mobility_____________________________________________________________________ 

 

Transfers_____________________________________________________________________________________ 

 

ADL skills____________________________________________________________________________________ 

_____________________________________________________________________________________________ 

   Problem list     Goals/plan 

1. 

 

2. 

 

3. 

 

4. 

_____________________________________________________________________________________________ 
 

Additional comments____________________________________________________________________________ 

 

Signature_____________________________________________R.P.T./O.T.R. Date_________________________ 

 

Name_____________________________________Employer/school/clinic_________________________________ 

 

Address________________________________________City___________________________Zip_____________  

 

May we contact you for more information about this evaluation?  Phone___________________________________ 

 

Would you like more information about Trinity Equestrian Center’s therapeutic riding? No Yes 

 

Thank you for your cooperation! 

Please return to patient or mail to 

Trinity Equestrian Center 

S 5300 State Road 37 

Eau Claire, WI  54701 
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