LoveWay, Inc.

54151 County Road 33 Middlebury IN 46540

Ph: 574-825-5666 Fax: 574-825-8117 Email:programs@lovewayinc.org
DAY CAMP DOCTOR’S OFFICE STATEMENT
Please indicate below if there is any medical reason to your knowledge why this child should not participate in supervised horseback riding activities at LoveWay, Inc.
Participant’s Name__________________________________ Date ​_________________________ 
Height: _____________  
Weight:_________  
Age______
 Female ( ) 

Male (  ) 
Allergies?__________________________________________________________________________
Medications?_______________________________________________________________________
Any conditions we need to be aware of? ______________________________________________

__________________________________________________________________________________

Comments?________________________________________________________________________

__________________________________________________________________________________

To my knowledge this child is medically sound to participate in supervised equestrian activities.

Doctor’s Signature__________________________________________________________________
Name of Practice/Office______________________________________________________________
License/UPIN Number_________________________________
Phone #_____________________
If you have any questions about this form please call Julie Bouwkamp, Program Manager 
at LoveWay, Inc. 574-825-5666. To fax this form, please send it to us at 574-825-8117. Thank You!
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