
Equine Wellness Program Enrollment Form

Client Information:
Client Name: ______________________________________ Spouse's Name: _______________________ 

Address: ___________________________ City:________________________  State: _____ Zip: ________

Home Phone: ___________________Work: ________________________ Cell:______________________ 

E-mail address: _________________________________________________________________________

Emergency Contact Name/Number:________________________________________________________ 

Trainer's Name: __________________________________ Trainer's Phone Number:__________________

Patient Information:
Patient's Name: _________________________ Barn Name: __________________ Breed:_____________ 

Age:_____ Color: __________________ Sex: ___  Discipline/Use:_________________________________

Barn Address: _______________________ City:________________________  State: _____ Zip: ________

What Preventative Healthcare has he/she received in the past:

Last deworming? ____________ Last vaccinated? _______________  Last Dental Exam?__________

Which Vaccinations are current? (circle all that apply)

 EWT(3-way)  West Nile  Flu/Rhino  Rabies  Strangles  PHF (Potomac horse fever)

Any other vaccinations not listed? _____________________________________________________

Any other medical/lameness history to be aware of and have noted in the patients file?

__________________________________________________________________________________

Allergic to any vaccinations, silicon needles, drugs?

__________________________________________________________________________________

Where is the horse currently located? ___________________________________________________

Will you be traveling with your horse? _____________

Is your horse currently on medication or supplementation?

__________________________________________________________________________________

Diet: ______________________________________________________________________________


