MEDICAL RELEASE FORM

(FOR PARTICIPATION AS AN FSD THERAPY DOG TEAM MEMBER)

DATE:

FROM:  ___________________________________

                 (Clinic, Doctor or Health Representative)

Address:   _______________________________________                        ________________________________________________

Phone:   _________________________________________ 

REFERENCE:  ___________________________________

                                           (Patient’s name)

To Whom It May Concern:

____________________________________________ is able mentally and physically to attend any and all required training classes, field trips, and any other events agreed to by both the applicant and Florida Service Dogs, Inc. that would benefit the Therapy dog team as well as participating in any visiting sessions such as nursing homes, children’s homes, hospital wards, or other situations that persons ill, lonely or otherwise might be in need of general love and attention.  

This person would require the accommodations as listed here: ____________________________________________________________________________________________________________________________________________________________________________________

along with any other special needs that he/she may require due to a disability.  Those items/issues will be discussed with a Florida Service Dog, Inc. representative and held in confidence in order to benefit the applicant’s needs while in the performance of any Therapy dog team functions.  

______________________________________________

PRINT

______________________________________________

SIGNATURE

_______________________________________________

TITLE 
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