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LoveWay, Inc.
Horse Name: _____________
54151 CR 33 Middlebury, IN 46540
Date Received: __________
Ph: (574) 825-5666 Fax: (574) 825-8117
Email: info@lovewayinc.org

Potential Therapy Horse Assessment Form
Owner’s Name: _________________________________ Phone #: ________________

Address: ________________________ City: ____________ State: ______ Zip: ______

□ Donation
or
□ Sale Price: $_____________

Is the horse a □ gelding or □ mare?
Horse’s Name: _________________________

Height: _________________ Breed: _______________________ Age: ____________

How long have you had the horse? _________________________________________

Training/Background: 


□ 4-H 
□ Shows
 □ Trail 
□ English  
□ Western

Where is the horse kept? 
□ Dry lot

□ Pasture

□ Stall

What does the horse eat? ________________________________________________

Any Supplements? ______________________________________________________

Are the Supplements required? ____________________________________________

How Much?: Morning: ____________ Lunch: ____________ Evening: _____________
What size herd is the horse in? Are they bossy or submissive?____________________
Any Vices(i.e. stall weaving, cribbing, pawing)? ________________________________
Any behavior issues(i.e. bucking, rearing, bolting, biting)?________________________
Does the horse have any allergies:__________________________________________

Does this horse trailer well? _______________________________________________

Is this horse easy to catch in the pasture? ____________________________________
Current Veterinarian Name: ___________________ Phone #: ____________________

May we contact your vet to receive the records on this horse? _______________
ANY current or past health problems:

□ Founder/Laminitis

□ Colic


□ Arthritis

□ Heaves/COPD


□ Navicular


□ Bowed Tendons

□ Other: __________________________________________________

Is the horse up-to-date on shots? When were shots last given?
WE:____   EE:____   VE:____

FLU:____  Strangles:____ PHF:____  Rabies:____  Tetanus:____

Other: ______________________________________________________
Worming:

Frequency: _________________________ Date Last Wormed:______________
Product used: ____________________________
Dental work:

Date of last exam:_______________ Any problems: ______________________
Farrier Name: _______________________ Phone #: ___________________________
Date of last farrier visit:___________ Any problems:_______________________
Has this horse been lame in the past? __________________________________

Does the horse wear □ shoes or is it □ barefoot?
Things this horse likes ( i.e. treats, scratch spots)?

__________________________________________________________________________________________________________________________________________________________________________________________________________________
Things this horse isn’t fond of (i.e. ball, poles, bit, spurs)?
__________________________________________________________________________________________________________________________________________________________________________________________________________________

Why are you rehoming this horse?

__________________________________________________________________________________________________________________________________________________________________________________________________________________
Why do you think this horse would be a good fit for our program?
__________________________________________________________________________________________________________________________________________________________________________________________________________________ 
Is there anything else you would like us to know about this horse?

__________________________________________________________________________________________________________________________________________________________________________________________________________________
THE INFORMATION PROVIDED IS COMPLETE AND ACCURATE TO THE BEST OF MY KNOWLEDGE.
______________________________________     _____________________
DONOR SIGNATURE
DATE
For Office Use:









Page 3 of 3 


