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p
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The
 
purpose of this
 
disclosure
 
is
 
for the
 
development
 
of an
 
equine-facilitated
 
psychotherapeutic
 
plan
 
and
) (
program
.
 
I understand
 
that
 
this
 
authorization
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remain
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e
f
fect
 
until
(
specify
 
date,
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is
 
not
 
to
 
exceed
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This
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the
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electronic,
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carried
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this
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not
 
be
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provider
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