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Rider:_________________________________________________________Date of Birth:_____/_____/_____Age:


Address:______________________________________________________________ Height: _____________ Weight:


City:__________________________________________State:_________Zip:__________ Home Phone:


School or Institution presently attending:


Parent or Guardian:


Address:


City:__________________________________________State:_________Zip:__________ Home Phone:


Work Phone: _________________________ Cell Phone: ________________________Email:


Emergency Contact: ______________________________________________________Phone:


Emergency Contact: ______________________________________________________Phone:


Nature of Disability (Mandatory):


How did you hear about TRCHB?


PLEASE INDICATE WHEN YOU WOULD LIKE TO RIDE:

Monday     (     ) 4:00 pm       (     ) 5:00 pm
Wednesday    (     )  4:00 pm

Tuesday     (     ) 4:00 pm


Saturday        (     ) 11:00 am      (     ) 12:00 pm     (     ) 1:00 pm

PHOTO RELEASE:

I hereby consent to and authorize the use and reproduction by Therapeutic Riding Center of Huntington Beach, Inc. of any and all 
photographs and other audiovisual materials taken of me/my son/my daughter/my ward, for promotional printed material, educational 
activities or for any other use for the benefit of the program.

Signature: ___________________________________________________________________ Date:


                                                (Rider, Parent or Guardian)

NON-PHOTO RELEASE:

I hereby DO NOT CONSENT AND DO NOT AUTHORIZE the use and reproduction by Therapeutic Riding Center of Huntington 
Beach, Inc. of any and all photographs and other audiovisual materials taken of me/my son/my daughter/my ward, for promotional printed
material, educational activities or for any other use for the benefit of the program.

Signature: ___________________________________________________________________ Date:



                                                (Rider, Parent or Guardian)
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Prospective Riding Student’s Name:________________________________________________ Date of Birth:_____/_____/_____

Height: _____________ Weight: ______________

Address:


City:_______________________________________________________________________State:_________Zip:



Name of Parent/Guardian:



Diagnosis/Nature of Disability:
To my knowledge there is no reason why this person cannot participate in supervised equestrian activities.  However, I under-stand 
that the Therapeutic Riding Center will weigh the medical information on this form against the existing precautions and contraindications. 
I concur with a review of this person’s abilities/limitations by a licensed, credentialed health professional (e.g. MD, PT, OT, Speech,
Psychologists, etc.) in the implementing of an effective equestrian program.

Physician’s Name (please print) ________________________________________________________ Date:


Physician’s Signature:





Address:


City:_______________________________________________________________________State:_________Zip:


Phone: ______________________________________________

Physician’s Prescription:


Client’s Name:


Prescription for evaluation and treatment by a Physical, Occupational and/or Speech Therapist and an instructor of the Therapeutic
Riding Center of Huntington Beach.

I understand that horses are unpredictable by nature and that in spite of all precautions, a fall from 3 to 7+ feet is possible.

Recommended Frequency:


Precautions:


Physicians Signature: ________________________________________________________ Date:


**This form to be completed by Physician and returned with completed Application**

RIDER’S AUTHORIZATION FOR EMERGENCY MEDICAL TREATMENT

In the event emergency medical aid/treatment is required due to illness or injury during the process of receiving services, or while being on the property of the agency, I authorize Therapeutic Riding Center of Huntington Beach, Inc. to:

1. Secure and retain medical treatment and transportation if needed.

2. Release client records upon request to the authorized individual or agency involved in the medical emergency treatment.

Rider’s name: ____________________________________________________________________ Phone:


Nature of Disability:


Primary Contact: __________________________________________________________________Phone:


Address:


City: _________________________________________________________________ State: ________ Zip:


In the event I cannot be reached, contact: _____________________________________________ Phone:


Address:


City: _________________________________________________________________ State: ________ Zip:


Physician’s Name: _________________________________________________________________Phone:


Preferred Medical Facility:


Health Insurance Company: _____________________________________________________ Policy #


I further understand that should medical emergency treatment be required, the current insurance information here listed will be provided to the attending clinic or hospital to cover future payment of incurred bills


_____________













 


initial
That the rider is currently independently covered by his or her own accident/medical insurance and will retain insured for the duration of all riding instruction at TRCHB




_____________
















initial
CONSENT PLAN:

This authorization includes x-ray, surgery, hospitalization, medication and any treatment procedure deemed “life saving” by the physician.  This provision will only be invoked if the contacts listed above are unable to be reached.

Date: ___________________    Consent Signature:











                                                                                                                             (Rider, Parent or Guardian)
Print Name: _______________________________________________________________ Phone:


Address:


City: _________________________________________________________________ State: ________ Zip:


NON-CONSENT PLAN:

I DO NOT give my consent for emergency medical treatment/aid in the case of illness or injury during the process of receiving services or while being on the property of the agency.  In the event emergency treatment/aid is required, I wish the following procedure(s) to take place.

Date: ___________________    Non-Consent Signature:


                                                                                                                                                                                                  (Rider, Parent or Guardian)
Print Name: _______________________________________________________________ Phone:


Address:


City: _________________________________________________________________ State: ________ Zip:


In order to place a rider in the right class and design a progressive lesson plan, we need to know as much about the student as possible.  Some of the following conditions may represent precautions or contraindications to therapeutic horseback riding.  Please read the section below and with the physician’s input, CIRCLE any problem areas.
























































































































































































Down Syndrome _________________ Negative X-ray for Atlantoaxial Instability.  Date:____________________________



_________________ Negative for clinical symptoms of Atlantoaxial Instability

Tetanus: Date of latest inoculation: ________________________
Seizure Information:


Seizure type:_____________________________________________________Controlled? ___________________


Date of last seizure: _______________________________________________

Medications:






Mobility:   Independent Ambulation:__________________Crutches/Braces:________________Wheelchair:


Other special precautions:









For any area checked, please give comments and degree of severity on an additional page.

RIDER’S CONSENT FOR RELEASE OF INFORMATION

I hereby authorize (name of physician/facility)


to release information from the records of (prospective riding student)


The information is to be released to the Therapeutic Riding Center of Huntington Beach, Inc. for the purpose of developing a Therapeutic Riding Program for the above named student.  The information to be released is marked below.

____________________Medical History

____________________Physical Therapy evaluation, assessment and program plan

____________________Occupational Therapy evaluation, assessment and program plan

____________________Speech Therapy evaluation, assessment and program plan

____________________Classroom Individual Education Plan (I.E.P.)

____________________Other

Date:____________________Signature:









(Rider, parent or guardian)

Please send indicated material to:








Therapeutic Riding Center




P. O. Box 2298




Huntington Beach, CA 92647




(714) 848-0966

I, THE UNDERSIGNED BEING OF LEGAL AGE AND OF SOUND MIND AND NOT BEING UNDER THE INFLUENCE OF ANY SUBSTANCE, HAVE READ AND UNDERSTAND THE FOREGOING AGREEMENT AND RELEASE.  Any details of medical conditions are listed on the Rider’s Medical History and Physician Statement.

Parent/Guardian (or) Rider if of legal age:___________________________________________________Date:


RIDING AGREEMENT AND LIABILITY RELEASE

By this agreement, made and entered into this _______________day of _________________________, 200____ by and between

____________________________________________________________________________________________________________

who resides at _________________________________________________ in the city of __________________________________,

hereinafter referred to as “I” and the Therapeutic Riding Center of Huntington Beach, Inc., hereinafter collectively referred to as “TRCHB”.

IT IS HEREBY AGREED TO AS FOLLOWS:

That I, the undersigned, do for myself or on behalf of my child or legal charge, hereby voluntarily request to participate in therapeutic riding at TRCHB, and that, I, my child or legal charge, will either ride his or her own horse, or horses provided by TRCHB for therapeutic purposes, which I expressly acknowledge are by their nature supplemental and complementary to, and not primary to, conventional therapy which I may or may not be currently participating in.













initial__________

How often has rider ridden in the last 2 years?_____________________

The parent or guardian and student rider understand that horses are unpredictable by nature, that when frightened, angry, or under stress, a horse will follow its natural instincts, that horses are extremely powerful and that a rider may fall to the ground.  I understand these risks and I voluntarily assume these risks and dangers.













initial__________

That parent of guardian and student understands that upon mounting the horse, that TRCHB is not responsible for the results of the student’s actions or inactions.  The student rider further agrees not to abuse, misuse or deliberately agitate the horse.













initial__________

That I have been advised and agree that student riders will wear a TRCHB approved riding helmet with a chin strap fastened in place when in and around the horses and stable.  (Helmet provided by TRCHB)













initial__________

LIABILITY RELEASE:  That I understand that, except in the event of TRCHB’s wanton and willful negligence, I am responsible for bodily injury or property damage which I or my child or legal charge should sustain on TRCHB’s premises and/or while riding a horse and/or while in transit to or at horse shows, trail rides, or similar expeditions, and for any time I or my child or legal charge shall lose from employment or school or other activity and for medical expenses or any other expenses incurred because of such bodily injury or property damage; and that I hereby, for myself, my heirs, administrators and assigns release and discharge the owners, operators, and sponsors of TRCHB and their respective servants, agents, volunteers, officers, employees and all other participants of and from all claims, demands, actions and causes of action for such injuries sustained to my person or that of my child or legal charge and/or property.













initial__________

That this agreement is entered into in the State of California and will be interpreted and enforced under the laws of that state.













initial__________

Upon the signing of this agreement, student rider, or parent of legal guardian agrees to be bound to TRCHB’s rules.













initial__________

I, THE UNDERSIGNED BEING OF LEGAL AGE AND OF SOUND MIND AND NOT BEING UNDER THE INFLUENCE OF ANY SUBSTANCE, HAVE READ AND UNDERSTAND THE FOREGOING AGREEMENT AND RELEASE.  Any details of medical conditions are listed on the Rider’s Medical History and Physician Statement.

Parent/Guardian (or) Rider if of legal age:___________________________________________________Date:___________________________

HUNTINGTON CENTRAL PARK EQUESTRIAN CENTER

RELEASE FORM

Name of Applicant:___________________________________________Date of Birth:


Name of Parent if under 18:


Address:


City:______________________________________________________State:___________Zip:


Telephone:___________________________________Emergency Phone/Cell No.


Additional Emergency Contact Person:_____________________________Phone:


GENERAL RELEASE
I/we hereby agree to assume all responsibility and risk from the participation in equestrian activities at HCPEC; and further agree to hold harmless all instructors, teachers, trainers, employees, and the City of Huntington Beach free from all damages or liability for any injury or death to person(s) or property arising as a result of this participation.

I/we understand by signing below that horses are animals that can be dangerous and unpredictable at any given time.

Applicant:______________________________________________________________Date:


Parent/Guardian:________________________________________________________Date:


CONSENT TO EXAMINATION AND/OR TREATMENT
The undersigned, parents of the applicant (minor), do hereby consent to any X-ray examination, anesthetic, medical or surgical diagnosis or treatment and hospital service that may be rendered to said applicant or minor under the general or specific instruction of any physician or hospital.  It is understood that this consent is given in advance of any specific diagnosis or treatment which may be required, but is given to encourage the HCPEC staff, hospital staff, and such physician to exercise their best judgment as to the requirements of such diagnosis or treatment.  The undersigned shall pay all fees for doctors, hospitals, ambulances and other medical charges reasonable and necessarily incurred.

Applicant:______________________________________________________________Date:


Parent/Guardian:________________________________________________________Date:


RIDER’S REGISTRATION


AND RELEASE





RIDER’S MEDICAL HISTORY


and PHYSICIAN’S STATEMENT





ORTHOPEDIC


Scoliosis


Kyphosis


Lordosis


Coxas arthrosis


Cranial deficits


Spinal fusion


Osteoporosis


Spinal orthoses


Pathologic fractures


Atlantoaxial instabilities


Hereotopic ossification


Osteogenesis imperfecta


Spinal instabilities/abnormalities


Hip supbluxation and dislocation�OTHER











NEUROLOGICAL


Apina bifida


Tethered cord


Seizure disorders


Stroke (cerebrovascular accident)


Hydrocephalus


Hydromyelia


Paralysis due to spinal cord injury


Chiari II malformation


OTHER





PSYCHOLOGICAL IMPAIRMENT





MENTAL IMPAIRMENT





OTHER:








GENERAL


Visual


Auditory


Speech


HIV


Cancer


Diabetes


Muscular


Allergies


Recent surgery


Poor endurance


Cardiac


Circulatory


Hypertension


Hemophilia


Peripheral vascular disease


Heart condition


pulmonary





LEARNING DIABILITY


Dyslexic


Attention deficit


Hyperactivity


OTHER





Explanation of “OTHER” _________________________________________________


________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________








