Happy Trails Therapeutic Riding Center, Inc.

Rider Application Form

Student’s Name: ___________________________ Date of Birth: _____________ Height: _______ Weight: ____
Address: __________________________________    City, State, Zip  _________________________________
Email: ___________________________________________
[If rider is under 21, the legal guardian/parent should complete the information below.]

Father______________________________phone home: ______________________
Employer___________________________phone work: _______________________
Mother ____________________________ phone-home: _______________________

Employer __________________________ phone-work: ________________________

Home address of mother or father if different from child’s above listed address.

_____________________________________________________________________

Name and address of legal guardian (if different from parents) ________________________

_________________________________________________________________________

Rider has ridden with HTTRC before?  □ yes
□ no

How many sessions? ___   Does the rider have experience with another riding program? _____ 
How long ago? ____
Is rider ambulatory? _______
 Is rider verbal? ________

Does the rider use:  □ wheelchair
 □ crutches
 □ braces
 □ walker
 □ cane

Is the rider able to sit independently? _________

Please describe abilities/difficulties in the following areas: (include whether assistance is required or if equipment is needed)

FUNCTION: (mobility skills, such as transfers, walking, wheelchair use, driving, bus riding)  __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

SOCIAL: (work/school including grade completed, interests, relationships, support systems, companion animals, fears, concerns, motivators) __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

GOALS: (why do you want to participate? what would you like to accomplish?)

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
                                                                                                                                 ______________________________ 
_______



Signature




   Date

STUDENT PROFILE SHEET

STUDENT NAME_______________________________________ AGE _______DATE_________                  
TACTILE DEFENSIVE    Y   N : DESCRIBE

AUDITORY DEFENSIVE    Y   N :  DESCRIBE

VISUAL STIMULATION RESPONSE   Y    N  :  DESCRIBE

PRONE TO VIOLENT OUTBURSTS OR BEHAVIOR   Y    N :  DESCRIBE

LIKES:

DISLIKES:

POSITIVE, SUCCESS ORIENTED ACTIVITIES:

AVERAGE ATTENTION SPAN:  ____________ MINUTES

COMMUNICATION:  VERBAL_____  NONVERBAL______ SIGN______ DEVICE _____

      COMMENTS:

SHORT TERM GOALS:

LONG TERM GOALS:

BRIEFLY DESCRIBE ACADEMIC ACHIEVEMENT LEVEL:

Conduct of Personnel, Participants and Guests

The code of conduct stated below is applicable to all personnel, volunteers, participants and guests of Happy Trails Therapeutic Riding Center, Inc.  Repeated offenses may warrant dismissal from the property or the program.  All participants, personnel, and volunteers receive and sign a copy of this code.  It is the participant’s responsibility to ensure guests adhere to the same policies.

· Punctuality is important to our program.  Please be sure to arrive early.

· Upon arrival, do not enter until the previous session has ended.

· Do not interrupt the riding session except in an emergency situation.  The riders must be focused on the lesson to prevent accidents.  Please be sure to silence cell phones.

· Please leave toys and pets at home.  Toys are a distraction and pets are against policy.

· All participants sign a confidentiality statement.  We respect everyone’s privacy.  Violation of this is an immediate cause for dismissal.

· Safety policies and emergency procedures are in place for your protection.  Drills are practiced to ensure proper procedure during a real emergency.  Refusal to cooperate during a drill or real emergency could result in dismissal.  All emergency procedures should be performed according to policy.

· All personnel, volunteers, participants and guests should always treat each other with courtesy and respect.  Fighting, cursing and violent outbursts are means for dismissal.

· Under no circumstances is alcohol or drug use permitted.  Violation will result in dismissal and possible arrest.

· Our facility is smoke-free.  No smoking is allowed.

· The property of Noddin’ Horse Farm and Happy Trails Therapeutic Riding Center, Inc., should be respected and well cared for.  Misuse or abuse could result in dismissal.  Stealing is a crime and will result in dismissal and arrest.

· Our horses are our family and trusted friends.  Any abuse towards them will result in dismissal and possible arrest.



____________________________________



Signature



____________________________________



Date

Policies and Procedures

1. Parents agree to supply updated or changed medical information or treatment modalities as per orders and/or implementation by your physician or therapist.

2. Our schedule is published at the beginning of each 2-month period.  One missed session each period will be forgiven. Any other absences must be paid for.  

3. If you are late, your session still terminates at the scheduled time.

4. In keeping with our veterinarian’s recommendations, insurance coverage, and NARHA standards, the following rider weight limits have been established:


Height





Maximum Weight


Under 5’




150 lbs.

5’-5’6”





175 lbs.

5’6”-6’





200 lbs.
Over 6’ or 200 lbs.-contingent upon horse availability and physical independence of rider.


***We reserve the right to weigh all participants at any time.

5. It is mandatory that all riders, volunteers and staff ride with (ASTM-SEI) helmets or NARHA approved alternative guidelines.

6. Safety stirrups or hard sole shoes/boots with heels are mandatory for all riders, volunteers and staff. Stirrups and/or footwear must be approved by the instructor before mounting.

HAPPY TRAILS TRC ADMISSION & DISCHARGE POLICY


It is the decision of the program coordinator/certified instructor to admit or discharge a rider. Riders may be discharged from the program for other reasons, such as failure to appear for classes, inappropriate behavior, or implications that the continuation of therapeutic riding is a contraindication. 

WE LOOK FORWARD TO HAVING YOU RIDE WITH US!

_________________________________________


__________________

Parent Signature






Date

_________________________________________


__________________
Teacher Signature






Date
Participant’s Medical History & Physician’s Statement
Participant: __________________________________________ DOB: _______ Height: ______ Weight: ______

Address: _________________________________________________________________________________________

Diagnosis: _______________________________________________________ Date of Onset: ____________________

Past/Prospective Surgeries: ___________________________________________________________________________

Medications: ______________________________________________________________________________________

Seizure Type: __________________________________ Controlled: Y N Date of Last Seizure: _______________

Shunt Present: Y N Date of last revision: __________________________________________________________

Special Precautions/Needs: __________________________________________________________________________

Mobility: Independent Ambulation Y N Assisted Ambulation Y N Wheelchair Y N

Braces/Assistive Devices: ___________________________________________________________________________

For those with Down Syndrome: AtlantoDens Interval X-rays, date: _______________ Result: + --

Neurologic Symptoms of AtlantoAxial Instability: ________________________________________________________

Please indicate current or past special needs in the following systems/areas, including surgeries:

	Areas
	Check One
	Comments

	Auditory
	____Yes ____No
	

	Visual
	____Yes ____No
	

	Tactile Sensation
	____Yes ____No
	

	Speech
	____Yes ____No
	

	Cardiac
	____Yes ____No
	

	Circulatory
	____Yes ____No
	

	Integumentary/Skin
	____Yes ____No
	

	Immunity
	____Yes ____No
	

	Pulmonary
	____Yes ____No
	

	Neurological
	____Yes ____No
	

	Muscular
	____Yes ____No
	

	Balance
	____Yes ____No
	

	Orthopedic
	____Yes ____No
	

	Allergies
	____Yes ____No
	

	Learning Disability
	____Yes ____No
	

	Cognitive
	____Yes ____No
	

	Emotional/Psychological 
	____Yes ____No
	

	Pain
	____Yes ____No
	

	Other
	____Yes ____No
	


PARTICIPANT NAME: ______________________________________________

INFORMATION FOR PHYSICIAN

The following conditions, if present, may represent precautions or contraindications to therapeutic horseback riding. Therefore, when completing this form, please note whether these conditions are present, and to what degree.


[image: image1]
To my knowledge, there is no reason why this person cannot participate in supervised equine activities. However, I understand that the riding center will weigh the medical information above 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. PT, OT, SLP, Psychologist, etc.) in the implementation of an effective equine activity program. 
Name/Title: ________________________________________________ MD DO NP PA Other ______________________

Signature: ____________________________________________________________ Date: _________________________

Address: ___________________________________________________________________________________________

Phone: ( )_______________________________ License/UPIN Number: ________________________________________

Consent for Emergency Medical Treatment

Rider Name__________________________________________     Date of Birth___________________________

Parent/Gaurdian_______________________________________________________________________________

Address______________________________________________________________________________________

 

Street



City



State


Zip

Telephone____________________________________________________________________________________



Home



Work Phone




Cell Phone
Riders Disability __________________________________________Date of Onset_________________________

Physician’s Name______________________________________________________________________________

Address______________________________________________________________________________________

Telephone_________________________________

Preferred Medical Facility________________________________________________________________________

Does the rider have any medical condition(s) requiring special precautions or treatments and any medications and dosage?   Yes     No      If you answered “Yes”, please describe:

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

In case of medical emergency, the undersigned authorizes Happy Trails Therapeutic Riding Center, acting through the adult on its staff who has actual care, control and possession of the child, to consent to medical, dental and surgical treatment of the child when the undersigned cannot be contacted.  The undersigned represents to Happy Trails Therapeutic Riding Center that he or she is the child’s parent and either (a) is not divorced from the other parent, or (b) is divorced from the other parent, but has been authorized by a written court order to give consent to medical and dental care and surgical treatment of the child.  The undersigned will indemnify and hold HTTRC, its officers, members, employees and agents harmless if he or she is not empowered by law to give this consent.

The undersigned authorizes any licensed physician and/or medical facility to provide any medical/surgical care and/or hospitalization for the child, including anesthetic, which they determine necessary or advisable, pending receipt of a special consent from the undersigned.

No person can be accepted for riding instruction until this form has been completed by the parent/parents or guardian. If the person is of legal age (21), he or she may complete the form, if he or she is legally competent to do so.  Although every effort will be made to avoid any accident, NO LIABILTY can be accepted by Happy Trails Therapeutic Riding Center.

Yes, I would like ____________________________to have riding instruction at Happy Trails Therapeutic Riding Center.  If my child is a rider, I have discussed with his or her physician.  I understand that NO LIABILITY can be accepted from Happy Trails Therapeutic Riding Center, in the event of any accident which may occur.

__________________________________________________

____________________________________

Signature of parent/parents or legal guardian



date

__________________________________________________

____________________________________

Signature of rider over age 21





date

Rider/Parent Insurance Carrier____________________________________________________________________

Policy Number________________________________

Participant’s Consent for Release of Information

I hereby authorize: _________________________________________________________

(person or facility)

to release information from the records of: _____________________________DOB: ___________

(participant’s name)

The information is to be released to:   Happy Trails Therapeutic Riding Center, Inc.
for the purpose of developing an equine activity program for the above named participant. The information to be released indicated below:

· Medical History

· Physical Therapy evaluation, assessment and program plan

· Occupational Therapy evaluation, assessment and program plan

· Speech Therapy evaluation, assessment and program plan

· Mental Health diagnosis and treatment plan

· Individual Habilitation Plan (I.H.P.)

· Classroom Individual Education Plan (I.E.P.)

· Psychosocial evaluation, assessment and program plan

· Cognitive-Behavioral Management Plan

· Other: _______________________________________________________________________

This release is valid for one year and can be revoked, in writing, at my request.

Signature: _____________________________________________________ Date: ______________

Print Name: ____________________________________________________________

Relation to Participant: ____________________________________________________

Please send materials to:
Happy Trails Therapeutic Riding Center





483 Steakley Road





New Market AL 35761

RELEASE FORM

Warning!  Under Alabama Law, an equine activity sponsor or equine activity professional is not liable for an injury to or the death of a participant in equine activities resulting from the inherent risks of equine activities, pursuant to the Equine Activities Liability Protection Act.

I understand that the student is expected to follow the rules of Happy Trails Therapeutic Riding Center and to learn and follow good horse safety and that the student is not to proceed in any Equine Activity without complete supervision by an employee or volunteer of the riding center.  I further understand and agree that if at any time HTTRC feels that the student is not practicing good safety or following the rules, he/she may be dismissed from any or all further activities.
I, _____________________________, parent or legal guardian of ______________________________, do hereby, on his/her behalf and my behalf, release Happy Trails Therapeutic Riding Center, Inc., and its directors, officers, employees, volunteers and agents, and Noddin’ Horse Farm and its owner, volunteers, and agents from any and all claims of liability concerning participation in any Happy Trails Therapeutic Riding Center activity or event at Noddin’ Horse Farm.  

This general release form serves to waive any and all forms of liability claims – as well as claims of damages both physical and punitive.

	Participant’s Name
	

	Parent or Guardian Name
	

	Street Address
	

	City, State, Zip
	

	Telephone Numbers
	

	Email Address
	


	Signature
	


CONSENT FOR PHOTO RELEASE

Name of Rider ___________________________________________________________

For valuable consideration, given and which is hereby acknowledged, the undersigned hereby grants to Happy Trails Therapeutic Riding Center permission to take or have taken still and moving photographs and films, including television pictures and consents and authorizes HTTRC, its advertising agencies, news media, and any other persons interested in Happy Trails Therapeutic Riding Center and its work, to use and reproduce the photographs, films, or pictures and to circulate and publicize the same by all means, including without limiting the generality of the foregoing, newspapers, television media, brochures, pamphlets, instructional materials, and clinical materials.

With respect to the foregoing matters, no inducements or promises have been made to secure this signature to this release other than the intention of Happy Trails Therapeutic Riding Center to use or cause to be used such photographs, films, and pictures for the primary purpose of promoting Happy Trails Therapeutic Riding Center and its work.



PLEASE SIGN HERE_________________________________________





            (Adult or Parent/Guardian of Minor)






_________________________________________






Date

NON-CONSENT FOR PHOTOGRAPHY

The undersigned withholds permission to Happy Trails Therapeutic Riding Center to take or to have taken still and moving photographs and films, including pictures.



PLEASE SIGN HERE________________________________________






(Adult or Parent/Guardian of Minor)






_________________________________________






Date

***(PLEASE SIGN ONE OR THE OTHER)

Orthopedic:					


Spinal fusion			


Spinal Instabilities/Abnormalities


Atlantoaxial Instabilities


Scoliosis


Kyphosis


Lordosis


Hip Subluxation & Dislocation


Osteoporosis


Pathologic Fractures


Coxas Arthrosis


Heterotopic Ossification


Osteogenesis Imperfecta


Cranial Deficits


Spinal Orthoses


Internal Spinal Stabilization Devices








Medical/Surgical:				


Allergies			


Cancer


Poor Endurance


Recent Surgery


Diabetes


Peripheral Vascular Disease


Varicose Veins


Hemophilia


Hypertension


Serious Heart Condition


Stroke �	(Cerebrovascular Accident)








Secondary Conditions:			


Behavior Problems		


Age under two years


Age two to four years


Acute Exacerbation of Chronic 	Disorder


Indwelling Catheter








Neurologic:				


Hydrocephalus/shunt		


Spina Bifida


Tethered Cord


Chiari II Malformation


Hydromyelia


Paralysis due to spinal cord injury


Seizure Disorders











1

