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Application
  Participants First Name: __________________________ Middle I. _____ Last Name: _____________________
  Street address: __________________________ City: ___________________ State: _____ Zip: ______________
  Home Phone: (_____) _______________ Cell: (_____) __________________ School:_____________________
  E-mail:_______________________________________________________ Date of Birth: _________________
  Parent(s)/ Legal Guardian Name: _______________________________________________________________
  Employer/School:____________________________ Work Phone: (_____)_____________ 

  Address: ____________________________ City: ___________________________ State: _____ Zip: _________
  Home Phone: ____________________________________ Cell:​​​​​_______________________________________ 
  Who brings the participant to class? ___________________________________ Phone# ___________________ 

___________________________________________________________________________________________
Health History

  Diagnosis: ​​​​​​​​​_________________________________ Height: ______________ Weight: _________________
 200lb weight limit dependent upon ambulatory status, ROM, and instructor discretion

  Physicians Name: _____________________________Medical Facility: ______________________________
  Phone: ______________________________________Health Ins. Company: __________________________
  Policy # ______________________________TB Test_______+ or - Last Tetanus Shot: _________________
  Allergies: _______________________________________________________________________________
  Medication: ______________________________________________________________________________
  Health History (Fitness, Respiratory, bone & Joint function, recent surgery): __________________________  
_________________________________________________________________________________________
_________________________________________________________________________________________
Photo Release (please check): I do (    ) or I do not (    ) Consent to and authorize the use and reproduction by HORSEPOWER Inc. of any and all photographs and any other audio/visual materials taken of me for promotional material, educational activities, exhibitions, or for any other use for the benefit of the program.

Signature: _______________________________________________________ Date: ______________________


(Parent or Legal guardian if Student is under the age of 18)

Emergency Treatment Release Form
Consent Plan and Agreement

In the event emergency medical aid/treatment is required due to illness or injury while being on the property of the agency, I authorize HORSEPOWER Inc. to 1: Secure and retain medical treatment and transportation as needed and 2: Release records upon request to the authorized individual or agency involved in the medical emergency treatment. This authorization includes, x-ray, surgery, hospitalization, medication, and any treatment procedure deemed “lifesaving” by the physician. This provision will only be invoked if the person(s) below is/are unable to be reached.

Consent Signature: ______________________________________________ Date: __________________________
                   (If Student is under age of 18 years old this must be signed by a legal guardian)

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.

· Parent or legal guardian will remain on site at all times during equine assisted activities

· In the event emergency treatment/aid is required, I wish the following procedure to take place:

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Liability Release

​​​​
___________________ (Client’s Name) would like to participate in the HORSEPOWER Inc., program. I acknowledge the risks and potential for risk of Horseback Riding. However, I feel that the possible benefits to me/my son/my daughter/my ward are greater than the risk assumed. I hereby, intending to be legally bound, for me, my heirs and assigns, executors or administrators, waive and release forever all claims for damages against HORSEPOWER Inc., its Board of Directors, instructors, Therapists, Aides, Volunteers and/or Employees for any and all injuries and/or losses I/my son/my daughter/my ward while participating in HORSEPOWER Inc.  
Consent Signature: _______________________________________________ Date: __________________________
             (If Student is under age of 18 years old this must be signed by a legal guardian)

In the event of an emergency, please contact:

  Name: ___________________________Phone 1:_______________________

Phone 2:_______________________ Relationship___________________


  Name: ___________________________Phone 1:_______________________

Phone 2:_______________________ Relationship___________________
Warning

Under North Carolina law, an equine activity sponsor or equine professional is not liable for an injury to or the death of a participant in equine activities resulting exclusively from the inherent risks of equine activities. Chapter 99E of the North Carolina General Statutes.
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