THERAPEUTIC & PUBLIC RIDING PROGRAMS

P.O. Box 1820 205-7th Ave. N. Creston BC, VOB 1GO0 ph. (250) 428-2296 mwhiteaway@hotmail.com

PUBLIC RIDING APPLICATION FORM

Name of Rider:

DOB: Age: Height: Weight:
Address:
Home Phone: ail:em

Employer/School:
Work Phone: | PGehe:

Emergency Contact Name: Relationship:
Home Phone: Work Phone: Cell Phone:
How did you hear about us?

GENERAL INFORMATION & POLICIES

FEES & PAYMENT POLICIES
» All activities must be prepaid in full prior to trstart.
* In the event of cancellation by CDSCL, all feed Wwé refunded, or may be applied other Public
Riding Program regular lessons.
» If activities are proceeding as scheduled and tildesit does not attend, fees will only be
refunded with a doctor’s certificate.

RIDER/CAREGIVER RESPONSIBILITIES:

» Itis the responsibility of the caregiver to hakie student appropriately attired for riding and
weather conditions i.e. sunscreen and hat, raingjear

* Boots or shoes with heels and long pants are marydaRiders will not be able to participate
without the appropriate attire.

» Pant pockets should be empty of items that migképbe rider during the mount and dismount.

» All forms must be filled out and returned priorthe start of the activity.

* All riders MUST wear ASTM/SEI certified helmets while riding andnking with the horses.

» If riders have their own ASTM/SEI certified helmetsey are more than welcome to use them.

Signature of Rider: Date:

Signature of Legal Guardian: Date:

Signature of Witness:

Signature of Program Director: Date:




THERAPEUTIC & PUBLIC RIDING PROGRAMS

P.O. Box 1820 205-7th Ave. N. Creston BC, VOB 1GO0 ph. (250) 428-2296 mwhiteaway@hotmail.com

Name of Rider:

PHOTO/VIDEO RELEASE/NON-CONSENT

While on outings and during our daily programs manrgiting situations arise. By photographing oreddaping these events we
can share them with you, family members, caregjvard others and utilize them to demonstrate thedgvorks” for our
organization. For this reason, we ask permissiahéwe these photographs and or videotapes witlpetheral public.

l, of

Name Address
Give permission for CDSCL to:
1. Share photographs with the general public (YésNo ( )
2. Share video tapes with the general public (YgsNo ( )
3. Publish photographs/videos/stories on the ietern Yes( )No( )
Signature of Rider: date:
Signature of Witness:
Signature of Legal Guardian: date:
Signature of Witness: date:

RIDER LIABILITY WAIVER

| acknowledge that the sport of horses is a riglttsgind that | am participating at my own risk amdull knowledge of the hazards
and potential hazards which are inherent in thistsp further acknowledge the inherent risk mimg, working around horses
(mounted and dismounted) and viewing horse aa#itivhich include bodily injury to both horse artter which can result from
therapeutic riding as well as normal use, competitind schooling. It is hereby also understootitbdelmet or protective
equipment can protect me against all foreseeajuleyin

| hereby assume all risk and hereby absolve CrestdrDistrict Society for Community Living, its méers and volunteers,
Kootenay Region Association for Community Livingelr members and volunteers from all responggliiability or claims of
any nature and kind which | may have arising fraartipipation in the Therapeutic Riding Program urtthg but not limited to
bodily injury or death, and damage to or loss ofprgperty arising from any cause whatsoever, irolydegligence of one or
more of the organizations or individuals referredhérein.

| hereby declare that in signing this document thetve read and fully understood and agree teettms and conditions stated
herein and that it is binding upon my executorgshend assigns.

Signature of Rider: date:

Signature of Legal Guardian: date:

Signature of Witness: date:




THERAPEUTIC & PUBLIC RIDING PROGRAMS

P.O. Box 1820 205-7th Ave. N. Creston BC, VOB 1GO0 ph. (250) 428-2296 mwhiteaway@hotmail.com

EMERGENCY MEDICAL TREATMENT

Name:

Address:

Phone:

Emergency Contact Name:

Relationship: hond?

Care Card Number:

Physician Name: honeP

Medications:

Allergies:

Other:

PLEASE ONLY SIGN ONE — CONSENT OR NON-CONSENT

CONSENT FOR EMERGENCY MEDICAL TREATMENT

In case of emergenclygive permissionto Creston and District Society for Community Ingito secure
medical treatment including x-rays, surgery, hadzition and medication.

Signature of Rider: Date:
Signature of Legal Guardian: Date:
Witness:

NON CONSENT FOR EMERGENCY MEDICAL TREATMENT

In case of emergenclydo not give permissionto Creston and District Society for Community lngito
secure medical treatment including x-rays, surdeogpitalization and medication.

Signature of Rider: Date:

Signature of Legal Guardian: Date:
Witness:




