HEARTS THERAPEUTIC EQUESTRIAN CENTER

 Summer and Winter Horse Adventure 2011
Dear Summer/Winter Horse Adventure Interested Parties:
Thank you for your interest in Hearts Therapeutic Summer /Winter Horse Adventure. Hearts will be offering two separate weeks of summer programs and one week of a Winter Adventure.  These programs are designed for riders of all levels and abilities ages 8-13 and include approximately 1 hour of riding activities each day, grooming and tacking lessons, trail riding, a keepsake art project, visits from the veterinarian and horseshoer, learning about horse communication, horse care, and other fun activities.  
Dates of the 2011 summer horse experience:

Session 1: June 27th-July 1st 
   Monday-Friday
 9:00am-12 noon

Session 2: July 25th-29th

  Monday-Friday
 9:00am-12 noon
Date of the winter horse experience:
Session 3:  December 26th-30th 2011

Each week-long session costs $350 which must be paid in full by June 1st, July 1st and December 1st respectively. For cancellations seven days or less from the start of camp, there is a 50% cancellation fee.   Checks and Mastercard and Visa are accepted.  

Space is limited and spots will go on a first come first served basis.

Each camper will receive a T-shirt and daily snacks & drinks will be provided.

The summer adventure will be run by two certified Hearts instructors and current Hearts volunteers.  Please call 964-1519 for more information.  You may fax this application with credit card information to (805)967-6365 or email to heartsadaptiveriding@yahoo.com.
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STUDENT APPLICATION

Student’s Name __________________________________________  D.O.B. _____________________
Address ______________________________________________________________________________

City ___________________________________________ State __________ Zip ___________________
Phone # : Home _____________________ Cell ____________________ Work ____________________
E-mail Address _____________________________________________
Okay to contact? ______
Height _________ Weight _________ Age _________ Circle Which Session(s)    1         2         3 
Emergency Information

Parent / Guardian (s) ___________________________________________________________________
Address ______________________________________________________________________________

City ___________________________________________ State __________ Zip ___________________
Phone # : Home _____________________ Cell ____________________ Work ____________________
E-mail Address _____________________________________________
Okay to contact? ______
1. Please describe nature of disability: (if applicable)
______________________________________________________________________________________

2. Check mobility level: (if applicable)

____ Walks unassisted
____ Uses crutches


____ Walks assisted
____ Uses walker


____ Wears braces
____ Uses wheelchair (can sit erect without support straps? Y ____ N ____ )

3.    What would you like to achieve from the riding program? ________________________________

______________________________________________________________________________________

______________________________________________________________________________________

4.    Any previous horse experience? _____________________________________________________
Authorization for Emergency Medical Treatment From

___ Participant

____ Staff

___ Volunteer

Name: _____________________________________
DOB:__________
Phone: ______________________

Address: __________________________________________________________________________________

Physician’s Name: _____________________________
   Preferred Medical Facility: _________________________

Health Insurance Co: ___________________________
   Policy number: ___________________________________

Allergies to medications: __________________________________________________________________________

Current medications (name only) ___________________________________________________________________

In the event of an emergency, contact:

Name: ____________________________________   Relation: __________________   Phone: __________________

Name: ____________________________________   Relation: __________________   Phone: __________________

Name: ____________________________________   Relation: __________________   Phone: __________________



WAIVER AND RELEASE OF LIABILITY
Name of Participant (please print): _______________________________________________

I acknowledge that horseback riding or activities involving horses is an extreme test of a person’s physical and mental limits and carries with it the potential for serious injury, personal property loss or even death. Horses are large animals and even the gentlest horse can be unpredictable. I hereby assume the risk of participating in such activities.

  I hereby take the following action for myself and my executors, administrators, heirs, next of kin, successors and assigns:

a) I waive, release and discharge from any and all claims or liabilities for death, personal injury or damages of any kinds, which acts arise out of or relate to my participation in, or my traveling to and from, the horseback riding events, the following persons or entities: Hearts Therapeutic Equestrian Center, building or facility lessees, sponsors, and the officers, directors, employees, representatives, instructors and agents of the above.

b) I agree not to sue any of the persons or entities mentioned above for any of the claims or liabilities that I have waived, released or discharged herein, and

c) I indemnify and hold harmless the persons or entities mentioned above from any claims made or liabilities assessed against them as results of my actions and any attorney fees or costs incurred by them as a result of my action.
  By signing this form, I affirm that I am eighteen (18) years of age or older, I have read this document, and I understand its contents.

___________________________________________
 
______________________

Signature of Participant)




Date 

The undersigned (parent/guardian’s name:) _______________________________ the parent and natural or legal guardian of (minor’s name:) ____________________________ hereby executes the foregoing Waiver and Release for and on behalf of the minor named herein. I hereby bind myself and all other assigns to the terms of the Waiver and Release. I represent that I have the legal capacity and authority to act for and on behalf of the minor named herein, and I agree to indemnify and hold harmless the persons and entities mentioned above for any claims or liabilities assessed against them as a result of any insufficiency of my legal capacity or authority to act for or on behalf of the minor in the execution of the Waiver and Release.

___________________________________________

______________________

Signature of Parent / Guardian




 Date 

Weight Policy 
Unfortunately, mounted activities are not an appropriate activity for every individual.  Hearts may offer unmounted activities or decline services to those for whom riding is contraindicated.  As a NARHA (North American Riding for the Handicapped) accredited premier center, we must follow NARHA guidelines.  According to NARHA guidelines, mounted activities are contraindicated if: 
1. The staff is unable to safely manage the client in any mounted situation, including an emergency dismount.

2. Safety or comfort of the horse is compromised.

 People within the limit of 240 pounds, will be initially assessed by a certified instructor to determine if riding is a safe and appropriate activity.  Quarterly reviews and assessments will be made on an ongoing basis.





Credit Card Payment Request

I authorize Hearts Therapeutic Equestrian Center to use the following credit card to pay for horseback riding lessons.  

Name on Card______________________________________________________

Billing Address____________________________________________________

City, State, Zip________________________________________________________
Phone Number_______________________________________________

Student Name (if different)_____________________________________

Credit card type (circle):    Visa/Mastercard

Credit Card Number:_______________________________________

Expiration Date:__________

Signature_____________________________
Camp Dates (circle all that apply) $350 per camp week
Session #1 June 27th-July 1, 2010

Session#2 July 25-July 29th 2010

Session #3 December 26-December 30th 2011












PHOTO RELEASE


I	____ Do 	_____ Do Not   


Consent to and authorize the use and reproduction by Hearts Therapeutic Equestrian Center of any and all photographs and any other audio/visual material taken of me for promotional material, educational activities 


Signature _____________________________________________	Date: ___________________





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 for the following procedure to take place:


_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Date: _______________	Non-Consent signature: _____________________________________


							Client, Parent or Legal Guardian








CONSENT PLAN


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


Secure and retain medical treatment and transportation if needed


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


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 person(s) above is unable to be reached.





Date: _______________	Consent signature: _____________________________________


							Client, Parent or Legal Guardian








Hearts Therapeutic Equestrian Center


P.O. Box 30662, Santa Barbara, CA  93130


805-964-1519  •  � HYPERLINK "http://www.heartssb.org" �www.heartssb.org�





SUMMER/WINTER  ADVENTURE











