SOUTHERN STARRS, INC.
Rider’s Registration and Release Form

Student Name:  _______________________________________________________DOB__________________ 
Street:________________________________________City:_________________State:______Zip:__________
Parent/Guardian Name (if applies)______________________________________________________________
Preferred ph. number: _______________________Email:___________________________________________
School or Institution student attends (if applicable):________________________________________________
In case of emergency contact:________________________________________Phone:____________________
Liability Release:
________________________(Student’s Name) would like to participate in the SOUTHERN STARRS program.  I acknowledge the risks and potential for risks of horseback riding and feel that the possible benefits to myself/my son/my daughter/my ward are greater than the risk assumed.  I hereby, intending to be legally bound, for myself, my heirs and assigns, executors or administrators, waive and release forever all claims for damages against SOUTHERN STARRS, INC., its Board of Directors, Instructors, Aides, Volunteers and/or Employees for any and all injuries and/or losses I/my son/my daughter/my ward may sustain while participating at SOUTHERN STARRS.

Date:________________ Signature:________________________________________________
						Student, Parent or Guardian
Photo Release (Optional)

I hereby consent to and authorize the use and reproduction by SOUTHERN STARRS, INC. of any and all photographs and any 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.
_______ I consent to any images, including Full face images/videos
_______ I consent to No Face/ Non-identifiable images/videos only
_______ I consent to behind or Distance Only images/videos
_______ I do NOT consent to images/ videos
By signing below, I understand these images help support awareness, outreach and fundraising. I understand I will not receive compensation, and the content may be edited for promotional use.
Date:________________ Signature:________________________________________________
						Student, Parent or Guardian

Do you have any specific goals in mind for your student that we may help with?
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Rider’s Authorization for Emergency Medical Treatment Form
(if student is a minor or under care of guardian – please skip to Medical History)

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 Southern STARRS, Inc. to:
1. Secure and retain medical treatment and transportation if needed for the above student.
2. Release student 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 “life saving” by the physician.  This provision will only be invoked if the person below is unable to be reached.

Date:__________________ Consent Signature:_______________________________________
Rider’s Physician’s Name:_________________________________________________________________
Preferred Medical Facility:_________________________________________________________________
Health Insurance Co.:______________________________________Policy#:_________________________
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 procedures to take place:

__________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________

Date:_________________ Non-Consent Signature:________________________________________________ _
							















Rider’s Medical History and Physician’s Statement
(To be completed by the Physician) 

Student’s Diagnosis:____________________________________________________________________
Tetnus Shot:   Yes Date_________        No              Height__________           Weight___________
Seizure Type (if applicable) ________________________ Controlled_________ Date of last seizure_________
Please indicate if patient has a problem and/or surgeries in any of the following areas by checking yes or no.  If yes, please comment.

	Areas
	Yes
	No

	Auditory
	
	

	Visual
	
	

	Speech
	
	

	Cardiac
	
	

	Neurological
	
	

	Muscular
	
	

	Areas
	Yes
	No

	Orthopedic
	
	

	Allergies
	
	

	Learning Disability
	
	

	Mental Impairment
	
	

	Psychological Impairment
	
	

	Other
	
	



Mobility:   Independent:    Yes  No     Crutches:   Yes  No   Braces:   Yes  No  Wheelchair:  Yes  No   
Please indicate any special precautions: ______________________________________________________________________________________________________________________________________________________________________
I understand that the therapeutic riding center will weigh the medical information above against the existing precautions and contraindications. Participation in equestrian assisted activities may be beneficial to this patient and to my knowledge there is no reason why this person cannot participate in supervised equestrian activities.  

Physician Name (please  print) _______________________________________________
Physician Signature: _______________________________________________________  
