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 Registration Form

DATE:______________

Rider ___________________________Birth date______________Age_____Sex_________

Address_______________________City____________________State______Zip________

e-mail___________________  Name of School if Applicable_________________________

Mothers name________________
Employed by_________________________________

Fathers name_________________
Employed by ________________________________

Contact phone numbers__________________________     Cell______________________

Brief Description of Disability________________________________________________

I/ my son/daughter is interested in participating in the following session(s)

_____ Winter Session- Jan- March

_____Spring Session- March- June

_____Summer Session- June- August

_____Fall Session- September- December   

_____ Year- Round Riding        

Please circle the times that you could attend classes.  Trying to get everyone scheduled in a class with riders who are working on similar activities and on the horse that best suits them is always a challenge.  We will notify you of your scheduled class as soon as possible.  

Tri State Therapeutic Riding Center has experienced a tremendous growth of interest in the program that may necessitate your child being put on a waiting list.  Please respond as soon as possible 
Circle all the times you can participate:

Monday Mornings

Tuesday 
        Thursday
Saturday
9am-Independent

4:00


3:00

1:00

10am-Vaulting

5:00

    
4:00     
2:00

11am-Independent

6:00


5:00

3:00



7:00


6:00














7:00

RETURN THIS FORM AS SOON AS POSSIBLE

                 TSTRC,  P.O. Box 1371 Cleveland, TN 37364 Phone 423-339-2517 Fax: 423-476-7181  email: reinbowriders@gmail.com
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RIDER INFORMATION FORM

Name: ______________________________________________________________________________                   

Home Phone:________________________ Cell:_______________________________Date:__________

Address:






City: 
State: 
Zip: 




Work Phone: 
 Age (if under 18): 






Email Address:________________________________________________________________________

If student, name of school: 






In Case of Emergency
Name:
Home Phone: 
Work Phone:



Address:






Physician:

Phone:



Hospital:






In case of emergency, I give permission to Tri State Therapeutic Riding to secure medical treatment including x-ray, surgery, hospitalization and medication.

Date:
Signature:





Photo Release
I consent to and authorize the use and reproduction by Tri State  Therapeutic Riding of any and all photographs and any other audio-visual materials taken of me for promotional material, education activities, exhibitions or for any other use for the benefit of the program.

Date:
Signature:





 Liability Release
 I acknowledge the risks and potential for risks of a horseback riding program. However, I feel that the possible benefits  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 Reinbow Therapeutic Riding, its Board of Directors, instructors, therapists, volunteers and/or employees for any and all injuries and/or losses I may sustain while participating at Tri State Therapeutic Riding.

Tri State Therapeutic Riding will preserve the right of confidentiality for all individuals in its program.  The staff and volunteers will keep confidential all medical, social personal and financial information regarding a person and his or her family.

Date                                                Parent/ Guardian Signature:







Confidentiality Statement 

Tri-State Therapeutic Riding Center will preserve the right of confidentiality for all individuals in its program.  The staff and volunteers will keep confidential all medical, social, personal and financial information regarding a person and his/her family.

I understand and will observe the confidentiality policy of the Tri-State Therapeutic Riding Center.

Signature ________________________________________  


Date __________________
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Rider's Medical history and Physician's Statement

to be completed annually
Name:_________________________________________ Date of Birth: ______________________________

Address:______________________________________________________________________________               
Name of parent/Guardian:___________________________________________________________________

Diagnosis:_________________________________________________________________________________    

Date of onset:______________________________   **For persons with downs syndrome:

· negative cervical x-ray for atlantoaxial instability     x-ray date:________________________________

· negative for clinical symptoms of atlantoaxial instability

Height:___________   weight:_____________       tetnus shot :    yes   No         date:  _________________

Seizure type:____________________   controlled:______________  date of last seizure:_______________

medications:________________________________________________________________________________

Please indicate if patient has a problem and/or surgeries in any of the following areas by checking yes or no, 

please comment.

	areas
	yes
	no
	comments

	auditory
	
	
	

	visual
	
	
	

	speech
	
	
	

	cardiac
	
	
	

	circulatory
	
	
	

	pulmonary
	
	
	

	neurological
	
	
	

	muscular
	
	
	

	orthopedic
	
	
	

	allergies
	
	
	

	learning disability
	
	
	

	mental impairment
	
	
	

	psychological impairment
	
	
	

	other
	
	
	


Mobility:  independent ambulation    yes   No      crutches    yes   No              braces    yes   No

      
  wheelchair  Yes   No                   please indicate any special  Precautions:_______________________________

To my knowledge there is no reason why this person cannot participate in supervised equestrian activities.  

However, I understand that the Reinbow Therapeutic 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, Psychologist, etc.) 

in the implementing of an effective equestrian program. 

PHYSICIAN NAME (please print)___________________________________________________________
PHYSICIAN SIGNATURE__________________________________________________Date:_______________

Address________________________________________________________________Phone______________
TSTRC,  PO Box 1371, Cleveland, TN  Phone: 423-339-2517 Fax: 423-476-7181 reinbowriders@gmail.com
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Information for Physician

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

Orthopedic





Medical/Surgical

Spinal Fusion





Allergies

Spinal Instabilities/Abnormalities



Cancer

Scoliosis





Poor Endurance

Kyphosis





Recent Surgery

Lordosis






Diabetes

Hip Subluxation and Dislocation



Peripheral Vascular Disease

Osteoporosis





Varicose Veins

Pathologic Fractures




Hemophilia

Coxas Arthrosis





Hypertension

Heterotopic ossification




Serious Heart Condition

Osteogenesis Imperfecta




Stroke (Cerebrovascular Accident)

Cranial Deficits

Spinal Orthoses

Internal Spinal Stabilization Devices

Neurologic





Secondary Concerns

Hydrocephalus/shunt




Behavior problems

Spina Bifida





Age under two years

Tethered Cord





Age two-four years

Chiari II Malformation




Acute exacerbation of chronic disorder

Hydromyelia





Indwelling catheter

Paralysis due to Spinal Cord injury

Seizure Disorders

Physician’s Notes:

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________
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