Equus Therapeutic, Inc., at Oakhollow Farm

651 Henderson Road, Williamstown, MA 01267

Please read this document carefully, and do not sign unless you fully understand it.

Rider’s Name: ______________________________________ Date of Birth: _____________________ 

Address: ___________________________________________________________________________

   ___________________________________________________________________________
If rider is under 18, Parent/Guardian Name: _______________________________________________
Parent/Guardian Address (if different from rider’s): 

________________________________________________________________
________________________________________________________________
Contact Phone:________________________________ E-mail:________________________________
LIABILITY RELEASE

_______________________________ (rider) would like to participate in Equus Therapeutic, Inc. I recognize the inherent risk of injury in horseback riding generally and in learning to ride in particular, and working around horses. Under Massachusetts law, an equine professional is not liable for any injury to, or death of, a participant in equine activities resulting from the inherent risks of equine activities, pursuant to Chapter 128, Section 2D, of the General laws. However, I feel that the possibile 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 my assigns, executor or administrator, waive and release forever all claims for damages against Equus Therapeutic, Inc., its Board of Directors, Instructors, Therapists, Aides, Volunteers, and Oakhollow Farm for any and all injuries and/or losses I/my son/my daughter/my ward may sustain while participating in Equus Therapeutic, Inc.

Signature:________________________________________________ Date: ____________________



(Rider, Parent, or Guardian)

MEDICAL AUTHORIZATION

Rider’s name: _________________________________________

In the event of emergency medical aid/treatment is required due to illness or injury during the process of receiving services, or while being at Oakhollow Farm, I authorize Equus Therapeutic, Inc., to:

1. Secure and retain medical treatment and transportation as needed.

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

This authorization includes X-rays, surgery, hospitalization, medication, and any treatment procedure deemed life-saving by the physician. The provision will be invoked only if the person below is unable to be reached.

Consent Signature: _______________________________________ Date:_________________________




(Rider, Parent, or Guardian)

Print Name: _____________________________________________ Phone: ________________________

IF I CANNOT BE REACHED, 
CONTACT: _______________________________________________ Phone:_________________________
CONTACT: _______________________________________________ Phone: _________________________

Rider’s Physician: _________________________________________  Phone: _________________________

Medical Insurance Company: ____________________________ Policy number: _______________________

Preferred Medical Facility: ____________________________________________________________

Other Specific Conditions: _____________________________________________________________
PHOTO RELEASE

Rider’s name: _________________________________________

I hereby consent to and authorize the use of a reproduction by Equus Therpaeutic, Inc., of any and all photographs and other audiovisual materials taken of me/my child/my ward for promotional material, educational activities, or for any other use for the benefit of the program.

Signature:____________________________________________________ Date:___________________



(Rider, Parent, or Guardian)
