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Dear Parent/guardian and rider,
The Sudbury Therapeutic Riding Program (STRP) would like to welcome you to the 2017 season. In order to maintain this Program (care of the horses, acquisition and repair of equipment), we require in excess of $40,000.00 a year.  As a result, a yearly registration fee of $50.00 is required, as well as $125.00 per five (5) week session. However, we will require your assistance, support, attendance and skills to successfully fundraise more funds for the Program.  You will be personally asked to assist us and we welcome any fundraising ideas you may have.  

A series of forms (Application Package) are required to be completed by the parent/guardian or the rider if 18 years of age or older.  This package includes the following:
New Applicants

· Physician Referral form (Must be completed and signed by a physician)
Returning Applicants
· Rider Information form 
· Parent/guardian Release Agreement

· Rider Photo Release form
· Volunteer Release Agreement
· Physiotherapy Waiver
· Parent/guardian Responsibility form
Completed Information packages and registration fees need to be paid in advance, this will reserve the riding session. Failure to do so will result in forfeit of your riding session.
Our Program operates at 1000 Main Street in Val Caron (Paula’s Canine Country Club.) The program runs in four (4) x five (5) week sessions throughout the riding season (June to October depending on outdoor conditions). You will be notified the start date of your session. If you are a new rider, you will be contacted for an assessment when one becomes available. If the rider is unable to attend a lesson, it is important you contact STRP at 705-560-7877 ASAP to inform us of this. Failure to do so may result in the forfeit of your session.  
With your support and devotion, we anticipate another successful year.
Best regards,

Rachelle Poirier
STRP President (2017)
Parent/ Guardian Release Agreement
I/we, the undersigned, as parent(s)/guardians of __________________________, a minor, for and in consideration of the agreement with Sudbury Therapeutic Riding Program (STRP) to provide riding instruction to said minor, do hereby forever release , acquit, discharge and hold harmless STRP, its agents, employees, representatives, volunteers, successors and assigns and/or the Martel/ Elliot family, residing at 1000 Main Street, Val Caron, ON P3N 1L4, for all manner of claims, demands and damages of every kind and nature whatsoever which the undersigned or said minor may now, or in the future, have against STRP, its agents, employees, representatives, volunteers, successors and assigns and or the Martel/ Elliot family on account of any personal injuries, physical or mental condition, known or unknown, to the person of said minor, and the treatment thereof, as a result of, or in any way growing out of the acts of STRP, its agents, employees, representatives, volunteers, successors or assigns, including but not to their negligence or gross negligence in executing the services above described or in any way incidental thereto.

Date ______________________ 

Parent/guardian _______________________
Signature __________________________





Print

Rider (if 18 years of age or older) _____________________________
Signature __________________________







Print

Witness _____________________________
Signature __________________________ 

RIDER PHOTO RELEASE FORM

For valuable consideration given and by which is hereby acknowledged, I the undersigned hereby grant the Sudbury Therapeutic Riding Program the permission to take or have taken, still and moving, photographs and films including television pictures of our son/daughter/ward/rider ________________________________ and consent and authorize STRP, its advertising agencies, news media, and any other persons involved in STRP and its work, to use and reproduce photographs, films and pictures, to circulate and publicize STRP by all means including without limitation the generality of the foregoing newspapers, television media, brochures, pamphlets, educational materials, books and other clinical material.

With regards to the foregoing material, no inducements or promises have been made to us/me to secure our/my signature(s) to this release other than the intention of STRP to use such photographs, films, and pictures for the primary purpose of promoting and aiding STRP and its work.

Date ________________________ 

Rider (if rider 18 years or older) _____________________________________________ 

Parent/Guardian ____________________________________________
	 SEQ CHAPTER \h \r 1Patients Name:
	
	
	DOB     
	
	
	HC#
	
	   M               F
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	                    dd      mm      yyyy
	
	
	

	
	
	
	
	Weight:_____________ (lbs) __________________
	Height: ________ (ft)

	
	
	
	
	
	
	
	

	  SEQ CHAPTER \h \r 1Address: 
	
	
	
	
	
	
	

	
	# Street / # Apt
	
	City
	
	Postal Code
	
	Phone Number

	
	
	
	
	
	

	  SEQ CHAPTER \h \r 1Date:
	
	
	Language Preferred:
	
	Next of Kin/Guardian:
	____________________________

	 SEQ CHAPTER \h \r 1  Individual Living


	independent
	    with parents/guardian
  
	 
	     Other: ______________________________________________________
	

	  Diagnosis
	Primary:
	 [image: image2.wmf]         Date of onset: ___________________________________

	
	Secondary:


	  ________________________________          Date of onset: ___________________________________ 

*Please note that a cervical x-ray is required for rider with diagnosis of Down’s Syndrome.


	  Medical Concerns

  (please circle)
	  Health Status     Cardiac Disease     Incontinence     Depression     Circulation      Muscle tone         

  *Diabetic (insulin:  yes   no)    *Epileptic (frequency of seizures?): _________ (date of last seizure): __________ 

  Triggers: ___________________________________________________________________________________

	 Behavioral Concerns

  (please circle)
	 withdrawal         anxiety                 agitation      aggressiveness (verbal / physical)      depression

delusions          hallucinations           paranoid         smoking          anger           attention deficits

	  Sensory Concerns

  (please circle)


	gait/ balance/coordination    sensation concerns      visual impairment     auditory impairment     ambulatory / non-ambulatory

Sensory aids: _______________________________________________________________________________

Mobility aids: _______________________________________________________________________________ 

	Communicable                          Disease
	No: _____ Yes: ____ (please explain)_____________________________________________________________

	 Allergies
	No: _____ Yes: _____ (please list) _______________________________________________________________

	Medications/specify use 
	

	  Surgery
	
	
	
	No: ______ Yes: _____ Type of surgery:                                                                         1)____________________________________________________

2) ____________________________________________________

3) ____________________________________________________
	
	Date(s): _________________________________________________________________________________________________________________________________

	
	

	Other Concerns
	


In my opinion, this patient can receive riding instruction under appropriate supervision.  He/she may be evaluated further by the program therapist for evaluation of his/her physical abilities and or limitations in performing exercises and riding skills: yes / no.      
 Precautions/Contradictions: _______________________________________________________________________________

	      SEQ CHAPTER \h \r 1Referring Physician:
	
	
	
	
	

	
	Name/ Please print
	
	Signature
	
	Date

	
	
	
	

	
	
	
	
	
	

	
	Address
	
	Phone
	
	Fax


� SEQ CHAPTER \h \r 1�This document contains confidential information. If it is received in error please notify STRP immediately at (705) 560-7877.  Thank you








