Dear Participant,
Thank you for your interest in True Hope Therapeutic Horsemanship program!  Our program was founded in early 2018 to help humans and horses find the therapeutic benefits of horsemanship.  We do this by providing therapeutic horsemanship lessons and promoting the ethical use of equines.  True Hope Therapeutic Horsemanship is a New Hampshire tax-exempt 501(C)3 organization.
True Hope operates at activity sites in the greater Keene, NH area.  Currently, our sites are at 42 March Hill Rd, Walpole, NH at Walking M Farm and at 237 Mackey Rd, Troy, NH at Timber Trails Equestrian Center.  We hope to add more activity sites over the next couple of years.  
True Hope Therapeutic Horsemanship lessons are conducted in 6-week sessions.  During each session, your lesson time will remain the same and on the same day each week.  Lesson time availability varies from session to sessions but usually you will be able to hold your lesson time from session to session.  If a lesson is missed, make up lessons may be scheduled during the week following your 6-week session (see Participant Policies).  True Hope Horsemanship lessons can be either private, 60- minute lessons, or semi-private, 60 minute lessons (2 participants) may be available depending on the schedules of horses and other participants.  Unfortunately, we cannot guarantee a semi-private lesson will be available.  
For more information about our policies, please review our Participation Policies included in this packet.  If you have any questions, please do not hesitate to ask.  We can be reached at information@truehopetherapeutichorsemanship.org or 603-757-2808.

Sincerely,
True Hope Therapeutic Horsemanship
63 Emerald Street; PMB # 109
Keene, NH 03431
www.truehopetherapeutichorsemanship.org










TRUE HOPE THERAPEUTIC HORSEMANSHIP
THERAPEUTIC HORSEMANSHIP PARTICIPANT APPLICATION
Participant: _____________________________________________ Date: _______________________
Diagnosis/Disability/Pertinent Information: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
HEALTH HISTORY 
Date of Birth: ________________  Height: ______________ Weight: _____________
Please indicate current or past difficulties in the following areas (there is additional room below for more detailed comments).
	
	Yes
	No
	Comments

	Vision
	
	
	

	Hearing
	
	
	

	Sensation
	
	
	

	Speech/Communication
	
	
	

	Cardiac
	
	
	

	Breathing
	
	
	

	Digestion/ Elimination
	
	
	

	Circulation
	
	
	

	Neurological
	
	
	

	Immunity
	
	
	

	Allergies (Include Medications)
	
	
	

	Muscular
	
	
	

	Bone/Joint
	
	
	

	Pain
	
	
	

	Balance
	
	
	

	Thinking/Cognition
	
	
	

	Behavioral
	
	
	

	Anxiety
	
	
	

	Attention Problems
	
	
	

	Impulsivity
	
	
	

	History of Trauma
	
	
	

	Other Emotional/Psychological
	
	
	

	Learning Disability
	
	
	

	Other
	
	
	






Medications (Include prescription, over-the-counter, dose & frequency) ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please provide additional information in the following areas:
General Attitude & Behavior __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Cognitive Abilities (age level, multi-step directions, etc) ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Communication Challenges & Methods (verbal, sign, etc.) ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Physical Function (movement/coordination, posture, balance, and mobility skills such as transfers, walking, walker/wheelchair use, etc.) ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Psycho/Social Function (i.e. work/school, interests, hobbies, relationships, family structure, support systems, companion animals, fears, etc.) ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Does the participant see any of the following professionals?
· Mental Health Professional
· Speech Language Pathologist
· Physical Therapist
· Occupational Therapist
· Other: _______________________________________________________
· None
Has this participant been in a therapeutic horsemanship or therapeutic riding program before?
Yes	No
If so, please give us any feedback that may be helpful in lesson planning. (Activities, areas of interest, adaptive equipment, etc.) ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Goals: Why are you applying? What do you hope to accomplish? __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Are there any other special considerations we should be aware of? ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

I certify that I/my child/my ward am/are physically fit, have sufficiently trained for participation in Riding, and have not been advised otherwise by a qualified medical person. I/my child/my ward attest that I/my child/my ward do not have any condition or limitation that would prevent me/my child/my ward from participating in riding and other equine activities. It is the responsibility of the participant to carry full and complete insurance coverage on his/her horse, personal property and him/herself.
I certify that the answers given herein are true and complete to the best of my knowledge. I authorize the investigation of all statements contained within this participant application for True Hope Therapeutic Horsemanship. I understand and agree that false and misleading information given in my application may result in the immediate discharge from services at True Hope Therapeutic Horsemanship. 

Participant Signature: ________________________________________ Date: ___________________
Print: _____________________________________________________________________________
Parent/Guardian Signature: ____________________________________ Date: ___________________
Print: ______________________________________________________________________________





Contact Information: 
You may be contacted for more information or in the event that a lesson needs to be cancelled or rescheduled.
Full Name: _________________________________________________________
Address: __________________________________________________________
Home Phone Number: _________________________________________________
Mobile Phone Number: ________________________________________________
Work Phone Number: _________________________________________________
Email: ____________________________________________________________

I prefer that True Hope contacts me via _____________________________________



















TRUE HOPE THERAPEUTIC HORSEMANSHIP
PARTICIPANT AVAILABILITY
Participant: ________________________________________________________ 
Availability Valid Through: _________________________________________ (date)

Please indicate any days/times you may be available for your lesson.
	Time
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday
	Saturday
	Sunday

	8:00 AM
	

	
	
	
	
	
	

	9:00 AM
	

	
	
	
	
	
	

	10:00 AM
	

	
	
	
	
	
	

	11:00 AM
	

	
	
	
	
	
	

	12:00 PM
	

	
	
	
	
	
	

	1:00 PM
	

	
	
	
	
	
	

	2:00 PM
	

	
	
	
	
	
	

	3:00 PM
	

	
	
	
	
	
	

	4:00 PM
	

	
	
	
	
	
	

	5:00 PM
	

	
	
	
	
	
	

	6:00 PM
	

	
	
	
	
	
	

	7:00 PM
	

	
	
	
	
	
	

	8:00 PM
	

	
	
	
	
	
	



Do you have anything else to tell us about your availability? ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Signature: _________________________________________________ Date: __________________________



TRUE HOPE THERAPEUTIC HORSEMANSHIP
PARTICIPANT AGREEMENT
ACCIDENT WAIVER AND RELEASE OF LIABILITY
Under New Hampshire law, an equine activity sponsor or professional shall not be liable for any injury to, or the death of a participant in equine activities resulting from the inherent risk of equine activities (New Hampshire Stat. 508:19).
I acknowledge that riding a horse is an inherently dangerous activity and carries with it the potential for death, serious injury, and property loss. “Horse” as used herein shall refer to all equine species. “Horseback Riding” or “Riding” shall refer to riding or otherwise handling of horses, ponies, mules, or donkeys, whether from the ground or mounted. The risks include, but are not limited to, those caused by terrain, facilities, temperature, weather, condition of animals, equipment, vehicular traffic, actions of other people including, but not limited to, participants, spectators, volunteers, and/or instructors or coaches. These risks are not only inherent to participants but are also present for others present during Riding. I therefore realize that participation in Riding includes but is not limited to participating in any True Hope program or event, volunteering, and observing. I hereby assume all of the risks of participating in the Horseback Riding. I realize that liability may arise from negligence or carelessness on the part of the persons or entities being released, from their horses, volunteers, or employees, from dangerous or defective equipment or property owned, maintained, or controlled by them, or because of their possible liability without fault. 
I certify that I am physically fit, have sufficiently trained for participation in Riding, and have not been advised otherwise by a qualified medical person. I attest that I do not have any condition or limitation that would prevent me from participating in Riding. It is the responsibility of the participant to carry full and complete insurance coverage on his/her horse, personal property, and him/herself.
I acknowledge that this Accident Waiver and Release of Liability form will be used by the owners of the horses, owners of the real estate, owners of the facility, or others employed by such parties, and that it will govern my actions and responsibilities at each Riding occasion. 
In consideration of my application and permitting me to participate in Horseback Riding, I hereby take action for myself, my executors, administrators, heirs, next of kin, successors, and assigns as follows: (A) Waive, Release, and Discharge from any and all liability for my death, disability, personal injury, property damage, property theft, or actions of any kind which may hereafter occur to me, including my traveling to and from the Riding facility, THE FOLLOWING ENTITIES OR PERSONS: 
True Hope Therapeutic Horsemanship
and any and all directors, officers, employees, volunteers, representatives, and agents, and/or sponsors of the above; (B) Indemnify and Hold Harmless the entities or persons mentioned in this paragraph from any and all liabilities or claims made as a result of participation in Riding, whether caused by the negligence of releasees or otherwise. 
I hereby consent to receive medical treatment which may be deemed advisable in the event of injury, accident, and/or illness. 

The Accident Waiver and Release of Liability shall be construed broadly to provide a release and waiver to the maximum extent permissible under applicable law. 

I hereby certify that I have read this document and I understand its content.

________________________________________________________            _________________________
Signature of Participant or Parent/ Guardian                                                Date
EMERGENCY MEDICAL AUTHORIZATION
By signing this agreement, I hereby consent to receive medical treatment which may be deemed advisable in the event of injury, accident, and/or illness. In the event of an emergency, I consent to medical treatment such as but not limited to x-ray, surgery, hospitalization, medication, and any treatment procedure deemed “lifesaving” by the physician.
In case of emergency contact: 
Emergency Contact #1: ________________________________ Phone: __________________________
Emergency Contact #2: ________________________________ Phone: __________________________

PHOTO/VIDEO RELEASE
I hereby DO / DO NOT consent to and authorize the use and reproduction by True Hope Therapeutic Horsemanship of any and all photographs and any other audio/visual materials taken of me (and/or my child/ward) and my property, including facilities and equines, for promotional material, educational activities, exhibitions, or for any other use for the benefit of its programs.
The Participant Agreement shall be construed broadly to provide a release and waiver to the maximum extent permissible under applicable law. The Participant Agreement with Accident Waiver and Release of Liability is made and entered to in the State of New Hampshire and shall be enforced and interpreted under the laws of this state. Should any clause be in conflict with state law, then the clause shall not affect the validity of any other clause.
PARTICIPANT
I hereby certify that I have read this Participant Agreement and I understand its content. I further agree that no oral representations, statements, or inducements apart from the content of this agreement have been made.
Participant Name: _________________________________________ Date of Birth: __________________
Participant Signature: _________________________________________ Date: ______________________
Address: _______________________________________________________________________________
PARENT OR GUARDIAN
I hereby certify that I have read this Participant Agreement and I understand its content and unconditionally agree to its full terms, statements, warranties, notices, representations, waivers, and releases on behalf of both myself and my child or ward, whose name is: ___________________________________________.
Parent of Guardian Name: __________________________________________________________
Parent or Guardian Signature: _____________________________________ Date: _____________
Address: ________________________________________________________________________




ACCIDENT WAIVER AND RELEASE OF LIABILITY
I acknowledge that riding a horse is an inherently dangerous activity and carries with it the potential for death, serious injury, and property loss. “Horse” as used herein shall refer to all equine species. “Horseback Riding” or “Riding” shall refer to riding or otherwise handling of horses, ponies, mules, or donkeys, whether from the ground or mounted. The risks include, but are not limited to, those caused by terrain, facilities, temperature, weather, condition of animals, equipment, vehicular traffic, actions of other people including, but not limited to, participants, spectators, and/or coaches. These risks are not only inherent to participants, but are also present for others present during Riding. I hereby assume all of the risks of participating in the Horseback Riding. I realize that liability may arise from negligence or carelessness on the part of the persons or entities being released, from their horses or employees, from dangerous or defective equipment or property owned, maintained, or controlled by them, or because of their possible liability without fault. 

I certify that I am physically fit, have sufficiently trained for participation in Riding, and have not been advised otherwise by a qualified medical person. 

I acknowledge that this Accident Waiver and Release of Liability form will be used by the owners of the horses, owners of the real estate, owners of the facility, or others employed by such parties, and that it will govern my actions and responsibilities at each Riding occasion. 

In consideration of my application and permitting me to participate in Horseback Riding, I hereby take action for myself, my executors, administrators, heirs, next of kin, successors, and assigns as follows: (A) Waive, Release, and Discharge from any and all liability for my death, disability, personal injury, property damage, property theft, or actions of any kind which may hereafter occur to me, including my traveling to and from the Riding facility, THE FOLLOWING ENTITIES OR PERSONS: 
Carol Worcester

and her directors, officers, employees, volunteers, representatives, and agents, and/or sponsors; (B) Indemnify and Hold Harmless the entities or persons mentioned in this paragraph from any and all liabilities or claims made as a result of participation in Riding, whether caused by the negligence of releasees or otherwise. 

I hereby consent to receive medical treatment which may be deemed advisable in the event of injury, accident, and/or illness. 

I understand that Horseback Riding or related activities, I may be photographed. I agree to allow my photo, video, or film likeness to be used for any legitimate purpose by any of the releasees. 

The Accident Waiver and Release of Liability shall be construed broadly to provide a release and waiver to the maximum extent permissible under applicable law. 

I hereby certify that I have read this document and I understand its content.

___________________________        _____               _____________________________       ___________
Print Participant’s Name	          Age                 Signature (if under age 18, parent or          Date
                                                                                       guardian must also sign)

 PARENT/GUARDIAN WAIVER FOR MINORS (Under 18 Years Old) 
The undersigned parent and natural guardian does hereby represent that he/she is, in fact, acting in such capacity and agrees to save and hold harmless and indemnify each and all of the parties referred to above from all liability, loss, cost, claim, or damage whatsoever which may be imposed upon said parties because of any defect in or lack of such capacity to so act and release said parties on behalf of the minor and parents or legal guardian.

__________________________     ______          ___________________________________              __________
Print Participant’s Name                 Age                Signature of Parent or Guardian                                 Date

True Hope Therapeutic Horsemanship
Confidentiality Agreement
Confidentiality Policy
[bookmark: _Hlk509869851]All information concerning participants, former participants, staff, volunteers, and financial data, and business records of True Hope Therapeutic Horsemanship is confidential. “Confidential” means that you are free to talk about True Hope Therapeutic Horsemanship and about your program and your position, but you are not permitted to disclose clients’ names or talk about them in ways that will make their identity known. No information may be released without appropriate authorization. This is a basic component of client care and business ethics. The board of directors, staff and our clients rely on paid and volunteer staff to conform to this rule of confidentiality. 
True Hope Therapeutic Horsemanship expects you to respect the privacy of clients and to maintain their personal and financial information as confidential. All records dealing with specific participants must be treated as confidential. General information, policy statements or statistical material that is not identified with any individual or family is not classified as confidential. Staff members and volunteers are responsible for maintaining the confidentiality of information relating to other staff members and volunteers, in addition to participants. Failure to maintain confidentiality may result in termination of your employment or volunteer position, or other corrective action.
Certification
I have read True Hope Therapeutic Horsemanship’s policy on confidentiality and the Confidentiality Policy presented above. I agree to abide by the requirements of the policy and inform my supervisor immediately if I believe any violation (unintentional or otherwise) of the policy has occurred. I understand that violation of this policy will lead to disciplinary action, up to and including termination of my service with True Hope Therapeutic Horsemanship.

Signature ______________________________________ Date _________________ 

Name _____________________________________________________________ 










TRUE HOPE THERAPEUTIC HORSEMANSHIP
RELEASE OF INFORMATION

This is a consent for release of information for: _______________________________________(participant’s name).

I authorize TRUE HOPE THERAPEUTIC HORSEMANSHIP to release or obtain (circle one) the following specific information: ________________________________________________________________________ ____________________________________________________________________________________________________________________________________________________________________________________

This information may be used only for the purpose of: ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

I understand I have the right to see this information at any time. I understand that I can revoke this consent in writing to both the person giving and the person receiving the information. Any information already released may be used as stated on the consent. I understand the requested or provided information is needed to determine eligibility for True Hope Therapeutic Horsemanship services. 

This consent is valid only until: ___________________________________. This consent is not automatically renewable. It expires automatically at the end of the period specified unless revoked in writing sooner. 
By my signature below, I affirm that I have read this release or it has been read to me, and I understand its content.

Signature: ______________________________________________ Date: __________________







TRUE HOPE THERAPEUTIC HORSEMANSHIP
Date: ________________
Dear Physician: 
Your patient, _________________________________________ (participant’s name) is interested in participating in supervised equestrian activities. In order to safely provide this service, our center requests that you complete/update the attached Medical History and Physician’s Statement Form. 
Please note that the following conditions may suggest precautions and contraindications to therapeutic horseback riding. Therefore, when completing this form, please note whether these conditions are present, and to what degree.
True Hope Therapeutic Horsemanship		(603) 757-2808
Medical/Psychological
Allergies                                                      
Animal Abuse                                            
Cardiac Condition         
Physical/Sexual/Emotional Abuse               
Blood Pressure Control                          
Dangerous to Self or Others               
Exacerbations of Medical Conditions (ex. RA, MS)                                                               Fire Settings                                          
Hemophilia                                                 
Medical Instability                                   
Migraines                                                          Peripheral Vascular Disease                                      Respiratory Compromise                             
Recent Surgeries                                       
Substance Abuse                                      
Thought Control Disorders                        
Weight Control Disorder

Other
Age – Usually Under 4 Years                    
Indwelling Catheters/Medical Equipment                  Medications (ex. photosensitivity)                    
Poor Endurance                                              
Skin Breakdown


Atlantoaxial Instability (Include Neurological Symptoms)                                             
Coxarthrosis                                               
Cranial Deficits                                     
Heterotopic Ossification/Myositis Ossificans Joint subluxation/dislocation              
Osteoporosis                                          
Pathologic Fractures                                      
Spinal Joint Fusion/Fixation                        
Spinal Joint Instability/Abnormalities

Neurologic
Hydrocephalus/Shunt                                    
Seizure                                                            
Spina Bifida/Chiari II Malformation/Tethered Cord/Hydromyelia








Thank you very much for your assistance. If you have any questions or concerns regarding this patient’s participation in therapeutic equine activities, please feel free to contact the center at the address/phone indicated below. 
Sincerely,
True Hope Therapeutic Horsemanship
PARTICIPANT’S MEDICAL HISTORY & PHYSICIAN’S STATEMENT
Please use an additional sheet of paper if necessary.
Participant: _________________________________________________________ 
DOB: _________________ Height: ________________ Weight: ________________ 
Diagnosis: _________________________________ Date of Onset: ______________ 
Past/Prospective Surgeries: ______________________________________________ 
Medications: ________________________________________________________ 
Seizure Type: ___________________ Controlled?   Y   N   Date of last seizure: _________ 
Shunt Present?   Y   N   Date of last revision: ___________________________________ 
Special Precautions, Diets/Needs/Allergies: ___________________________________ 
May participate in all activities?   Y   N   May participate except for: ____________________ 
Mobility: Independent Ambulation?   Y   N   Assisted Ambulation?   Y   N   Wheelchair?   Y   N   
Braces/Assistive Devices: ________________________________________________ 

FOR PERSONS WITH DOWN SYNDROME:        
Neurologic symptoms of Atlantoaxial Instability:            Present            Not Present
Please indicate current or past difficulties in the following systems/areas, including surgeries:
	System/Area
	Yes
	No
	Comments

	Auditory 
	
	
	

	Visual
	
	
	

	Tactile
	
	
	

	Sensation
	
	
	

	Speech
	
	
	

	Cardiac
	
	
	

	Circulatory
	
	
	

	Integumentary/Skin
	
	
	

	Immunity
	
	
	

	Pulmonary
	
	
	

	Neurologic
	
	
	

	Muscular
	
	
	

	Balance
	
	
	

	Orthopedic
	
	
	

	Allergies
	
	
	

	Learning Disability
	
	
	

	Cognitive
	
	
	

	Emotional/Psychological
	
	
	

	Pain
	
	
	

	Other
	
	
	


To my knowledge, there is no reason why this person cannot participate in supervised equestrian activities. However, I understand that the therapeutic riding center will weigh the medical information above against the existing precautions and contraindications.
Name/Title: _________________________________________________________ 
Signature: ____________________________________ Date: __________________ 
Address: ___________________________________________________________ 
Phone: __________________________ License/UPIN Number: _________________
TRUE HOPE THERAPEUTIC HORSEMANSHIP
PARTICIPATION POLICIES

Participant: __________________________________________   Date: _______________________

PAPERWORK POLICY
All participant paperwork must be completed annually, and medical forms must be resubmitted after any major illness, fracture, surgery or hospitalization.  
The participant, or parent or guardian, must, inform True Hope Therapeutic Horsemanship if the participant has been hospitalized, had a seizure, has had a change in medication type or dosage that could affect safety, behavior, or functioning; or has had any change in the information given on the medical forms since the last lesson or session.
APPAREL POLICY
All participants must wear an ASTM-SEI approved riding helmet.  Helmets will be available to borrow from True Hope Therapeutic Horsemanship, or the participant may use their own.  However, the Instructor will verify fit and the helmet must be in good condition and be less than 5 years old.
Footwear must have closed toes.  It is also recommended that participants use boots with a small heel and non-aggressive tread.
For mounted activities, it is recommended that long, comfortable pants be worn by participants.
SUPERVISION POLICY
If there is an adult responsible for the participant, they must stay at the activity site for the duration of the lesson.  If children are brought to the activity site with the participant, they always need to be supervised by an adult.  
24-HOUR CANCELATION POLICY
If you are not able to keep your scheduled lesson, please let us know as soon as possible.  If less than 24-hours’ notice is given, you will be billed at $15.00 cancelation fee, except if there is an emergency.  If less than 2-hour notice is given or the participant does not attend the scheduled lesson with no notice, you will be billed for the full amount of that lesson.  The only exception to this policy is for weather conditions described below, or an emergency.
WEATHER CANCELATION POLICY
Lessons may be canceled by True Hope Instructors or the client with as little as a 2-hour notice.  Lessons may be canceled for rain if there is no indoor arena, thunderstorms or chances of thunderstorms, snow, extreme heat or cold, or if road conditions prevent safe travel to an activity site.
PAYMENT & REFUND POLICY
Payment is expected before or at the time of the lesson.  Lessons may be provided for a discount, if the session is paid for before the start of the session.  True Hope Therapeutic Horsemanship does not refund for unused lessons unless lessons are canceled by True Hope Therapeutic Horsemanship.  Prepaid lessons expire if not used within 365 days of the date of purchase.  Lesson are only transferable with the approval from True Hope Therapeutic Horsemanship.  
LESSON COST
Lessons are given at the following rates:
· Private Lesson, 60 minutes: $65.00, 6-week sessions $390, if paid before the start of the session, $360.
· Semi-Private Lesson, 2 participants, 60 minutes: $45.00 per participant, 6-week sessions $270, if paid before the start of the session, $240
Semi-Private lessons are only available as scheduling and horse matches allow.

Participant will be attending and paying for ______________________________________ lessons at the rate of ________________ for the session ________________________________________.

[bookmark: _GoBack]The participant’s lessons will be paid for by _____________________________ which will be at the start of each lesson / the session (please circle one).
DISMISSAL POLICY
If lessons are deemed unsafe for the participant, horse, volunteers, or staff, the participant may be asked to discontinue lessons at True Hope Therapeutic Horsemanship.   In the event of dismissal, True Hope Therapeutic Horsemanship will refund any unused prepaid lessons (see Refund Policy).  

I have read and understand the content of this document, Participant Policies, including the cost of my lessons.
Participant Name: _________________________________________________________________________
Participant Signature: ____________________________________________ Date: _____________________
Parent or Guardian Name: ___________________________________________________________________
Parent or Guardian Signature: ______________________________________ Date: _____________________

Please complete and return this page with your application.  Keep the rest of the Participant Policies for your reference.
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