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2 School Way, Watsonville, CA 95076
Horsemanship Camp
PLEASE SEND REGISTRATION FORM ALONG WITH A

NONREFUNDABLE $100 DEPOSIT WHICH WILL BE APPLIED TO CAMP FEE
Camper’s Name __________________________________________________________________
    first 



last



nickname
Birth date ____________________________
     Age at time of camp_______
    month
          day           
year
Home Address__________________________________________________________

City___________________________________________ State______ Zip ________________

Name of Parent/Legal Guardian____________________________________________________

Mobile telephone (____)_________________ Home telephone (___)______________________
Telephone number at which legal guardian or parent may be reached in case of emergency________________________

Email address: ________________________________________________

Height of student____________ 
Weight_______________________

State any health/ medication or food problems/allergies ________________________________________ _____________________________________________________________________________________ _____________________________________________________________________________________
Who recommended Monte Vista Horsemanship Camp to you? __________________________________

Has student had any previous riding experience? Yes_________ No__________

Please outline riding experience (lessons, shows, etc.). Use back of sheet if necessary for full description.

_____________________________________________________________________________

_____________________________________________________________________________

Has the student ever attended Monte Vista Horsemanship Camp before? _________________ 

Is student bringing his/ her own horse? ___________ (Facilities are limited. Reservations must be made at this time.)

Would camper like to bunk with anyone in particular?_________________________________________________

Please check session(s) desired and enclose $100.00 deposit for each 

_______Session One June 18- June 24

_______Session Two June 25- July 1

_______Session Three: July 2- July 8

_______Session Four: July 31- Aug 5

Sleep over camp ($950/wk*)__________ Full day Camp ($500/wk)_________ Half day Camp ($350/ wk)______
*$900 if registered and paid in full by May 1!

Payment form: Check #________, make payable to Belmont Training Stable
Credit Card #________________________________Expiration date:_____________



    

Release of Liability and Insurance Information
*YOUR APPLICATION WILL BE RETURNED IF THIS INFORMATION IS NOT COMPLETE*

CAMPER'S NAME:__________________________________________________

PARENT NAME:____________________________________________________

PARENT EMERGENCY CONTACT #: _________________________________

By signing this document, I agree to allow my child to participate in camp activities, including working with and riding horses, swimming at the pool, and playing with other campers. I have sufficient knowledge of horses to understand their unpredictability and potentially dangerous character in general and I understand that the use, handling and riding of a horse involves risk of bodily injury to anyone who handles or rides horses, as well as the risk of damaging the property of others. I understand that any horse, irrespective of its training and usual past behavior and characteristics, may act or react unpredictably at times, based upon instinct or fright, which likewise is an inherent risk assumed by one who handles/rides horses. 

I expressly assume such risk and hereby waive any claims that I might have against Cassie Belmont, the Belmont Training Stable, the Monte Vista Horsemanship Camp, and the Monte Vista Christian School, including its Teachers, Counselors and Trainers, on behalf of the above mentioned camper or myself. I agree to pay all doctor or hospital fees if the child is injured while staying at Monte Vista Horsemanship Camp.  I hereby give my permission for the counselors to administer first aid to my child or take him/her to a doctor should it become necessary.  .
Signature of Parent/Legal Guardian_____________________________________ Date________
INSURANCE INFORMATION
PLEASE PROVIDE THE FOLLOWING INFORMATION (print or type):

FAMILY DOCTOR: ______________________________ PHONE: (____)_________________

DO YOU HAVE HEALTH AND ACCIDENT INSURANCE? ____________

NAME OF INSURANCE COMPANY: _______________________________________________

PHONE NUMBERS: _____________________________________________________________

AGENT (if known): _____________________________________________________________

ADDRESS: ___________________________ CITY____________________ STATE_________

POLICY OR GROUP NUMBER: ___________________________________________________

SIGNATURE OF PARENT OR LEGAL GUARDIAN: ___________________________________

