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Rider Contact Information
Rider’s Full Name  ______________________________________________________________
Address ______________________________________________________________________
City _____________________	State ___________	Zip Code _______________
Home Phone ___________________		Cell Phone __________________________
Email __________________________________________________________________

Next of Kin ___________________________ Relation to Self _________________
Home Phone ____________________	Cell Phone __________________________
Work Phone _________________________

Alternate Contact
Alternate Emergency Contact Person _______________________________________
Home Phone ______________________ Cell Phone __________________________
Work Phone _______________________
Alternate Emergency Contact Person _______________________________________
Home Phone ______________________	Cell Phone __________________________
Work Phone _______________________

Medical Information
Primary Care or Other Preferred Doctor __________________________________
Phone __________________________

Please list any Medical Conditions or Allergies medical staff should be aware of: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

	My signature authorizes Tall Pine Stables in the event of an accident or emergency: 1) to use this information to contact my next of kin and/or designated decision maker; 2) to contact and discuss my condition with my primary care or preferred doctor indicated; and 3) administer first aid to me and obtain emergency medical care for me.

Signed _______________________________________ Date ____________________
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