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Northwest Therapeutic Equestrian Association

4217 Thomas St.  Terrace, BC  V8G 3H2   
 2012 Spring Participant Registration 
Session Dates: Yet to be determined
Time: Tues. or Thurs. 3:30pm-6:30pm
Cost: $320
*please note there will be an additional $20 added to all late applications.
Date/Time preference: ____________________________________________________

Although we are unable to guarantee any specific time or date, we will try to accommodate participants with date/time preferences as space and horse availability allows.

Name of Participant: ______________________________________________________

Address: ________________________________________________________________

City:________________ Province: ______________ Postal Code: __________________

Home Phone: __________________ Cell:__________________

E-mail:________________________

Name of Parent/Legal Guardian: _____________________________________________

Signature:________________________________  Date: _________________________



Parent/Legal Guardian if under 18
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Welcome to NWTEA’s Therapeutic Riding program! We look forward to a wonderful relationship.

Unfortunately, the registration process involves a lot of forms! Please understand that this paperwork is necessary for the NWTEA team to be in compliance with insurance requirements. It is also necessary to help the team tailor the lessons to your needs by providing the right combination of horse, equipment, tack, volunteers and lesson content.
No one can participate in any activity at the NWTEA Therapeutic Riding program without submitting the appropriate forms. We ask that you return all forms as soon as possible – and at least one week prior to the start of lessons to allow the selection committee time to review them and set up an individualized riding program. 

If the participant’s condition/situation changes at any time, please let the Program Director know and have the appropriate information updated.
An orientation visit may be arranged to familiarize the participant with the program. The participant and parents/caregivers will be given the opportunity to visit with the horses and Instructor.
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Participant Profile 
General Information:

Name: _________________________________ DOB: __________________________

Height: _________________ Weight: ______________ Male/Female: ______________
Goals and Expectations (reason for applying, what you hope to accomplish)

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Mobility

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________
Level of Communication

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Social (likes/dislikes, fears/concerns etc.)

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________

________________________________________________________________________

Previous Experience with Horses (when? where? level of participation)

________________________________________________________________________________________________________________________________________________ ________________________________________________________________________

________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________   

Any additional comments and/or information you would like us to be aware of: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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Authorization for Emergency Medical Treatment

Name:__________________________ DOB:____________  Phone: (     )____________

Address:________________________________________________________________ Physician’s Name:_________________________  Phone: (     ) ____________________
Care Card #  _____________________________
Allergies:_______________________________________________________________

Medications: ____________________________________________________________
_______________________________________________________________________

In the event of an emergency, contact:

Name:_______________________ Relation:______________  Phone:_______________

Name:_______________________ Relation:______________ Phone:_______________

Consent 

In case of emergency, I consent to Northwest Therapeutic Equestrian Association securing medical treatment/aid including x-rays, surgery, hospitalization, medication

and any treatment procedure deemed “life saving” by the physician.  This provision will only be invoked if the person(s) above is unable to be reached.
Date:________________   Consent Signature: __________________________________






Parent or Legal Guardian if child is under 18
Non-Consent
I do not give consent for emergency medical treatment/aid to be secured by Northwest Therapeutic Equestrian Association.  In the event emergency treatment/aid is required, I wish the following procedures to take place:

________________________________________________________________________

________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________

Date:_________________   Non-Consent Signature: _____________________________






Parent or Legal Guardian if child is under 18
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Photo/ Video Release
□
I DO

□ I DO NOT
Consent to and authorize the use and reproduction by Northwest Therapeutic Equestrian Association of any and all photographs and other audio/visual materials taken of me for promotional material, educational activities, exhibitions, or for any other use for the benefit of the program.
Signature:_______________________________  Date:________________________


Parent/Legal Guardian if under 18
Liability Waiver     
       I acknowledge that the sport of horses is a risk sport and that I am participating at my own risk and in full knowledge of the hazards and potential hazards which are inherent in this sport. I further acknowledge the inherent risk in riding, working around horses (mounted and dismounted) and viewing horse activities, which include bodily injury to both horse and rider which can result from therapeutic riding as well as normal use, competition and schooling. It is hereby also understood that no helmet or protective equipment can protect me against all foreseeable injury.
I hereby assume all risk and herby absolve Northwest Therapeutic Equestrian Association, its members, volunteers, and Board of Directors, from all responsibility, liability or claims of any nature and kind which I may have arising from participation in the therapeutic riding program including, but not limited to bodily injury or death, and damage to or loss of my property arising from any cause whatsoever, including negligence of Northwest Therapeutic Equestrian Association or any of its members, volunteers, or Board of Directors.

I hereby declare that in signing this document that I have read and fully understand and agree to the terms and conditions stated herein and that it is binding upon my executors, heirs, and assigns.

Signature:___________ __________________________ Date:_____________________
Parent/Legal Guardian if under 18
Signature of Witness: ____________________________ Date:_____________________
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 RULES AND POLICIES

(PLEASE READ!)

PROGRAM FEE POLICY
1. The fee per session is $320.  A session consists of 8 weeks, with one 30 min. lesson per week.  
2. Payment is due PRIOR to the start of the session.  If payment and application are not received at least one week prior to the session, or financial arrangements have not been made with the Program Director, that time slot may be given to a person on the waiting list.

3. There are no refunds.
4. Sponsorship funds may be available to assist with partial payment of fees for those who indicate a need. Please contact Judy Eisner at eisner@telus.net for further information regarding financial sponsorship.
ANNUAL MEMBERSHIP FEES

There is an annual NWTEA membership fee required of each person (volunteers, riders, and instructors) participating in the program. This fee ensures adequate insurance coverage and helps offset the many costs of our program. Membership fees are in addition to session fees and must be renewed annually, in January of each year.  Please make your cheque payable to Northwest Therapeutic Equestrian Association.  
NWTEA Individual - $10

NWTEA Family - $20

      Please Note: Participants are no longer required to be members of Horse Council BC. However, it is recommended by NWTEA that participants obtain the additional insurance coverage. Applications can be made online at www.HCBC.ca or by phone at 1-800-345-8055.
*Please apply directly to HCBC.
GENERAL POLICIES
1. Absolutely NO SMOKING on the premises.

2. Absolutely NO DOGS on the premises.

3. Children must be supervised by a responsible adult at all times.  There are many inherent dangers in and around the ranch.  

4. Please do not allow your children to run up to a horse or to feed them.  Any horse can bite or kick, and some horses are on special diets. No one is allowed near a horse unless directly supervised by a volunteer or instructor.  
5. We have a well-stocked medical kit.  Please report any injuries to us so that we may attend to them.  
ATTENDANCE: 
1. If lessons are proceeding as scheduled and the student does not attend, there will be no make-up lesson.
2. In the event that NWTEA cancels a lesson a make-up lesson will be offered. 
3. Please notify NWTEA at least 24 hours before the scheduled lesson times if a participant will be absent.  After three (3) unexcused absences the rider may be dismissed from the program. 
APPAREL:
1. Please come dressed appropriately for the weather. 

2. Shoes or boots with heels to prevent the foot from sliding through the stirrup are required. Open-toed sandals and slip-on shoes are not allowed.  Braces and prostheses may be worn with whatever shoes are required for them.

3. Long pants are required. Stretch pants or riding pants are recommended for comfort.  

4. All riders must wear a properly fitting ASTM/SEI approved riding helmet.  Helmets will be provided for riders that do not have their own.
RIDER FORMS
Application forms must be completed annually. The Physician’s statement must be updated annually.  The Session Registration form will be required prior to each session. Please inform us of any change in address, phone numbers, or medical condition, including changes in medication that happen throughout the year so we can update our information.
SESSIONS
Lessons will be given once per week and will be 30 minutes in length. Each lesson will include riding, grooming and/or preparing tack to the extent of the participant’s interest/ability. Lessons will have a maximum group of 4 riders in the ring.
The minimum age for participation in NWTEA’s Therapeutic Riding program is 3 years.
All lessons will be supervised by an Equine Canada Certified Instructor/Coach. 

Classes will be filled on the basis of rider’s needs, riding ability, and availability of volunteers and suitable horses. 

ADMISSION & DISCHARGE POLICY

It is the decision of the program Board of Directors/Instructor to admit or discharge a participant. Participants can be refused entry or discharged from the program for a variety of reasons including, but not restricted to exceeding the weight allowed, failure to appear for classes, inappropriate behavior, or implications that the continuation of Therapeutic Riding is a contraindication. 

Agreement
I hereby certify that I have read and agree to the above conditions.

I voluntarily release all information within the Participant Application, including the Physician Referral form, to be reviewed by the Board of Directors of Northwest Therapeutic Equestrian Association. I understand that this information will not be released by Northwest Therapeutic Equestrian Association to any third party.
Signature: _____________________________ 
Date:_________________________


Parent or Legal Guardian if under 18
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2012 NWTEA Membership Application

(expires Dec. 31, 2012)
Membership fees:

	
	

	Youth (under 18)
	$10

	Adult
	$10

	Family
	$20


Type of Membership: ________________________ Amount enclosed: ______________

Name:__________________________________________________________________

Address:________________________________________________________________

City:____________________________ Postal Code:_____________________________

Phone: (     )_______________________ E-mail:________________________________
Please check all that apply:

□ Volunteer

□ Rider
□ Staff

□ Parent/Caregiver

□ Board

□ other___________________

Method of Payment
At this time NWTEA is only able to accept payment made by cash or cheque. Please make cheques payable to Northwest Therapeutic Equestrian Association.

Please provide information for all members applying for NWTEA Family Membership:
Note: Family membership is limited to immediate family only 
Name:_____________________________ Relationship to Participant: ______________
Please check all that apply:

□ Volunteer

□ Rider
□ Staff

□ Parent/Caregiver

□ Board

□ other___________________

Name:_____________________________ Relationship to Participant: ______________
Please check all that apply:

□ Volunteer

□ Rider
□ Staff

□ Parent/Caregiver

□ Board

□ other___________________

Name:____________________________  Relationship to Participant:_______________
Please check all that apply:
□ Volunteer

□ Rider
□ Staff

□ Parent/Caregiver

□ Board

□ other___________________

Name:___________________________   Relationship to Participant:________________

Please check all that apply:

□ Volunteer

□ Rider
□ Staff

□ Parent/Caregiver

□ Board

□ other___________________
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2012 Physician’s Referral

Name: _________________________________ Date: _______________________

DOB: __________________________________ Sex: ________________________

Phone: _________________________________ email:_______________________

Address:_______________________________________________________________________________________________________________________________

Next of Kin/Legal Guardian: _____________________________________________________

Phone: _________________________________ email: ______________________

MEDICAL

Primary

Diagnosis: ______________________________ Date of onset: ________________

Secondary

Diagnosis: ______________________________ Date of onset: ________________

Height: _________________________________ Weight: _____________________

Shunt present:  Y   N 
Date of last revision:____________________________

Diabetes: _______________________________ Insulin:______________________

Epilepsy: ____________ Frequency/type of seizures: ________________________

Date of last seizure: ___________________________________________________

Medications: ______________________________________________________________________________________________________________________________________

For: ______________________________________________________________________________________________________________________________________

SURGERY DATES (Past/Prospective)

______________________________________________________________________________________________________________________________________

Ambulatory: YES NO   Assistive Devices:__________________________________

PHYSICAL

Muscle Tone (spasticity, flaccidity, etc.)

Tone in upper extremities: ___________________________________________________________________

Tone in lower extremities: ___________________________________________________________________

Tone in trunk: ___________________________________________________________________

Balance: Sitting: ______________ Standing: ____________ Walking: ___________

Scoliosis: Type: ______________________ Degree: _________________________

Brace: _____________________ Last X-Ray: ______________________________

Kyphosis/Lordosis

Type: ______________________ Degree: _________________________________

Osteoporosis: ________________________ Arthritis:________________________

SENSORY

Language: English: _____________ Sign: _______________ Other:_____________

Comprehension: Good: _____________ Fair: ______________ Poor: ___________

Sensory Function: Sight: ________________ Hearing: _______________________

Tactile: ________________ Continence: __________________________

Allergies/Severity: ___________________________________________________________________

PHYSIOTHERAPY

Is the patient attending physiotherapy?   YES 
NO 
If so, where/who: ___________________________________________________________________

REASSESSMENT

When do you recommend this patient be reassessed? ________________________________

PHYSICIAN’S REFERRAL – TO BE COMPLETED ANNUALLY BY PHYSICIAN

 To my knowledge, there is no reason why this person cannot participate in supervised equestrian activities.  However, I understand that Northwest Therapeutic Equestrian Association will weigh the medical information above against the existing precautions and contraindications.  

Name/Title: _______________________________________________ Signature:________________________________________ Date: _________________

Address:________________________________________________________________

Phone: (      )________________  Fax: __________________ email:________________

NOTE:

It is important that this form be filled out in detail (e.g. height, weight, etc.) in order for the instructor to match the rider with the right horse and appropriate support.

A list of CONTRAINDICATIONS and PRECAUTIONS to therapeutic riding is enclosed for your information.

A change in medical condition requires a physician referral update.

CONTRAINDICATIONS TO THERAPEUTIC RIDING

(Please forward with Physician’s Referral)

If a person has any of the following medical conditions, riding is very unlikely to be a beneficial activity for him or her, and is even likely to be harmful. Before an individual is accepted into the therapeutic riding program, a licensed physician should be consulted concerning the suitability of riding for that person. The program reserves the right to determine the candidate’s suitability for inclusion in the program.

Moderate to severe agitation (confusion, excitement) and/or very disruptive behaviour

Spinal instability, including subluxation (partial dislocation) of cervical (neck) vertebrae

Severe osteoporosis, involves brittleness of the bones and hence the possibility of fractures

Seizures which are not controlled by medication

Pathological fractures arising from a condition such as osteogenesis imperfecta (brittle bones)

Acute stages of arthritis

Periods of exacerbation of multiple sclerosis

Open pressure sores or wounds

The individual is taking medication in type or dosage that induces a mental or physical state that makes riding risky and/or inappropriate

Hemophilia, a congenital condition of the blood characterized by hemorrhages (bleeding).

The individual is taking anticoagulant medications (blood thinners)

Atlanto-axial instability

Spondylothesis (subluxation of the lower lumbar vertebra on the sacrum)

Coxarthrosis (degeneration of the hip joint) – riding causes too much stress on that joint

Detached retina

Acute herniated intervertebral disk, which may press on spinal nerve roots

Complete quadriplegia occurring as a result of a spinal cord injury

Structural scoliosis greater than 30 degrees, excessive kyphosis (rearward increase of the

curvature of the thoracic spine) or lordosis (increased forward curvature in the lumbar spine), or hemivertebra (a congenital defect in which one side of a vertebra is incomplete)

Dislocation, subluxation or dysplasia (abnormal development) of the hip(s) with significant

restriction or asymmetry

Any condition that the instructor, therapist, physician or program does not feel comfortable

treating

After a rhizotomy, a person should wait at least 6 months before participating in a riding program

PRECAUTIONS & POSSIBLE CONTRAINDICATIONS

PRECAUTIONS AND POSSIBLE CONTRAINDICATIONS TO THERAPEUTIC RIDING

(Please forward with Physician’s Referral)

If a person has any of the following conditions, riding may not be beneficial, and in some instances, may even be harmful. Before an individual is accepted into the therapeutic riding program, the physician and program therapist should be consulted concerning the suitability of riding for that person. The program reserves the right to determine the candidate’s suitability for inclusion in the program.

Prolonged use of Dialantin

Incontinence

Hydrocephalus - presence of shunt(s)

Sensory deficits – unable to feel certain parts of the body

Heterotopic ossification

Significant allergies to horse hair, dust, hay etc.

Recent surgery (Riders must have written consent from physician before returning to

program)

Serious cardiac condition

Craniotomy (any surgical procedure on the skull)

Diabetes

Peripheral vascular disease, resulting in poor circulation in the extremities

Obesity (See Horse Load Guidelines)

Extreme fatigue

Arnold Chiari malformation, a congenital defect in which the cerebellum and medulla oblongata protrude through the skull, down into the spinal canal and which is most often associated with other disabilities such as spina bifida

Any spinal fusion, whether natural or due to surgical intervention (e.g. Harrington rod)

History of skin breakdown and/or skin grafts over areas of the body that bear weight in riding (seat and legs)

Tethered cord

History of substance abuse which has resulted in fragile blood vessels

Rhizotomy (a surgical procedure in which the roots of the spinal nerves along the spinal canal are cut)

ATLANTO-AXIAL X-RAY VERIFICATION / DOWN SYNDROME

All rider candidates who have Down Syndrome should have a detailed neurological examination before being accepted for riding.

The American Academy of Pediatrics and the Committee on Sports Medicine recommends the following:

1. When an individual is shown, upon x-ray examination, to have a distance exceeding 4.5 mm between the odontoid process of the second cervical vertebra (C2) and the arch of the first cervical vertebra (C1), he or she should restrict sport activities and undergo regular clinical evaluations to monitor the instability.

2. It is not mandatory to regularly examine individuals who have previously been shown, on x-ray examination, to have a normal atlanto-axial joint.

3. People with Down Syndrome who have no evidence of atlanto-axial instability may participate in all sports. Medical follow-up is not required unless an individual experiences musculo-skeletal or neurological signs or symptoms of atlanto-axial instability.

Rider: ____________________________________ DOB: ____________________

Address: __________________________________ Phone: ___________________

Next of Kin/Guardian: ________________________ Phone: ___________________

Date of X-Ray: _______________________________________________________

Result:_____________________________________________________________

Physician’s signature: __________________________________

Name of Physician:_____________________________________




(Please print clearly)

Phone: __________________ fax: ________________ email: _________________

NOTE: Due to the nature of this activity, persons diagnosed with Down Syndrome cannot be accepted for riding instruction without proof of a negative diagnostic X-ray for atlanto-axial instability.

PHYSICAL THERAPY EVALUATION
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Thank you for your interest in NWTEA. Please mail the completed Application package to the above address. We will contact you as soon as the application has been reviewed.

· Participant Profile
· Physician Referral 

· Authorization/Non Authorization for Emergency Medical Treatment

· Photo/Video Release

· Liability Waiver

· NWTEA Rules and Policies

· NWTEA Membership form

· Spring Registration form

· Horse Council BC Membership (optional)
* All applications are subject to approval by the Board of Directors.
Please direct any questions and concerns regarding the participant application to Michelle Baber at 250-638-8266. 
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