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GENERAL INFORMATION
Readers (name): _________________________________ Date of Birth: _________________ Age: _______________ 
Street: _________________________________________________________________________________________ 
City: ______________________________________________ County: _______________ Zip Code: ______________ 
Primary Phone: _____________________________________ cell or home (circle one) 
Email for Billing and Communication: _________________________________________________________________
School or Institution presently attending: ______________________________________________________________
How did you hear about us? _________________________________________________________________________

Legal guardians (Required): 
Parent or Guardian Name: _________________________________Occupation: _______________________________
Employer: ______________________________________________Work Phone: ______________________________
Cell Phone: _____________________________________________ Email: ___________________________________ 
Address if different than participant: __________________________________________________________________
Relationship to reader: _____________________________________________________________________________ 

Other Parent or Guardian Name: ____________________________Occupation: _______________________________
Employer: ______________________________________________ Work Phone: ______________________________ 
Cell Phone: ______________________________________________Email: ____________________________________
Address if different than participant or first guardian: _____________________________________________________ 
Relationship to reader: _____________________________________________________________________________





IN CASE OF EMERGENCY In the event of a medical emergency, Courage Rock will provide basic first aid and/or call 911 and will disclose all available health care information to emergency medical personnel. 
Please list TWO Emergency Contact names/phones: 
Emergency Contact Name: ________________________________________ Phone: ____________________________
Emergency Contact Name: ________________________________________ Phone: ____________________________
Please note any LIFE-THREATENING allergies or asthma: (bees, medications): __________________________________ 
_________________________________________________________________________________________________
Please list any medications: __________________________________________________________________________
_________________________________________________________________________________________________
PHOTO RELEASE 
The undersigned understands, and hereby grants Courage Rock permission to take still and moving photographs, videos and films including television pictures of myself and/or the participant for use by Courage Rock, its advertising agencies, news media, and any other persons involved with Courage Rock and its programs, to use and reproduce the photographs, films, videos and pictures and to circulate and publicize the same by any means deemed appropriate by Courage Rock, including without limitation newspapers, television media, online media, brochures, pamphlets, magazines, instructional materials, or books. The intent is to use or cause to be used such photographs, films, videos, and pictures for the primary purpose of promoting and aiding Courage Rock and its programs. (Please initial):
[bookmark: _Hlk124145422]______I DO consent 		______I DO NOT consent 
Date: __________________________ Signature: ________________________________________________________

RELEASE AND HOLD HARMLESS AGREEMENT  
As a participant of Courage Rock, the undersigned agrees on behalf of himself/herself, the undersigned’s minor child and/or the undersigned’s representatives, heirs, and assigns (“Releasing Parties”) that Courage Rock Inc. has fully explained to him/her the risks involved with horseback riding, horse-related activities and/or being in close proximity of horses. By signing this Release, the Releasing Parties each assume all the dangers and risks associated with horse activities and being in close proximity of horses.
The Releasing Parties each agrees to indemnify and hold harmless Courage Rock, its employees, board of directors, volunteers, trustees, directors, officers, successors, assigns and students from and against any loss, liability, damage, expense, or costs including attorney fees that it may incur or incurs arising out of or in any way connected with the Releasing Parties’ participation in equestrian activities.
INDIANA STATE EQUINE LAWS state that, under Indiana law, an equine activity sponsor or professional is not liable for an injury to, or the death of, a participant in equine activities resulting from the inherent risks of equine activities. 
 
Signature __________________________________________________________________ 
Print Name _________________________________________________________________ 
HEALTH HISTORY
Participant’s name: __________________________________________ Date of Birth: ________________________ 
Height (Required): ______________________________ Weight (Required): ________________________________ 
List ALL Diagnoses or Disabilities (Required): ______________________________Date of Onset (year): __________ 
__________________________________________________________________ Date of Onset (year): __________
Depending on the answers to these HEALTH QUESTIONS, a Physician’s Release form may be required. Has the participant ever been treated for any of the following? If yes, check the box, provide date of occurrence and details: 
	Areas
	Yes
	Date
	Details

	Down syndrome
	
	
	

	Spinal condition i.e. injury, scoliosis, fusion, Spina Bifida
	
	
	

	Brain condition i.e. Cerebral Palsy, stroke
	
	
	

	Bleeding or clotting disorders
	
	
	

	Diabetes
	
	
	

	Joint complications such as hip dysplasia
	
	
	

	Epilepsy
	
	
	

	Heart condition including pacemakers
	
	
	

	Neurological condition i.e. hydrocephalous, mitochondrial disorder
	
	
	

	Pulmonary condition
	
	
	

	Skin break down or pressure sores
	
	
	

	Medical shunt or any type of feeding tube
	
	
	



In the past 12 months, has the participant experienced: 			   	       Circle one 
 Loss of consciousness, including seizures:						Yes		 No 
 Any seizure activity for any reason 							Yes		 No 
 Hospitalization for a mental health crisis: 						Yes		 No 
 Hospitalization for any serious injury, condition, or surgery 				Yes		 No 
 Activity restrictions due to medical reasons:						Yes		 No 
 A medical device such as an insulin pump, catheter, or colostomy bag:			Yes		 No 
The need for assistance to maintain an upright sitting position or control of the head:	Yes		 No 

If yes to any of the questions above, please provide date and details: _______________________________________
 _______________________________________________________________________________________________
IMPORTANT: Courage Rock Stable reserves the right to request additional information and/or an evaluation by the participant’s licensed medical professional prior to or during equine-assisted programming and/or to restrict or offer alternative activities until such information or evaluation is procured.
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