High Horses b
Therapeutic
Riding Program

Following is the rider registration packet and stiile for the 2010 season.

About Our Program: High Horses offergight-weeksessions each spring and fall and
seven-weelsessions for summer and winter. We operate atkd8rde Farm in Wilder,
Vermont and have a wonderful staff of instructard gherapists along with a herd of kind,
gentle horses and incredible volunteers. We offexe programs.

» Therapeutic riding is taught by our staff of ceetf instructors and focuses on
horsemanship skills that incorporate educatiorakgational, and psychosocial
goals. Lessons may be private and run for onehwalf, or they may be a small group
of two or three riders and run for an hour.

» Our Hippotherapy Program is staffed by our thetamsd focuses on equine
facilitated activities that address physical, oatignal, or speech/language
challenges. Hippotherapy lessons are private, fioreyminute lessons.

» Connectionss designed to incorporate a mental health commutcsned runs for one
hour.

*New Riders must attend New Rider Orientation Day This will be an opportunity to visit
the site and meet with an instructor and/or thetagiheck below for the dates of these
events and mark your calendars.

Important Dates Winter 1 Spring Summer Fall Winter 2
Application Due Jan 4 March 8 May 3 July5 Sept 6
New Rider Orientation Feb 1 April 5 Juhe Aug 2 Oct 4
Lessons Begin March 1 May 3 July 5 w30 Novl

Our Scheduling/Wait List Guidelines: High Horses requires:
» All riders submit a completed application packdbbe being considered for
scheduling.
* All new riders meet with an instructor or thera@snhew rider orientation before
being considered for scheduling.
High Horses serves as many riders as we can safdlgffectively accommodate. Those that
we cannot accommodate, will be placed on our vstiahd will be scheduled as soon as
there is arappropriate openingThe High Horses staff and medical consultanthappy to
discuss options with the riders and/or their famsilibut reserve the right to make the final
decision regarding scheduling.

Depending on a participant’s needs and with reqpettteir safety and for the safety of our
staff, volunteers and horses; participants maycheduled for either private or group
lessons, may ride with either a therapist or afesitinstructor, or may be offered a spot in
our un-mounted program.

An appropriate opening is defined as one whera#éaels of the rider will be safely and

effectively met. Variables include the availabildi/staff, appropriate horse, volunteer
assistants, and the rider’s individual time constsa
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Lesson Policies:

* Once all riders have been mounted and class hasdsteatecomers will not be
admitted

» Two absences without phone calls by 8am of lessgymuhy result in a rider being
dropped from the program

» If riding lessons cannot be held due to rain orere heat, barn lessons will be
offered instead

» High Horses will not offer make-up lessons to r&deho choose not to attend their
regularly scheduled lesson(s)

» If arider is dropped from the program before ttagtf the fourth lesson, a pro-rated
refund of the Rider’s Fee will be available. Aftbat time, refunds will not be made

Basic Rules for Participants and Visitors:

* No smoking is allowed on site

* No dogs are allowed on site

* Please walk, use appropriate voices and avoid susid@ements particularly near
the horses

» Refrain from using umbrellas near the horses atidgiarena

» Do not approach or feed any animals unless accoegbaéy a High Horses staff or
volunteer who has been given explicit permissiohayinstructor

» Closely supervise riders, siblings of riders, argiters while waiting in the
designated waiting/observation areas

* Remain outside the riding area at all times

» Ask permission from the instructor to take photosise a flash camera

» Wait for an instructor, or specially trained voleat to mount or dismount the riders

A caregiver must remain on site while their rider B participating in our program. In the
rare instance that a rider is excused from thebinthe instructor because of behavioral
problems or because the rider is not feeling wéljh Horses cannot maintain responsibility
for the care of that rider.

Dress requirements:
* Closed toe and closed heel shoes
» Approved helmet (provided on site)
e Shirt

Directions to Our Site:
Brookside Farm is located on Route 5 approximateky mile south of the traffic lights in
Norwich. It is on the left as you head south on tedy just past the Olcott Commerce Park.

Contact Information:
Administrative Office:
P.O. Box 681
Norwich, VT 05055
802-356-3386
www.highhorses.org
Director: Liz Claud
Brookside Site: 802-356-3387
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High Horses b
Therapeutic
Riding Program

Participant:
Diagnosis;
DOB: Age: ___ Height: eight: Gender: M F
Address:

Phone: E-mail:

Employer/School:

Participant’s Application

Parent/Legal Guardian:
Address if different from abovk

Phone i different from abovg

How did you hear about the program?
The applicant is a new rider and plans to attbedipcoming New Rider Orientation

Medicationg(include prescription, over-the-counter, name, dasd frequency)

Physical Functiofii.e. mobility skills such as transfers, walkindyaglchair use)

Psycho/Social Functiofi.e. work/school including grade completed, hobbrelationships,
family structure, support systems, companion arspfahrs, etc)

Goals(i.e. Why are you applying? What would you lika¢oomplish?)

Signature: Date:

PHOTO RELEASE: HORSE SHOW (September)
o IDO O YES
o | DO NOT m| NO

consent to and authorize the use and reproducti¢tidh Horses Therapeutic Riding of any and all
photographs and any other audio/visual materi&ksrtaf me for promotional material, educational\aties,
exhibitions or for any other use for the benefitted program.

Signature: Date:
Client, Parent or Legal Guardian
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High Horses b

Therapeutic
Riding Program

Participant’s Medical History &
Physician’s Statement

Participant: DOB: Height: Weight
Address:

Diagnosis(es) Date of Onset:

Past/Prospective Surgeries:

Medications:

Seizure Type: Controllatl: N  Date of Last Seizure
Shunt Present: Y N Date of last revision

Special Precautions/Needs:

Mobility: Independent Ambulation Y N Assistednbulation Y N Wheelchair Y N
Braces/Assistive Devices:

For those with Downs SyndromttlantoDens Interval X-Rays, Date: ResulPos Neg
Neurologic Symptoms of AtlantoAxial Instability:

Pleaseindicate current or past special needsin the following systems/areas, including surgeries.

Y N Comments

Auditory

Visual

Tactile Sensation

Speech

Cardiac

Circulatory

Integumentary/Skin

Immunity

Pulmonary

Neurologic

Muscular

Balance

Orthopedic

Allergies

Learning Disability

Cognitive

Emotional/Psychological

Pain

Other

I have reviewed the list of precautions and contt@iations to therapeutic horseback riding asdiste the
following page. To my knowledge, there is no reastiy this person cannot participate in supervisadree
activities. However, | understand that High Honalsweigh the medical information above againsisérg
precautions and contraindications, | concur witkvaew of this person’s abilities/limitations by a
licensed/credentialed health professional (e.g.®IT,,SLP, Psychologist, etc) in the implementatiban
effective equine activity program.

Printed Name/Title: MDO NP PA Other
Signature Date:
Address:

Phone: License/UPIN Number:

(continued)
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In order to safely provide this service, our cemggpuests that you complete/update the MedicabHisind
Physician’s Statement Form on the previous pagadel note that the following conditions may suggest
precautions and contraindications to equine am#ifTherefore, when completing this from please no
whether these conditions are present and to wlggede Thank you.

Orthopedic:

Atlantoaxial Instability-include neurologic symptem
Coxa Arthrosis

Cranial Deficits

Heterotopic Ossification/Myositis Ossificans

Joint subluxation/dislocation

Osteoporosis

Pathologic Fractures

Spinal Joint Fusion/Fixation

Spinal Joint Instability/Abnormalities

Neurologic:

Hydrocephalus/Shunt

Sensory Deficit

Seizure

Spina Bifida/Chiari 1l Malformation/Tethered Cord/g#romyelia

Medical/Psychological:

Allergies

Animal Abuse

Cardiac Condition
Physical/Sexual/Emotional Abuse
Blood Pressure Control
Dangerous to Self or Others
Exacerbations of Medical Conditions (i.e. RA, MS)
Fire Settings

Hemophilia

Medical Instability

Migraines

PVD

Respiratory Compromise

Recent Surgeries

Substance Abuse

Thought Control Disorders
Weight Control Disorder

Other:

Age-Under 4 years

Indwelling Catheters/Medical Equipment
Medications-i.e. Photosensitivity

Poor Endurance

Skin Breakdown
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Therapeutic
Riding Program

High Horses b

Rider Fees:

$326 per seven-week $368 per eight-week sessidharpeutic Riding

$430 per seven-week $499 per eight-week sessiblippbtherapy
$530 per seven-week $602 per eight-week sesSimmections
“Note: Spring and Fall are 8 week sessions Summer and Winter are 7 weeks

Session(s): Winterl  Spring  Summer Fall Véint

Name of Participant

Name of Parent/Guardian(if applicable)
Daytime Phone
Evening Phone

This Session Will Be Paid By (check all that apply)
o Direct Pay - full payment enclosed

o Direct Pay: send invoice to:

Mailing Address:

o Partial Scholarship (I hope!) — my applicationn€lesed

o Third Party — I have contacted the party listecbisehind have approval.

To verify and arrange for payment please contact:
Agency/School

Rider Payment & Scheduling Plan

Contact Name Phone#

Mailing Address

+ Mail payment to: High Horses Therapeutic Riding
P.O. Box 681
Norwich, VT 05055

< Scheduling Optionss
Age Weight Height

Previous Riding Experience

Please indicate _althe sessions you are applying for and what time(gpbu prefer

(Lesson time includes grooming, mounting, dismauntnd un-mounted activities)

Therapeutic Riding & Connections Monday Tuesday Wednesday

Spring Session 11am-5:30pm

Thursday

Summer Session 9am-3:30pm

Fall Session 11am — 5:30pm

Winter Sessions 10am- 2pm

Hippotherapy: Spring & Fall Session only: 11am — 5:30pm
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Therapeutic
Riding Program

High Horses b

Liability Release

Name Datattf Bi Today's Date
Address City State Zip Day Phone
School or Place of Employment Evening Phone

Email address

In case of emergency contact: Phone:
Emergency contact #2: Phone:
Release:

(name) Wikeltb participate in the High Horses
Therapeutic Riding Program. | acknowledge the ieherisk and potential for risks of equine
activities. However, | feel that the possible bé&seb me/my son/my daughter/my ward are greater
than the risk assumed.

Warning:

Under Vermont Law, an equine activity sponsor is nbliable for an injury

to, or the death of, a participant in the equine ativities resulting from the
inherent risks of equine activities that are obvios and necessary, Pursuant
to 12 V.S.A. 1039 — added 1995, No. 136 (ADJ. Sgsa. The term “Equine
Activity Sponsors” includes High Horses TherapeutidRiding Program and
Brookside Farm, their Board of Directors, Instructors, Therapists, Aids,
Volunteers, and/or all Employees.

SIGNATURE: DATE:

Signature of Client, Parent or Legal Guardian
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Therapeutic
Riding Program

High Horses b

Authorization for Emergency Medical Treatment

In the event emergency medical aid/treatment igired due to illness or injury during the proceks o
receiving services, or while being on the propeftthe agency, | authorizdigh Horses
Therapeutic Riding Program to:

1. Secure and retain medical treatment and tratetjmor if needed.
2. Release records upon request to the authomzidddual or agency involved in the
medical emergency treatment.

Name: Phone: DOB:
Address:

In case of Emergency, contact: Phone:
Physician's Name: Phone :
Allergies to medications: Current medications
Preferred Medical Facility: Health hasice Carrier: Policy #

Medical conditions, medications or allergies weudtidknow about;

Consent Plan To be invoked in the event that your Emergency &cintannot be reached.) | give
consent for emergency medical treatment/aid (inotyd-ray, surgery, hospitalization, medication
and any treatment procedure deemed "life savingheyhysician) in the event of iliness or injury
while on the property of High Horses.

Date : Consent Signature:

(Client, Parent or Legal Guardian)

Non-Consent Planl do not give my consent for emergency medicattment/aid in the case of
illness or injury during the process of receivirgvices or while being on the property of the agenc

Parent or legal guardian will remain on site atiales during equine assisted activities
In the event emergency treatment/aid is requiredsh the following procedure to take place:

Date: Non-Consent Signature:
(Client, Parent or Legal Guardian)
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High Horses b
Therapeutic
Riding Program Consent For Release of Information

I hereby authorize the following people to releasigten and verbal information from the
records of

(participant’s name)

The information is to be released to High Horsesr@peutic Riding Program for the purpose
of developing a therapeutic riding program for #®ve named participant.

(Please fill out the name and phone number of thaseapply)

Physician (Medical History) Name:
Phone Number:

Physical Therapist Name:
Phone Number:

Occupational Therapist Name:
Phone Number:

Speech Therapist Name:
Phone Number:

Classroom Teacher Name:
Phone Number:

Counselor Name:
Phone Number:

Other Name:
Phone Number:

This release is valid for one year and can be regtpia writing, at my request.

Signature Date
Printed Name

A photocopy of this authorization shall have theeavalidity as the original
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High Horses

Therapeutic »’
R.d- P‘ - - b 1 I
iding Program Physician’s Prescription

* This form is for potential hippotherapy clients only *
(others do noheed to return this form)

Client’'s Name:

Prescription, where appropriate for evaluation iedtment by a Physical, Occupational
and/or Speech therapist in conjunction with thehHitprses Therapeutic Riding Program.

Recommended Frequency:

Precautions:

Physician’s Signature: Date:

Please print, type or stamp:

Physician’s Name:

Address:

Phone:
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Therapeutic
Riding Program

High Horses b

Scholarship Application

To be considered for a scholarship we ask thatpyouide the following information and
thatyou have exhausted all other possible funding sowee Please call if you have any
guestions regarding our scholarship policy.

Please Note: All applications must templeted in full.
1. This application is for (please check one only)
Spring _~ Summer ___ Fall__ i Winter2

2. How much are you requesting in scholarship stp@ per session
(the maximum possible award is 50% of the r&ifse)

3. Have you received scholarship support from Hhginses in the past? Yes  No__

4. Annual Taxable Income $ Olthesme $
For verification, please attach a copy of pagé ylour most recent IRS tax return

5. Number of dependants

6. Briefly describe any circumstances pertainingdor family and/or finances that might
guide the scholarship committee in its decision imgkrocess. Please use the back of this
form if needed.

Please NotelApplicants must exhaust all applicable fundingrsea before applying. Please
do not assume that award amounts will be the sameafch session. Funds for assistance are
limited and may vary session to session depending® number of applicants and their
financial need. Notification of awards will be maalor to the start of each sessiétease
return this application six weeks prior to the stat of the session

Rider's Name

Signature of Person Filling Out This Form Date

Reminder: | have attached a copy of page 1 ofrragt recent IRS tax return
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