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Participation Forms and Tuition Fees:  
 Paperwork: Horses In Service must receive all participant forms before the 


applicant can take part in a mounted or un‐mounted lesson. All forms must 
be completed in full, signed and dated in order for the participant to begin a 
session. 


 Tuition:  Tuition must be paid for the entire session prior to the beginning of lessons. 
Participants reserve a riding slot – that is, a participant reserves a lesson space each session. We 
offer winter, spring and fall sessions. Sessions include either 6 lessons for $200 in winter session 
or 8 lessons for $260 in the spring and fall sessions. If tuition is paid after the first week of lessons, 
a $15 late fee will be added to the tuition fee. 
 


Refunds: 
You are reserving a slot for your participant and the available slots are limited. Non‐profit, 
therapeutic horsemanship programs cannot operate in the same way a for‐profit riding academy 
does. Should unexpected circumstances arise that may cause a participant to cancel after payment, 
the following refund criteria will apply:  
1. If a participant cancels for the session prior to classes commencing, full tuition is refunded. 
2. If a participant cancels during the first week of classes, Horses In Service will refund the tuition 


minus $45 administrative fee.   
3. No refunds are available after the first week of lessons. 
4. Refunds, a credit for the next session, or a make‐up lesson day are provided when Horses In 


Service cancels a riding day due to inclement weather. 
 


Weight restrictions for mounted lessons: 
Horses In Service has established the weight restriction of 175 lbs for all riders. No participant who 
weighs over 175 lbs will be considered for the mounted lesson program. This restriction will be 
imposed for the safety of our riders and volunteers, as well as the well‐being of our equines. Weight 
restrictions for each individual horse/pony are based on the equines’ abilities, conformation and 
limitations. The restrictions may vary from horse to horse and some will have a weight restriction 
lower than 175 lbs. A current, accurate weight on riders is critical for the safety of the individuals 
involved. Without this information we may not be able to accept or continue the participant in the 
program. Alternative activities to mounted lessons are offered to those weighing more than 175 lbs. 
Please see H.I.S. pricing guide for additional tuition rates. 
 


Update information on rider's condition:  
Horses In Service must have current information about all aspects of the participants’ condition in order to 
provide the most effective instruction and ensure the safety of all participants. Please let us know 
immediately if there is a change in the participant’s condition and or medications. Remember, the 
Physician Statement & Medical History form is valid for only 1 year from the date of signature. 
 


Arrival time: 
 Please adhere to a speed limit of 10 MPH on the incoming driveway.   


 Please plan to arrive for the lesson at least 15 minutes before the assigned time. Participants 
arriving 15+ minutes late for a lesson may not be mounted and may have to forfeit the lesson. 
 


Inclement weather:   
Lessons will be held unless you are notified by telephone. If you do not receive a call, lessons will be 
conducted as scheduled regardless of the weather. Barn lessons may be offered if the weather is 
inclement at the farm. We realize participants may not cheerfully accept that they may not be riding 
a horse on a given lesson day, please help your rider to understand that therapeutic riding includes 
more than time in the saddle. Our instructors create valuable and important therapeutic unmounted 
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Please make sure you have read the guidelines CAREFULLY before signing! 


Your signature means you aware of all the guidelines and will abide by them. 
 


activities to assist them on riding and non‐riding days.  
 
Absent rider notification:  
We ask for notification at least 24 hours in advance when a participant knows 
they will be absent. If it is a last minute emergency, we ask to be notified as 
soon as possible. If you miss three lessons without notifying Horses In Service, we will cancel you for 
the rest of the session and not register you for the following session. No refunds will be made. 
 
Make-up lessons:  
Make‐up lessons are not available due to our limited schedule, volunteer time commitments, and 
instructors’ additional program duties. 


 Make‐up classes may be scheduled only in the event that Horses In Service cancels a lesson.    


 If a participant is unable to attend a class, there is no make‐up class.    


 Absence due to vacations or travel will not be made up. 
 


Lesson visitors:  
All siblings and friends of our participants must be monitored by an adult at all times. This is to 
protect them from the inherent hazards in and around equine facilities. If the siblings or friends of 
participants are not monitored and if they cause a distraction or problem they may be asked to leave 
the property. If the problem persists the participant may be asked to leave our program. No guest 
dogs or pets are allowed on the property. 


 
Statement of Understanding – Participation Guidelines: 
I have read and understand the basic rules under which the Horses In Service ~ Natural 
Therapeutic Riding Program operates and, by my signature, indicate my willingness to abide 
by these rules:   
 
 
Print Participant’s name 
 
 
Participant’s signature        Date 
Not required if Parent/Guardian’s signature is below 
 
 
Print Parent/Guardian/Caretaker’s name        
If under 18, Parent/Guardian’s signature required 
 
 
 Parent/Guardian/Caretaker’s signature     Date 
 





		Print Participants name: 

		Date: 

		Print ParentGuardianCaretakers name: 

		Date_2: 
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Registration 


Name:    


DOB:  Age:   


Address:  


City  State: VA Zip:  County:  


School:  Interests:    


 


Parent/Legal Guardian’s Name:  


Address if Different:  


City  State: VA Zip:  County:  


Home phone:  Cell phone:  


Email address: 


Employer:     Occupation:   


Work phone:  Degree: 


 In Case of Emergency:  


Contact: Relationship Phone:  
    
Contact: Relationship Phone  
 
Consent for Media Release 


I hereby consent to and authorize the use and reproduction by Horses In Service ~ Natural 


Therapeutic Riding Center of any and all photographs and any other audiovisual materials 


taken of me/my son/my daughter/my ward for promotional printed material, educational 


activities, publication on the H.I.S. web site (www.horsesinservice.org) and other social media, 


facebook, web sites or for any other use for the benefit of the program. 


Signature:         Date:  
  (Participant) (Parent or Guardian if under age 18) 
 
Non-Consent for Media Release 


For reasons that I am not obliged to disclose, I DO NOT give consent for photographs, either 


still or moving, or any television or news or social media, to be taken of myself, or our/my 


(son/daughter/ward), ___________________________, by H.I.S. or any persons working on 


behalf of said center. I understand that a MARKER will be placed on the record kept in the 


administration offices of the center which will designate that photographs are not allowed of 


said person. 


Signature:   Date: 
 (Participant) (Parent or Guardian- if under age 18) 





		Name: 

		DOB: 

		Age: 

		Address: 

		County: 

		School 1: 

		Interests: 

		ParentLegal Guardians Name: 

		Address if Different: 

		State VA Zip_2: 

		County_2: 

		Home phone: 

		Cell phone: 

		Email address: 

		Employer: 

		Occupation: 

		Work phone 1: 

		Degree: 

		Contact: 

		Relationship: 

		Phone: 

		Contact_2: 

		Relationship_2: 

		Phone_2: 

		Date: 

		sondaughterward: 

		Date_2: 

		Zip: 

		City: 








Horses In Service Natural Therapeutic Riding Center 
Personal / Parent-Guardian Release Agreement 


3_Participant Parent Guardian Release Agreement                  Rev 8/2011 Page 1 of 1 


 
I/We, the undersigned, as Parent/Parents/Guardian/Guardians of 


___________________________________________, a minor, for and 


in consideration of the agreement of the Horses In Service Natural Therapeutic Riding Center, 


to provide riding instruction to said minor, do/does hereby forever release, acquit, discharge, 


and hold harmless the Horses In Service Natural Therapeutic Riding Center and Fox Chase 


Farm, its officers, directors, board members, agents, owners, employees, representatives, 


successors, and assigns, for all manner of claims, demands, and damages of every kind and 


nature whatsoever, which the undersigned or said minor may now or in the future have against 


Horses In Service ~ Natural Therapeutic Riding Center, its officers, directors, board members, 


agents, owners, employees, representatives, successors, or assigns on account of any personal 


injuries, physical or mental condition, known or unknown, to the person of said minor, and the 


treatment thereof, as a result or, or in any way growing out of the acts of the Horses In Service 


Natural Therapeutic Riding Center and Fox Chase Farm, its officers, directors, board members, 


agents, owners, employees, representatives, successors, or assigns, including but not limited to 


their negligence or gross negligence, in rendering the services above described or in any way 


incidental thereto. 


 


I acknowledge and understand the risks and potential risks of horseback riding 


including, but not limited to:  


1) The propensity of an equine to behave in dangerous ways which may result in injury or death 


to the participant or damage to property. 


2) The inability to predict an equine’s reaction to sound, movement, objects, persons or animals. 


3) Hazards of surface or subsurface conditions whether known or unknown. However, I feel the 


possible benefits to myself/minor child are greater than the risks assumed. 


 
Guardian Name: 


(Print Parent or Guardian) 


Guardian Signature: 
(If under age 18) 


Date: Phone: 
 
 


Guardian Name: 
(Print Parent or Guardian) 


Guardian Signature: 
(If under age 18) 


Date: Phone: 





		a minor for and: 

		Guardian Name: 

		Guardian Signature 2: 

		Phone: 

		Guardian Name_2: 

		Guardian Signature 2_2: 

		Phone_2: 
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This Equine Activity Liability Release, Waiver of Right to Sue and Assumption of 
All Risks Agreement (“this Agreement”) is hereby given by the undersigned to 
Charles and Martha Wagner and to Horses In Service Natural Therapeutic 
Riding Center, as equine activity sponsor and/or equine activity professional (the “sponsor/professional”) 
and to the sponsor/professional as agent for and for the benefit of each owner of land upon which an 
equine activity to which this Agreement relates is conducted (“Owner”) and each partner, officer, agent, 
employee, director, shareholder, subscriber, member, heir, personal representative, successor and 
assign of the "sponsor/professional” or “owner” (as their relationship may determine) provides as follows: 
 
In consideration for the opportunities provided by the sponsor/professional and each owner to the 
undersigned “participant” (including any minor participant for whom he signs this Agreement) for the 
enjoyment of equine activities as a participant, the undersigned “participant” (including any minor 
participant for whom he signs this Agreement) hereby agrees as follows: 
 
1. This Agreement is given in part under the Virginia Equine Activity Liability Act (Code of Virginia 3.1-


796.130 et seq.) as it may now provide or be hereafter amended (the “Act”). All terms defined by the 
Act shall have the same meaning herein, and the Act is hereby incorporated in this Agreement by 
reference. This Agreement shall be so construed as to provide to the sponsor/professional the fullest 
protection of a release, waiver of right to sue and assumption of all risks, which is afforded to the 
sponsor/professional by the Act and by general law.  


2. All pronouns shall be construed to include the masculine, feminine or neuter as well as the plural or 
singular, as may be appropriate to facilitate the construction of this Agreement in the light of the facts 
presented. 


3. The participant hereby acknowledges that he has full and complete notice and understanding of the 
Act and of all the risks inherent in equine activities which may cause, contribute to or result in the 
death or personal injury of the participant or damage to the participant’s property (the “Risks”), 
including, but not limited to: (i) the propensity of an equine to behave in dangerous ways or to trip 
and/or fall; (ii) the inability of anyone whomsoever to predict or foresee an equine’s reaction to 
excitement, weather conditions, sound, movements, objects, persons, animals, reptiles, birds or 
insects, and the effects of such reaction; (iii) the hazards of surface or subsurface conditions, 
including but not limited to objects or conditions on, under or protruding from the surface, both latent 
and patent; (iv) the hazards which rocks, cliffs, hills, fences, trees, stumps, logs, bridges, ditches and 
other debris and obstacles, and any equine activity in connection therewith, may forseeably or 
unforeseeably present; (v) the dangers and risks of tack or harness slipping or breaking for whatever 
reason; (vi) the dangers and risks of becoming entangled in tack, harness, or vehicles used in an 
equine activity; (vii) the risks of falling from or otherwise becoming unstable on an equine or a vehicle 
used in an equine activity for any reason whatsoever or for no identifiable reason; (viii) the dangers of 
being struck by an equine, by a rider or by a hound; (ix) any negligent act or omission by the 
sponsor/professional or any owner which causes or results in the death or personal injury of the 
participant or damage to the participant’s property; and all other risks associated with horse back 
riding, ground work and all related activities. 


4. The participant hereby RELEASES and WAIVES all rights which he may have or hereafter against 
the sponsor/professional and each owner for death, personal injury or property damage which is in 
any way associated with the Risks; he does hereby WAIVE his right to sue or bring any action against 
the sponsor/professional/ or any owner in connection therewith; he agrees to INDEMNIFY and 
DEFEND the sponsor/professional and each owner from and to HOLD the sponsor/professional and 
each owner HARMLESS against any such suit or action; and he hereby expressly ASSUMES ALL 
RISKS AND DANGERS of death, personal injury and property damage which are in any way 
associated with the Risks enumerated in paragraph 3, above. 


5. The participant hereby authorizes and consents to any emergency, medical care that may at the time 
appear reasonably appropriate under the circumstances as a result of injury or sickness caused by or 
incurred in the course of an equine activity. 
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6. This Agreement shall remain valid and in full force and effect from and after the 
date opposite the signature of the participant until expressly revoked by the 
participant in a written notice personally delivered to the sponsor/professional. 


7. To the extent possible, this Agreement shall be construed in such a manner as 
will render it, and each provision of it, fully enforceable; but if any provision of 
this Agreement shall be unenforceable, such provision (or so much thereof as 
is unenforceable) shall be deleted and the remainder of this Agreement shall continue in full force and 
effect. 


8. If this Agreement is executed by the undersigned participant for and on behalf of a minor participant 
named below; the undersigned participant hereby warrants and represents that he is in fact the legal 
parent or guardian of such minor, with full rights of custody and control; that this Agreement is given 
on behalf of and is intended to be binding upon said minor participant, his heirs, personal 
representatives, successors and assigns; and the undersigned participant further agrees that this 
Agreement shall also be as fully binding on the undersigned participant as if it were entered solely on 
his own behalf. 


9. This Agreement shall be binding upon the heirs, personal representatives, successors, and assigns of 
the participant. 


10. I have fully read and fully understand the foregoing equine release, waiver of right to sue and 
assumption of all risks. I have consulted and relied upon my own advisors on all questions in 
connection therewith, and i have not relied upon the sponsor/professional or any owner for any advice 
or explanation in connection therewith. 
 


Participant Name:  
 (Print) 


Address:  


City  State: VA Zip:  County:  


Participant Signature: 


 
 


Guardian Name: 
(Print Parent or Guardian) 


 
Guardian Signature: 
(If under age 18) 
 
Date: Phone: 
 
 


Guardian Name: 
(Print Parent or Guardian) 


 
Guardian Signature: 
(If under age 18) 
 
Date: Phone: 
 
 


 





		Participant Name: 

		Print: 

		State VA: 

		Zip: 

		County: 

		Guardian Name: 

		Phone: 

		Guardian Name_2: 

		Phone_2: 

		Date: 

		Date 2: 
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**Participants must complete, sign and date both pages of document 
To Be Completed When Participant Wears Helmet 


                            Offered By This Provider 
 
THIS PROVIDER:    Horses In Service Natural Therapeutic Riding Center 


      Provider’s Name – hereinafter known as “This Provider” 


 
LOCATION:              Fox Chase Farm, 6301 Hines Road, Richmond VA 23231 
 
Participant Name:    


Address:  


City  State: VA Zip:  County:  


 
This Provider has offered and provided, at my request, an equestrian helmet that meets 
or exceeds SEI certification – ASTM F 1163 standards for use when riding or near 
horses. 
  
I, for myself and on behalf of my child and/or legal ward, heirs, administrators, personal 
representatives, or assigns, release and discharge This Provider and their respective 
officers, directors, employees, agents, representatives, insurers, assigns, and others 
acting on their behalf, of and from all claims, demands, or causes of action, whether the 
same be known or unknown, anticipated or unanticipated, resulting from or arising out of 
bodily injury or property damage that may be sustained, or property damage which may 
occur, as a result of the use of the helmet provided. 
 
I also understand that neither This Provider, nor its employees can guarantee the 
suitability of any helmet provided. 
 
 
 
 
 
 
 Date:  
Signature of Participant (Age 18 or older) 
 
 for:  Date: 
Signature of parent, legal guardian or caretaker Participant (Under age 18) 
 
 for:  Date:  
Signature of parent, legal guardian or caretaker Participant (Under age 18) 
 
PROVIDER CONTACT INFORMAITON: 
Horses In Service Martha Wagner 
6310 Hines Road 804.795.1721    
Richmond, VA.  23231 804.314.6030 
www.horsesinservice.org  mcheynew@wildblue.net     


SIGNER STATEMENT OF AWARENESS 
I/we, the undersigned, have read the foregoing statement carefully before signing 


and do understand its warnings, assumption of risk, and release of liability. 
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To Be Completed When Participant Wears Own Helmet  
 
THIS PROVIDER: 


Parent, Legal Guardian, or Provider of Helmet – hereinafter known as “This Provider” 


PROVIDER CONTACT INFORMAITON: 


Provider Name:   Phone:    


Address       Cell: 


City  State:  Zip:  County: 


Email: 


 
Location where helmet is worn: 6301 Hines Road, Richmond VA 23231 or off-site event. 


Participant Name:   Phone:    


Address (if different)      Cell: 


City  State:  Zip:  County: 


Email: 


 
This Provider has provided an equestrian helmet that meets or exceeds SEI 
certification – ASTM F 1163 standards for use when riding or near horses. 
  
I, for myself and on behalf of my child and/or legal ward, heirs, administrators, personal 
representatives, or assigns, release and discharge Horses In Service Natural 
Therapeutic Riding Center and their respective officers, directors, employees, agents, 
representatives, insurers, assigns, and others acting on their behalf, of and from all 
claims, demands, or causes of action, whether the same be known or unknown, 
anticipated or unanticipated, resulting from or arising out of bodily injury or property 
damage that may be sustained, or property damage which may occur, as a result of the 
use of the helmet provided. 
 
I also understand that neither Horses In Service Natural Therapeutic Riding Center 
nor its employees can guarantee the suitability of any helmet provided. 
 
 
 
 
 
 
 Date:  
Signature of Participant (Age 18 or older) 
 
 for:  Date: 
Signature of parent, legal guardian or caretaker (Participant if under age 18) 
 
 for:  Date:  
Signature of parent, legal guardian or caretaker (Participant if under age 18) 


SIGNER STATEMENT OF AWARENESS 
I/we, the undersigned, have read the foregoing statement carefully before signing 


and do understand its warnings, assumption of risk, and release of liability. 





		Participant Name: 

		Address: 

		City: 

		County: 

		Date: 

		for: 

		Date_2: 

		for_2: 

		Date_3: 

		Phone: 

		Address_2: 

		Cell: 

		City_2: 

		County_2: 

		Email 1: 

		Participant Name_2: 

		Phone_2: 

		Address if different: 

		Cell_2: 

		City_3: 

		Zip_2: 

		County_3: 

		Email 1_2: 

		Date_4: 

		for_3: 

		Date_5: 

		for_4: 

		Date_6: 

		Zip: 

		Provider Name 2: 

		Provider Name: 

		State: 

		State 2: 
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CONSENT FOR EMERGENCY MEDICAL TREATMENT 
 
In the event emergency medical aid/treatment is required due to illness or 
injury while participanting for Horses In Service Natural Therapeutic Riding 
Center, either on the property of H.I.S. or at an off-site event or activity, 


I,      (print full name) 
hereby authorize Horses In Service Natural Therapeutic Riding Center to: 
 


1. Secure and retain medical treatment and transportation, if needed. 
2. Release participant records upon request to the authorized individual or agency involved 


in the medical emergency treatment. 
 
Name:   DOB:  Phone:   


Address:  


City  State: VA Zip:  County:  


 


In the event I am unconscious and unable to act for myself, contact:  


Name:    


Relationship:  Phone: 


Physician’s name: Phone:  


Preferred medical facility:  Phone:  


Health Insurance Co.:  Policy #  


In an effort to provide the best care possible, please indicate below if any of the following apply: 


□   I am allergic to the following  


□   I have the following ongoing medical conditions:  


 


□   I have been treated recently for the following physical / mental condition:  


 


This authorization includes x-ray, surgery, hospitalization, medication and any treatment 


procedure deemed “life-saving” by the attending physician.  This provision will only be invoked if 


the person named above is unable to be reached. If a minor both parents/guardians must sign 


below. 


 


Print Name:  Phone:  
 
Consent Signature: Date:  
   (Participant) (Parent / Legal Guardian if under age 18) 
Print Name:  Phone:  
 
Consent Signature: Date:  
   (Participant) (Parent / Legal Guardian if under age 18) 
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NON-CONSENT FOR EMERGENCY MEDICAL TREATMENT 
 
 


In the event emergency medical aid/treatment is required due to illness or injury while 


participanting for Horses In Service Natural Therapeutic Riding Center, either on the property of 


H.I.S. or at an off-site event or activity, I,                                                             (print full name) 


DO NOT give my consent for emergency medical aid/treatment. I fully release Horses In Service 


Natural Therapeutic Riding Center and/or its representatives for any injuries/losses I may incur as 


a result of this non-consent agreement. In the event emergency aid/treatment is required, I wish 


the following procedures to take place.  


 


 


 


 


In the event I am unconscious and unable to act for myself, contact:  


 


Name:    


Relationship:  Phone: 


Name:    


Relationship:  Phone: 


Name:    


Relationship:  Phone: 


 


 


If participant is a minor, both parents/guardians must sign below: 


 
 
Print Name:  Phone:  
 
Non-Consent Signature: Date:  
    (Participant) (Parent / Guardian if under age 18) 
 
Print Name:  Phone:  
 
Non- Consent Signature: Date:  
    (Participant) (Parent / Guardian if under age 18) 
 
 


 





		I: 

		Name: 

		DOB: 

		Phone: 

		Address: 

		City 1: 

		State VA Zip: 

		County: 

		Name_2: 

		Relationship: 

		Phone_2: 

		Physicians name: 

		Phone_3: 

		Preferred medical facility: 

		Phone_4: 

		Health Insurance Co: 

		Policy: 

		In an effort to provide the best care possible please indicate below if any of the following apply: 

		I am allergic to the following: Off

		I have the following ongoing medical conditions: Off

		undefined: 

		I have been treated recently for the following physical  mental condition: Off

		undefined_2: 

		This authorization includes xray surgery hospitalization medication and any treatment: 

		Print Name: 

		Phone_5: 

		Date: 

		Participant Parent  Legal Guardian if under age 18: 

		Phone_6: 

		Date_2: 

		HIS or at an offsite event or activity I: 

		the following procedures to take place 1: 

		the following procedures to take place 2: 

		the following procedures to take place 3: 

		1: 

		2: 

		Name_3: 

		Relationship_2: 

		Phone_7: 

		Name_4: 

		Relationship_3: 

		Phone_8: 

		Name_5: 

		Relationship_4: 

		Phone_9: 

		If participant is a minor both parentsguardians must sign below: 

		Print Name_2: 

		Phone_10: 

		Date_3: 

		Print Name_3: 

		Phone_11: 

		Date_4: 
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General Information: 
 
Name:  


DOB  Age  Height  Weight  Gender    M      F 


Address:  


Phone:  Alternative:  


Email address:  


School/Employer:  


Parent/Legal Guardian’s Name:  


Address (if different):  


Phone:  Alternative:  


Email address:  


 
Health History: 
 


Primary diagnosis:  Date of onset:  


Secondary diagnosis:  Date of onset:  


 
Please indicate current or past special needs in the following areas: 
 
Special Needs Y N Comments 
Vision    
Hearing    
Sensation    
Communication    
Heart    
Breathing    
Digestion    
Elimination    
Circulation    
Emotional/Mental Health    
Behavioral    
Pain    
Bone/Joint    
Muscular    
Thinking/Cognition    
Allergies    
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Medications: (including prescription, over the counter, name, dose 
and frequency):  


 
 
 
 
 


 
 
Describe your (or the participant’s) abilities/difficulties in the following areas (include 
assistance required or equipment needed): 
 
Physical Function: (Mobility skills such as transfers, walking, wheelchair use, driving/bus 
riding): 
 
 
 
 
 
 
 
Psycho/Social Function: (Work/School including family structure, relationships, support 
systems, companion animals, grade completed, leisure interests, fears/concerns, etc.) 
 
 
 
 
 
 
 
 
Goals:  (What would you like to accomplish?) 
 
 
 
 
 
 
 
 
 
 
 
 
 
Signature:  Date:  


(Participant) (Parent or Legal Guardian if under age 18) 
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Date:  
 
Dear Physician: 
 
Your patient   is interested in participating in supervised equestrian activities. 
 
In order to safely provide this service, our therapeutic riding center requests that you 
complete the attached Medical History and Physician’s Statement. Please note the 
conditions listed below, if present, may represent precautions or contraindications to 
therapeutic horseback riding. Please note whether these conditions are present, and to what 
degree, when you complete the attached form. 
 
Thank you very much for your assistance. If you have any questions or concerns regarding 
this patient’s participation in therapeutic equine activities, feel free to contact the center at 
the address/phone indicated below. 
 
Sincerely, 
 
 
Martha Wagner        (h) 804.795.1721 
Executive Director    (c) 804.314.6030 
Horses In Service     (e) mcheynew@wildblue.net   
 
Orthopedic 
Spinal fusion / fixation 
Spinal instabilities / abnormalities 
Atlantoaxial instabilities 
Scoliosis / Kyphosis / Lordosis 
Hip subluxation and dislocation 
Osteoporosis 
Pathologic fractures 
Coxas arthrosis 
Heterotopic ossification 
Osteogenesis imperfecta 
Cranial deficits 
Spinal orthoses 
Internal spinal stabilization devices 
 
 
 
Neurological 
Hydrocephalus / shunt 
Spina bifida 
Tethered cord 
Chiari II malformation 
Hydromyelia 
Paralysis due to spinal cord injury 
Seizure disorders 
 
 


Medical/Surgical 
Allergies 
Cancer 
Poor endurance 
Recent surgery 
Diabetes 
Peripheral vascular disease 
Varicose veins 
Hemophilia 
Hypotension 
Serious heart condition 
Respiratory compromise 
Stroke (CVA) 
 
Psychological / Secondary Concerns 
Animal abuse 
Abuse – Physical/Sexual/Emotional 
Danger to self or others 
Fire settings 
Substance abuse 
Thought control disorder 
Weight control disorder 
Age under four years 
Medications – i.e., photosensitivity 
Indwelling catheter  
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Name:  


DOB: Age:  


Height:                               Weight:                            Date: 


Address:   


City:  State:  Zip:  


Parent or Guardian:  


Diagnosis:      Date of Onset:  


Past/Prospective Surgeries:  


Tetanus Shot:        Y          N  Date:  


Seizure Type    Controlled:     Y      N   Date of last Seizure  


Medications  


Shunt Present:       Y          N  Date of last revision:  


Special Precautions/Needs:  


 


Mobility: Independent Ambulation:    Y      N    Wheelchair:    Y     N 


  Assisted Ambulation:          Y      N Braces:           Y     N  


For persons with Down syndrome Cervical X-ray for Atlantoaxial Instability: 


  Positive  Negative  X-ray Date  
 
Please indicate if patient has a problem and/or surgeries in any of the following areas by 
selecting Yes or No.  If yes, please add comments. 
 
Areas Yes No Comments 
Auditory    
Visual    
Tactile sensation    
Speech    
Cardiac    
Circulatory    
Pulmonary    
Neurological    
Integumentary / Skin    
Immunity    
Muscular    
Balance / Coordination    
Orthopedic    
Allergies    
Pain    
Cognitive     
Mental impairment    
Psychological impairment    
Other    
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Please indicate any special precautions / concerns:  


 


 


 


 


 


To my knowledge there is no reason why this person cannot participate in supervised 


equestrian activities. However, I understand that the therapeutic riding center will weigh the 


medical information above against the existing precautions and contraindications according 


to NARHA. I concur with a review of this person’s abilities / limitations by a 


licensed/credentialed health professional (e.g., PT, OT, Speech, Psychologist, and RN) in 


the implementing of an effective equestrian program. 


 


Physician’s Name/Title:  


Physician’s Signature: 


Address:  


City, State, Zip: 


Phone:  Date:  


License/UPIN Number:  


 
For Precautions and Contraindications see attached Physician Letter. 
 
Additional information available upon request from: 
 
Horses In Service Natural Therapeutic Riding Center 
6301 Hines Rd.  
Richmond, VA 23231 
 
Martha Wagner 
H.I.S. Executive Director 
804-795-1721 
mcheynew@wildblue.net 
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THIS FORM MUST BE COMPLETED, SIGNED AND DATED FOR EACH 
YEAR THAT PARTICIPANT IS ENROLLED IN H.I.S. PROGRAM. 
 
FORM #8 MUST BE COMPLETED, SIGNED AND DATED BY PARTICIPANT’S PHYSICIAN 
EACH YEAR THAT PARTICIPANT IS IN THE H.I.S. PROGRAM 
 
 
I,    verify that the following forms have the correct   


(Parent/Guardian/Caregiver – if under age 18) 
 
information for   for the 2011 riding sessions of H.I.S. 
 (Print Name of participant) 
 
 


Please check √ (select) each form # 1-8 below to indicate information on file is 


correct, current, signed & dated.  If the information has changed, please update 


information on the appropriate form. 


 


1) Participation Guidelines Form 


 


 2) Participant Registration and Media Release Form  


 


 3) Personal or Parent/Guardian Release Agreement Form  


 


 4) Equine Activity Liability Release for Fox Chase Farm Form  


 


 5) Protective Equestrian Headgear Agreement and Release Form 


 


 6) Participant’s Authorization for Emergency Medical Treatment Form  


 


 7) Participant Health History Form 


 


 8) Participant’s Medical History & Annual Physician’s Statement Form  


  


SUBMITTED ANNUALLY Date last submitted: _______________________ 


 
 
Participant’s signature                  Date 
Not required if Parent/Guardian’s signature is below 
 
 
Parent/Guardian name          Date 
If under 18, Parent/Guardian’s signature required 
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Purpose 
 
The Horses In Service financial aid program exists to provide full or partial tuition assistance 
for therapeutic riding participants in financial need. The goal of the program is to provide 
funding for all qualified participants that would benefit from our services.  
 
 
Funding  
 
Final determination of financial aid is based on federal poverty guidelines, demonstrated 
financial need, and funds available at that time.  H.I.S. puts significant effort each year into 
fundraising dollars for our scholarship account and fund availability may vary from year to 
year. 
 
 
Guidelines 
 
 A completed financial aid application must be submitted to H.I.S. by the posted deadline 


date (30 days prior to session start). Applications consist of the completion of the 
attached form requesting funds and financial disclosure documents. All requested 
information must be provided for an application to be considered. 


 Funds are to be requested and used only when other sources of funding are unavailable 
to the participant. We encourage all of our clients to approach family, friends and 
community resources for financial assistance.  


 Please indicate on the application how much financial assistance you are requesting by 
writing the amount in the space provided. 


 All recipients required to pay the $10 per session insurance fee.  


 Funding may be discontinued if 3 or more lessons are missed during the current riding 
session. Unexpected hospitalization stays or physician prescribed absences that result 
in 3 or more lessons missed will not be counted as reasons for discontinuing funding. 


 Applications must be re-submitted each session. 


 Because financial aid funds are raised through various fundraising events and/or 
requests from donors, we require that the recipient of the funds or his/her representative 
(parent, caregiver, foster parent, family member, etc.) actively participate in at least one 
of the H.I.S. fundraising events during the current year. 
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All information provided will be held in strictest confidence. 
 
Name of participant  
Date of request 
 
Have you applied before?   Yes    No     If yes, when? 
 
The spring and fall tuition is $260 per 8-week session plus a $10 insurance fee. The winter 
tuition is $200 per 6-week session plus a $10 insurance fee. Partial scholarships are 
encouraged. Please fill in the following to determine how much funding you are requesting. 
All participants are required to pay the $10 insurance fee.   
 
H.I.S. per session tuition:      $  __________          
Subtract portion of tuition you are able to pay:   $     
 
The remainder is your REQUESTED AMOUNT:    $     
 
Information requested below applies to Parent/Guardian or Adult Participant. 
 


Name___________________  __  Phone-H_____________ W____________ 
 
Spouse____________________  __  Phone-H_____________ W____________ 
 
Address___________________________ __  City _________________ Zip___________ 
 
Married _____ Single ____ Divorced/Separated _____ Widowed  
 
Number of children________ Ages______________  # of people living at home _____ 
 
Participant resides with:  Mother____  Father____  Both Parents____  Guardian____  
Self____ 
 
FINANCIAL INFORMATION —The following information is required for financial aid. 
Please list all forms of income received on an annual basis.  Mark N/A for any that do not 
apply to you. 
 


Wages Spousal support income 


Social Security benefits Pension/Retirement income  


VA benefits Insurance benefits 


Medicaid benefits Respite care 


Unemployment benefits Other income 


Welfare/General Assistance income 


 


Disability payments/Workers’ Comp 


 


Child support income Total Income: 
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Please attach a copy of your most recent income tax return 
and any W-2s. 
 
 
ADDITIONAL INFORMATION 
 
In what other types of activities and therapy does this participant participate and how 
often? 
 


 


 
How does therapeutic riding benefit you (if independent participant) or your child? 


 


 


 
Please list any unusual circumstances (debts, illness, etc.) that contribute to your 
need for assistance.  
 


 


 
If tuition assistance is granted, participation as a volunteer in at least one 
fundraisers per session is required. What type of volunteering are you interested in?  
 
_____committee work         _____ day of event  
 
_____preparation, clean up     _____ auction item procurement  
 
_____office help      _____ other (please list) 


__________________________   


 
I certify that the information provided in this application is correct to the best of my 
knowledge.   
 
 
   
 Signature Date 
 
 


For H.I.S. Office Use Only 
 
Scholarship  Date: 
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Horses In Service Natural Therapeutic Riding Center recognizes the 
extreme importance of the safety and well-being of our participants, 
instructors, volunteers, staff, guests and animals.   
 
All participants, instructors, volunteers and guests are expected to follow H.I.S. 
Participation Guidelines, policies and procedures. No one may engage in disruptive, 
unsafe or inappropriate behavior. In the event a participant, instructor, volunteer or guest 
does not comply, the following actions may be taken: 
 
Level 1 Verbal warning 


Breaking of H.I.S. policies and procedures may be followed by a verbal warning 
from the Program Director or BOD President and be documented in the incident 
report book. 


 
Level 2 Written warning 


Breaking of H.I.S. policies and procedures for a second time will be followed by a 
meeting with H.I.S. Board Of Directors president for discussion regarding the 
infraction. The purpose of the meeting is to determine the exact reason the 
infraction occurred for a second time. The Executive Director will discuss with the 
participant, instructor, and volunteer or guest how to avoid the circumstance ever 
occurring again. This meeting will be documented and placed in the incident 
report book. 


 
Level 3 Dismissal from organization 


Immediate dismissal from the property and organization will occur for: 
 Endangering the safety of others. 
 Inappropriate use of the facilities, mailing lists or monies. 
 Disruptive or abusive behavior or language to the animals or instructors, 


volunteers, guests and people on H.I.S. premises. 
 Repeated disregard of the organization’s policies and procedures. 
 Possession of a weapon. 
 Is under the influence of alcohol or drugs 


 
A copy of the Dismissal Policy is posted in the barn for your reference. 


 


 
 
I have read and understand the policies and procedures by which Horses In Service 
Natural Therapeutic Riding Center operates. By signing below, I indicate my willingness 
to abide by these policies and procedures. I further understand that failure to comply 
with these policies and procedures may result in discharge from the program and 
premises. 
 
Print Name: Date:  
 
Signature: Date: 
  
Parent/Guardian (Print Name): Date: 
 
Parent/Guardian Signature: Date: 





