
 Does the applicant 
wish to participate 
in Spec Olympic 
Training 

     Yes        No 

_____________________           (  Must be Completed/Signed …  Indicate Changes ) 
        (Date)    

Name_______________________________________________________ 

Address_____________________________________________________ 

____________________________________________________________ 

City, ST ZIP__________________________________________________ 

 
Phone:  _____________________________ E-Mail: ______________________________________ 
  
Facility Contact: ______________________________________Ph___________________________ 
 
Parent/Guardian: ________________________________________ Relationship: _________________ 

Add:_________________________________________________________________________Ph:____________________________ 

Ph: ________________________________________________________________________________________________________ 
                     Wk                                            Cell                   E-Mail 

 
Parent/Guardian: ________________________________________ Relationship: _________________      

Add:_________________________________________________________________________Ph:____________________________ 

Ph: ________________________________________________________________________________________________________ 
             Wk                                           Cell                   E-Mail 

 

Medical Changes since last  application___________________________________________________________________________ 

___________________________________________________________________________________________________________ 

Medications:_________________________________________________________________________________________________

___________________________________________________________________________________________________________ 

 
Publicity Release:  I hereby Do Consent_______  /  Do Not Consent________ to give permission for SunCatcher to use any photographs or 
audio/visual materials for promotion, education, publication or exhibition for the purposes of conveying information concerning the above-named 
applicant and/or SunCatcher Therapeutic Riding Academy, Inc. 
 

 ______________________________________________________ ______     _________________________________________        _________________ 

Signature of parent, legal guardian, applicant if own guardian, or authorized person  Witness     Date 

 

Liability Release:  I acknowledge the risks and potential risks of horseback riding, unmounted equine activities, driving, vaulting and other equine 
events.  However, I feel that the possible benefits to the participant are greater than the risk assumed.  I hereby, intending to be legally bound, for 
myself, my heir and assigns, executors or administrators, waive and release forever all claims for damages against SunCatcher Therapeutic Riding 
Academy, Inc, its Board of Directors, Staff, Consultants, Counselors and Volunteers but not limited thereto, for any and all injuries and/or losses which 
may be sustained while participating in SunCatcher Therapeutic Riding Academy, Inc. programs, events and/or activities.    
 

 ______________________________________________________ ______     _________________________________________        _________________ 

Signature of parent, legal guardian, applicant if own guardian, or authorized person  Witness     Date 

 

Consent for Release of Information 

I hereby authorize the release of information from the records of the above name participant.  The information is 
to be released to SunCatcher Therapeutic Riding Academy, Inc. for the purpose of developing a therapeutic 
riding/equine activity program for the above named participant.  Please release any applicable information that is 
listed.  I hereby also acknowledge that I have received a copy of SunCatcher Therapeutic Riding Academy, Inc.’s 
“Notice of Privacy Practices.”  
 MEDICAL HISTORY    

 PHYSICAL THERAPY EVALUATION, ASSESSMENT & PLAN 

 COGNITIVE- BEHAVIOR MANAGEMENT PLAN 

 OCCUPATIONAL THERAPY EVALUATION, ASSESSMENT &  
PROGRAM PLAN 

 CLASSROOM INDIVIDUAL EDUCATION PLAN (I.E.P.) 

 PSYCHOSOCIAL EVALUATION, ASSESSMENT & PROGRAM   Other________________________________________________

 
Physician Facility Phone  
Therapy Program(s) 

Therapist Facility Phone  
Therapist Facility Phone  
School or Residential Facility 

Contact Person Facility Phone  

 

 ______________________________________________________ ______     _________________________________________        _________________ 

Signature of parent, legal guardian, applicant if own guardian, or authorized person  Witness      Date 

 

Application Update Form 



 

 

 

           
Signature of parent, legal guardian, applicant if own guardian, or authorized person 
 

          
 witness       date 

APPLICATION UP-DATE -  RELEASE FORMS  
 

 

Authorization for Emergency Medical Treatment Form 
 

I hereby give permission for the applicant as named below, that in the event emergency medical aid/treatment is required due to illness or injury 
during the process of receiving services, or while being on the property of the agency, I authorize SunCatcher to (1) secure and retain medical 
treatment and transportation if needed;  (2) release client records upon request to the authorized individual or agency involved in the medical 
emergency treatment. 

 
Participant’s Name         Phone     

Address               

Please list two people who may be contacted in case of emergency. 

Name           Phone     

Name           Phone     

Physician's Name              

Preferred Medical Facility             

Health Insurance Co.      _______Policy #      

 

 

 

 
Consent Plan: This authorization includes x-ray, surgery, 
hospitalization, medication and any treatment procedure 
deemed "life saving" by the physician.  This provision will be 
invoked only if the person(s) listed as guardian or emergency 
contacts is (are) unable to be reached.  (signature required) 
 

 

 

 
 
 
 
 
 

OR 

 
 

Non-Consent Plan: I do not give my consent for 
emergency medical treatment/aid in the case of illness or 
injury during the process of receiving services or while 
being on the property of the agency.  In the event 
emergency treatment/aid is required, I wish the following 
procedures to take place:     

        

        

        

        

 

 
In an effort to document the positive effects that riding has on individuals with special needs, we ask that our riders participant in the 
ongoing research component of our program.  This research study is done with consultation from other professionals and will be 
compiled and documented in a manner that protects the anonymity of our participants in strict compliance with current privacy 
practices...  Your willingness to participate will provide us, and other therapeutic riding centers, with invaluable information to enhance 
programming.   

 
We are unable to obtain signatures at 

this time.  A copy of this selection has been 
sent to the appropriate individual for signatures 
and will be mailed to SunCatcher Therapeutic 
Riding Academy, Inc., prior to the applicant's 
participation in the program.  

 
 
Fee Agreement:  SunCatcher is a non-profit (501 C-3) charity organization, dedicated to serving the needs of our special 
participants.  Our fees (about the cost of a regular riding lesson) cover only 1/3 of our actual operating costs.  If you 
cannot pay in full, please request and complete our Financial Eligibility Application.  IRS mandates that we must seek the 
remainder of the costs from fund-raising, community donations and the occasional grant.  SunCatcher is a community 
program.  Heart to heart & hand-in-hand – together, we make this happen.  Please indicate payment & how you can help:   

  Full Payment of $__________ for _________ __________            Will pay $_________ Per Lesson 
 
 I will assist in Fund-Raising:     Sell Raffle Tickets                Sell Campaign Products  
  

   Enlist Ride-a-Thon Sponsors   Attend Benefit Auction 
 
  
  

 

 

SunCatcher Therapeutic Riding Academy, Inc 
PO Box 3975 Rapid City, SD  57709 

605  673-2935  cell--605 484-4883     fax: 605 673-4747 

SunCatcherTRA@aol.com      www.suncatchertra.org 
 

  
 

mailto:SunCatcherTRA@aol.com
http://www.suncatchertra.org/

