CAVALIER RIDING CLUB D’EQUITATION CAVALIER

C/0 ASHTON RIDGE EQUESTRIAN CENTRE

      711 PINE GLEN ROAD, PINE GLEN, NEW BRUNSWICK E1J 1S1        

506-386-2596

www.ashton-ridge.com


2009 LESSON SCHEDULE

Important notice – waiting list in effect

NAME OF RIDER:

PLEASE CHECK SESSIONS YOU WISH TO SIGN UP FOR.

LESSONS ARE HELD ON TUESDAY and THURSDAY EVENINGS

RIDING TIMES ANNOUNED LATER

Note: You will be contacted by telephone prior to the first week to confirm class time.  Actual rider time is ½ hour and 15 minutes of mounting and dismounting

Spring session Fee $118.65 + ($20.00 once yearly membership fee)

May 5 – June 18

Summer session Fee $118.65 + ($20.00 once yearly membership fee)

June 30  - August 18

Fall Session Fee $118.65 + ($20.00 once yearly membership fee)

August 25 – October 8

Mandatory volunteer day will be held May 3 1:30-4:00 at Ashton Ridge 

Annual year end banquet will be held October 20,  2009

Applicants will be accepted on a horse/rider/volunteer availability and suitability. Preference will be given to riders currently enrolled in the program. 

PLEASE RETURN COMPLETED FORMS EARLY TO AVOID DISAPPOINTMENT, DEADLINE FOR SPRING SESSION APPLICATIONS IS  APRIL 11, 2009 

PLEASE MAKE CHEQUES PAYABLE TO: CAVALIER RIDING CLUB

RETURN REGISTRATION FORMS TO: CAVALIER RIDING CLUB C/O ASHTON RIDGE EQUESTRIAN CENTRE 711 PINE GLEN ROAD   PINE GLEN NB  E1J 1S1

For questions in regards to forms please Call Roberta at 386-2596

2009 REGISTRATION FORM

NAMEOF RIDER                                                                                          PHONE                                     

E-MAIL ​​​​​​​​​​                                                                                                                         AGE                      

ADDRESS                                                                                                                                                                                                                                                                                                                           NATURE OF DISABILITY                                                                                                                           MEDICARE #                                                                                                                                              HEIGHT                                                                            WEIGHT                                                            

Pleae Note: Each rider is required to supply one volunteer to come to class with him/her.  The association will supply other required volunteers. 

NAME OF VOLUNTEER                                                                                                                             

E-MAIL                                                                                PHONE                                                           ADDRESS                                                                                                                                                   

---------------- -----------------------------------------------------------------------------------------------------------------------------

2009 PARTICIPATION RELEASE AGREEMENT

THE undersigned as parent/parents and/or guardian/guardians of                                                                ,  a minor for and in consideration of the agreement of the CAVALIER RIDING CLUB LTD to provide riding instruction to said minor, does/do hereby forever release, acquit, discharge and hold harmless the CAVALIER RIDING CLUB LTD, it’s officers, trustees, agents, 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 the CAVALIER RIDING CLUB LTD its officers, trustees, agents, 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 therefore as a result of or in anyway growing out of, the acts of the CAVALIER RIDING CLUB LTD, it’s  officers, trustees, agents, employees, representatives, successors or assigns, including but not limited to, their negligence or gross negligence in rendering the services above described or in any incidental thereto.


DATE                                                             


SIGNED                                                                                                                    



Parent(s) Guardian(s) Participant (if of age)


WITNESSED                                                                                                            
2009 PHOTO RELEASE FORM

For valuable consideration given and which is hereby acknowledged the undersigned hereby grant to CAVALIER RIDING CLUB LTD permission to take or have taken, still and moving photographs and films including television pictures of                                              and consents and authorizes CAVALIER RIDING CLUB LTD, its advertising agencies, news media, and any other persons interested in CAVALIER RIDING CLUB LTD, and its work, to the use and reproductions of the photographs, films, and pictures to circulate and publicize the same by all means including without the generality of the foregoing newspapers, television media, brochures, pamphlets, instructional materials, books and clinical material.

With regard to the foregoing material, no inducements or promises have been made to us/me to secure our/my signature(s) to this release other than the intention of CAVALIER RIDING CLUB LTD, to use or be used such photographs, films and pictures for the purpose of promoting and aiding its program and its work.

DATED THIS                                        DAY OF                                               20                 

SIGNED                                                                                                                              

MEDICAL REFERRAL

NAME:                                                                             DATE OF BIRTH:                                                    

ADDRESS:                                                                                                                                                     

HEIGHT:                                                                          WEIGHT:                                                                
PHONES:      DAY:                                                          NIGHT:                                                                    

NEXT OF KIN/GUARDIAN:                                                                                                                             

LIVING AT HOME: YES           NO         OTHER                                                                                             

MEDICAL

PRIMARY DIAGNOSIS:                                                                                                                                  

SECONDARY DIAGNOSIS:                                                                                                                            

DIABETIC:  YES           NO             INSULIN:  YES           NO          

ALLERGIES:                                                                                                                                                   

EPILEPTIC:                                                    FREQUENCY OF SEIZURES:                                                  

INCONTINENCE:                                           SURGICAL PROCEDURES:                                                     

MEDICATIONS:                                                                 FOR:                                                                     

NOTE:  BECAUSE OF THE NATURE OF THE ACTIVITY OF RIDING, AN INDIVIDUAL DIAGNOSED DOWN SYNDROME CANNOT BE ACCEPTED FOR RIDING INSTRUCTION WITHOUT PROOF OF A NEGATIVE X-RAY FOR ATLANTOAXIAL DISLOCATION.  

Diagnosis:                                                                              Date of Onset:                                                
*******IF DIAGNOSIS IS DOWN SYNDROME, THIS FORM MUST BE ACCOMPANIED BY A SIGNED AND DATED STATEMENT FROM A QUALIFID PHYSICIAN GIVING THE DATE AND RESULT OF A DIAGNOSTIC X-RAY FOR ATLANTOAXIAL DISLOCATION (see attached).

PHYSICAL 











Ambulatory:  Yes           No       If no, please explain, (e.g. wheelchair, braces, etc.)

Neuro Sensation                                                                                                                                                                                                                                                                                                              

Circulation                                                                            Co-ordination                                                                                                                                                                                                                           Balance                                                                            Spasticity                                                               

Voluntary Co-ordination                                                                                                                                  

Upper Extremities:

Right:
Normal                         Flaccid                                Spastic                    



Left:     Normal                         Flaccid                                Spastic                     

Lower Extremities:

Right:
Normal                         Flaccid                                 Spastic                    





Left:     Normal                         Flaccid                                  Spastic                   

Language:

Ability to Understand 
Good                                    Fair                               Poor                                  




English                                 Other                                                                      

Defects in:


Sight                                     Speech                          Hearing                            

If “yes” to any of the above please explain:                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                              

Briefly describe intellectual or emotional problems which may affect participation in this program and any added precautions that should be taken by the Club.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                  

PHYSICAL 











*****It is important that this form be filled out in detail (i.e. Height, Weight, etc.) so the instructor and physiotherapist can match the rider with his or her mount.

THIS FORM IS VALID FOR A PERIOD OF ONE (1) YEAR FROM THE DATE SIGNED UNLESS OTHERWISE SPECIFIED BELOW BY THE ATTENDING PHYSICIAN.

2 MONTHS                            6 MONTHS                                         OTHER                               

(EXPLAIN)                                                                                                                                     

PHYSICIAN’S ADDITIONAL COMMENTS:

I hereby give permission for the above individual to participate in the horseback-riding program of the Cavalier Riding Club Ltd.    

Physician’s Signature                                                                                         
Date                                                                                                                    

Physician’s Name (Please Print)                                                                       

Address                                                                                                              

Telephone                                                                                                           

ATLANTOAXIAL   DISLOCATION   EXAMINATION

Date                                                       

This is to certify that                                                                                                                                who has Down Syndrome, has had the requested X-rays taken (full extension and flexion of neck) to determine a pathological displacement of C1 and C2.

Results:

Positive                                                                       


Negative                                                                     





Physician’s Name
                                                                                    

(Please Print)


Address
                                                                                     
Phone
                                                                                     

Physician’s Signature ​​​​​​​​​                                                                                    



Last Update: February 05, 2009


