[image: image1.wmf] 

Geneva Equestrian

 

 

N3010 HYW 67 Lake Geneva, WI 53147

 

 


Medical Authorization Form

Please Read This Carefully

In case of emergency, I hereby grant permission for Geneva Equestrian or any successor organization, its officers, representatives, agents, owners or employees, including but not limited to Cindy Bonamarte, individually, (“Provider”) to consent on my behalf to the administration of emergency medical treatment and/or assistance necessary for my health and welfare, including the transportation by Provider’s staff members and/or its representatives, whether paid or volunteer, to any health care facility or hospital, or the procuring of an ambulance and I agree to indemnify and hold Provider harmless from any liability claim arising therefrom, including the payment of any attorney’s fees and court costs.


I further understand that Provider’s staff members are not physicians or medical practitioners of any kind. Nevertheless, I hereby release the Provider’s staff to render temporary first aid to me and agree to indemnify and hold them harmless for any liability arising thereform, including the payment of any attorney’s fees and court costs.


By signing below as a parent/guardian, I expressly agree to indemnify and hold provider harmless from any liability claim which I may have as a parent/guardian on my own behalf as well as on behalf of the minor participant for whom I am signing, including the right to recover attorney’s fees and court costs.


This agreement shall also be binding upon and inure to the benefit of the parties’ heirs, successors, representatives and assigns.


This authorization and release shall remain valid until expressly revoked. I agree that it is my sole responsibility to update the information contained herein. I agree that I will be responsible for the payment of any and all medical services rendered.


Warning: Under the equine activity liability act, each participant who engages in an equine activity expressly assumes the risks of engaging in and legal responsibility for injury, loss or damage to person or property resulting from the risk of equine activities.

I Have Read This Agreement Before Signing

Name  ___________________________________________________________________
Phone # _____________________


(please print name of participant)

Street_____________________________________________  City ____________________________ ST  ______ Zip ____________
Signature  _______________________________________ Signature of Witness  __________________________________________

If you are under eighteen (18) years of age, a parent/guardian must provide consent for you to be given medical assistance and/or treatment by signing immediately below.

Name of Participant  (please print)  ________________________________________________________________________________

Name of Parent/Guardian #1 (please print)  _________________________________________________________________________

Signature of Parent/Guardian #1  _________________________________________________________________________________

Name of Parent/Guardian #2 (please print)  _________________________________________________________________________

Signature of Parent/Guardian #2  _________________________________________________________________________________

Both Parents/Guardians Must Sign Above

Signature of Witness:  ___________________________________________________  Date:  _________________________________



Medical Authorization Form continued

If you are covered by insurance, please complete the following:

Name of Carrier  _______________________________________________________________________________________________

Address  _____________________________________________________________________________________________________

Phone Number of Carrier  ________________________________________________________________________________________

Name of Insured  __________________________________________________________ Social Security #  ______________________

Group #. _______________________________________________________________  Policy #  ______________________________

Name of Employer (please print)  __________________________________________________________________________________

Emergency Contact Information

In the event of an accident, please contact:

Name___________________________________________  Address ________________________________________________________________

Home Phone #  ___________________________ Cellular #  __________________________ Work Phone #  ________________________________

If the individual named above is unavailable, please contact:

Name ____________________________________________ Address________________________________________________________________

Home Phone #  ___________________________ Cellular #  __________________________ Work Phone #  ________________________________

Physician Information
Name of Physician  _____________________________________________________________________  

Address  _____________________________________________________________________________  Phone #  ____________________________

Medication Information
I currently am on the following medication(s)  _____________________________________________________________________________________
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