
EBONY HORSEWOMEN, INC. 
PROGRAM REGISTRATION FORM 

Weekend Academy

 Leadership Academy & Riding Team  Junior Mounted Patrol

Please print clearly. All information is kept confidential. 

Student Name: __________________________________________ Age: ________DOB:______________ 

School name: ____________________________________________Grade: _______ Gender: M     / F  

Guardian Name: _____________________________________ Relation: ______________________________ 

Cell Phone #: ____________________ Work#: ____________________ 

E-mail: ___________________________________________________________

Guardian Name: _____________________________________ Relation: ______________________________ 

Cell Phone #: ____________________ Work#: ____________________ 

E-mail: ___________________________________________________________

(Be sure to include e-mail address, all notifications concerning the program are sent through email.) 

Address: ________________________________________________________________________________ 

City: __________________________________ State: __________________ Zip: __________________ 

Phone # (home)              -             -                .   

Emergency Contact Name ________________________________   Phone   #___________________________ 

RIDING INFORMATION:   

***All students are required to have their own equipment.  (boots, helmet, riding pants). 

Ask office for prices. *** 

Briefly, tell me your child's riding experience, if any. (This information is necessary.) 

__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 

Ebony Horsewomen, Inc.  

Equestrian Center  

337 Vine Street, Hartford, CT 06112 

Office#: (860) 293-2914  

Fax #: (860) 293-0039    

E-mail: info@ebonyhorsewomen.us

E-mail: dbourgeois@ebonyhorsewomen.us

DCF Credentialed: 

Therapeutic Support Staff Provider 

Support Staff Provider 

After School Clinical Provider 

Provider ID# 47077 



MEDICAL RELEASE FORM FOR ALL STUDENTS 

It is important that all parents fill out the form below completely and carefully.  If your child is injured at the 

stables, the doctors will need this information. (Please print clearly.) 

Has your child or anyone in your household been diagnosed positive for Covid-19? 

 Yes   No  If yes, when ________________________________ 

I (we) the parent(s) of _______________________________________ residing at (address) 

________________________________________________________ authorize the following person(s) to sign 

consent for medical treatment for our minor child EHI Staff. Parent Signature ______________________ 

INFORMATION ON MINOR CHILD: 

Name of Family Doctor: __________________________________________ Phone: _____________________ 

Name of Family Dentist: __________________________________________ Phone: _____________________ 

Insurance Carrier _____________________________________   Policy# ______________________________ 

Allergies:  No  Yes list: __________________________________________________________________ 

Known Illnesses: ___________________________________________________________________________ 

Date of last Tetanus shot: ___________________________________________________ 

Medicine and dosage now being taken: 

__________________________________________________________________________________________ 

***Campers will have to administer their own medication and sunscreen. Bring medication in the original 

containers with camper’s name and physicians name clearly marked. Camp personnel can supervise the while 

camper administers their own medication ONLY (no assistance can be given).*** 

This is a requirement for horse assignment purposes. 

 Weight: ________________________ Height: _______________________________ 

(Any additional information you feel should be included please put on bottom of this form.) 

Please include any concerns regarding learning disabilities, behavioral issues, special precautions and/or needs. 

Please be specific regarding medical diagnosis, psychological and behavioral impairments. This information 

will allow EHI Staff to better serve our participants.  

__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 

I acknowledge that all of the information on this form is complete to the best of my knowledge and true. 

Parents Signature: _______________________________________________________ 



EBONY HORSEWOMEN EQUESTRIAN CENTER 

PICK-UP AUTHORIZATION 

Dear Guardian(s) 

We are pleased to have your child(ren) with us for the EHI Programs. 

To provide for the safety of your child(ren) please identify below the name(s) of the persons who you give 

permission to pick-up your child(ren) when program is over each day. 

Please be advised that we will not turn over any child to any person not already designated as an authorized 

person by you.  This will be strictly enforced.  Identifications will be checked of the persons that will be 

picking up your child(ren). 

My child is authorized to: 

 Walk Home

 Take Public Transportation

 Will Utilize a Transportation Service

Name: ______________________________________________________

Phone: _______________________

I, ______________________________ give the following person(s) the right to pick up my child. 

Name /Relation (ex. Social worker)     Emergency Contact Y/N Phone # 

1. _____________________________________________________ ______________________ 

2. _____________________________________________________ ______________________ 

3. _____________________________________________________ ______________________ 

4. _____________________________________________________ ______________________ 

5. _____________________________________________________ ______________________ 

IF ANY PERSON(S) THAT IS NOT ON THE ABOVE LIST COMES TO THE EQUESTRIAN CENTER TO PICK 

UP YOUR CHILD, YOUR CHILD WILL NOT BE RELEASED WITHOUT PRIOR WRITTEN CONSENT. 



Ebony Horsewomen Equipment Policy 
 

 

As of September 2017, EHI will no longer provide helmets, boots and riding pants 

for students to borrow to participate in riding program activities. 

 

Due to the safety of all participating students shared equipment may pose health 

concerns.  We do this to ensure that every child has equipment that is used 

exclusively by him or herself. 

 

All students are required to obtain their own equipment for participation in all EHI 

Programs. Students will not be allowed to participate in riding activities until they 

have proper equipment.  Ebony Horsewomen has these items for sale at our store 

for discounted fees. 

 

I _________________________ parent/ guardian of ________________________ 

(student name) understand that my child is required to have their own boots, 

helmet and riding pants to participate in any of the horse related activities. I also 

understand that my child cannot participate if they do not have the proper riding 

equipment. 

 

Parent/ Guardian Name: 

_________________________________ 

 

Parent/ Guardian Signature: 

_________________________________ 

 

Date: 

_________________________________ 

 



Student Authorization and Waiver for Release of Educational Records 

I authorize (school name) ___________________________________, officials to release, or 

otherwise allow for the inspection, copying or other disclosure, including discussion of, any and 

all educational records, including academic transcript, to Ebony Horsewomen Inc.   

This authorization does not permit disclosure of these records to any other persons without my 

written consent unless specifically allowed under the Family Educational Rights and Privacy 

Act.  I understand that I, ______________________________parent of 

_________________________________ may revoke this authorization at any time by a 

subsequent signed writing.  

Further, I hereby release, (school name) _________________________________, Ebony 

Horsewomen Inc. and The City Of Hartford, its employees, officers or agents, both individually 

and collectively, from any and all liability for damage of whatever kind, which may at any time 

result to me, my heirs, family and associates because of compliance with this authorization and 

consent to release education information, or any attempt to comply with it.  

A photocopy or facsimile of this authorization and release will be valid as an original hereof, 

even though the said photocopy or facsimile does not contain my original signature. 

______________________________ 

Parent/ Guardian’s Printed Name  

______________________________ 

Parent/ Guardian Signature 

______________________________ 

_____________________________ 

Student Name  

_____________________________ 

Student School Identification #

_____________________________ 

Current Grade  Date 

Copy must be provided to the Office of the School Administration and Parents. 



Ebony Horsewomen, Inc. 

YOUTH Photo and Liability Release Form 

Name: 

Photo Release:  I hereby consent to and authorize

 I do not consent to, nor do I authorize

the use and reproduction of any and all photographs and other audiovisual materials taken  of me 

by Ebony Horsewomen, Inc. for promotional material, educational activities, exhibitions or for 

any other use for the benefit of the program.  No compensation will be provided for use of 

consent. 

Date: _______________ Signature: _______________________________________ 

THE EBONY HORSEWOMEN, INC. 

LIABILITY WAIVER 

I__________________________________ acknowledge that I am allowing my child ______________________________________ to 
participate in Ebony Horsewomen, Inc activities which include trips, horseback riding lessons, working around horses and all related activities.  I 

understand all the risks thereof and specifically I understand that there is a risk in horse related activities and particularly in riding or working 

around horses.   Also I the undersigned hereby releases and forever and discharge from liability,  The Ebony Horsewomen, Inc., The City of 

Hartford, Diversified Equus Corp, volunteers, the directors, officers, staff and members, its administrators, agents, assigns, employees and all 

other persons, firms, corporations, funders and educational institutions, who it might be claimed to be liable, none of whom admit any liability 

from any and all claims, demands, actions, causes of action or suits of any kind or nature whatsoever and particularly on account of all injuries 

known and unknown, both to person and property, which have resulted or may in the future develop from any accident which might occur as a 

result of any horse back riding activities and any other activity sponsored , conducted or given by The Ebony Horsewomen, Inc. 

I  waive any claims of liability against the Ebony Horsewomen, Inc., directors, officers and members and the City of Hartford, Diversified 

Equus Corp, Volunteers  or any associated stable or company resulting in injury or harm from acts occurring as a result of neglect or fault, from 

circumstances  known, unknown of should have known. of the stable.    

 I the undersigned hereby declares that the terms of this waiver have been completely read and are fully understood and voluntarily accepted for 

the purpose of making a full and final compromise adjustment and settlement of any and all claims, stipulated or otherwise, on account of the 

injuries and damages above mentioned, and for the express purposes of precluding forever any further or additional claims arising out of any 

possibility of accident of the undersigned. It is further agreed that the release expresses a full and complete settlement of liability, regardless of 

the adequacy of the aforesaid and that the acceptance of this release shall not operate as an admission of the liability on the part of anyone, nor as 

estoppels, waiver, or bar with respect to any claim the part or parties release may have against the undersigned. 

Physical Contact: Horseback is a sport that requires teachers to be able to have appropriate physical contact for the purpose of making technical 
corrections. Consent is granted for such physical contact. 

This release is binding on my heirs, executors, assigns and administrators. This is a voluntary release for any and all future injuries or accidents. 

The undersigned is aware of the risks of attending, traveling to and participating in activity sponsored, given or conducted by the Ebony 

Horsewomen, Inc. and all other events and hereby assumes all risks. The risks include those foreseen and unforeseen, known and unknown. 

*UNDER CONNECTICUT LAW, EQUINE ACTIVITY OWNER/OPERATORS ARE NOT LIABLE FOR AN INJURY TO OR DEATH OF A

PARTICIPANT IN EQUINE ACTIVITIES RESULTING FROM THE INHERENT RISK OF EQUINE ACTIVITIES THIS NOTICE IS

POSTED ON THE STABLE

I attest that I am the legal guardian of the above named child and I have read and understand all of the above on this the 

___________ day of _____________________20______ 

Parent/Guardian Signature: _____________________________________________________________________________________ 

Parent/ Guardian Printed Name: _________________________________________________________________________________ 

Participant Signature: _________________________________________________________________________________________ 

Printed Name: _______________________________________________________________________________________________ 

EBONY HORSEWOMEN ABIDES BY FEDERAL REGULATIONS MANDATING NO 

TOLERANCE FOR SEXUAL OR OTHER ILLEGAL HARASSMENT. 



COVID WAIVER OF LIABILITY AND HOLD HARMLESS AGREEMENT In consideration for receiving 

permission to BE ON PREMISES at Ebony Horsewomen (hereinafter the “Activity or Activities”), I, on behalf of 

myself and any minor child/children for whom I have the capacity to contract, hereby acknowledge and agree to the 

following:  

1. I understand the hazards of the novel coronavirus (“COVID-19”) and am familiar with the Centers for Disease

Control and Prevention (“CDC”) guidelines regarding COVID-19. I acknowledge and understand that that the

circumstances regarding COVID-19 are changing from day to day and that, accordingly, the CDC guidelines are

regularly modified and updated and I accept full responsibility for familiarizing myself with the most recent updates.

2. Notwithstanding the risks associated with COVID-19, which I readily acknowledge, I hereby willingly choose to

participate in program activities at Ebony Horsewomen Equestrian & Therapeutic Center.

3. I acknowledge and fully assume the risk of illness or death related to COVID-19 arising from my being on the

premises and participating in the Activities and hereby RELEASE, WAIVE, DISCHARGE, AND COVENANT

NOT TO SUE (on behalf of myself and any minor children form whom I have the capacity contract) Ebony

Horsewomen, Inc, The City of Hartford, Diversified Equus Corp their, officers, directors, agents, employees and

assigns (the “RELEASEES”) from any liability related to COVID-19 which might occur as a result my being on the

premises and participating in in and all activities or reasons being on the premises.

4. I shall indemnify, defend and hold harmless the RELEASEES from and against any and all claims, demands,

suits, judgments, losses or expenses of any nature whatsoever (including, without limitation, attorneys’ fees, costs

and disbursements, whether of in-house or outside counsel and whether or not an action is brought, on appeal or

otherwise), arising from or out of, or relating to, directly or indirectly, the infection of COVID-19 or any other

illness or injury.

5. It is my expressed intent that this Waiver and Hold Harmless Agreement shall bind any assigns and

representatives, and shall be deemed as a RELEASE, WAIVER, DISCHARGE, AND COVENANT NOT TO SUE

the above-named RELEASEES. This Agreement and the provisions contained herein shall be construed, interpreted

and controlled according to the laws of the State of the State of Connecticut. I HEREBY KNOWINGLY AND

VOLUNTARILY WAIVE ANY RIGHT TO A JURY TRIAL OF ANY DISPUTE ARISING IN CONNECTION

WITH THIS AGREEMENT. I ACKNOWLEDGE THAT THIS WAIVER WAS EXPRESSLY NEGOTIATED

AND IS A MATERIAL INDUCEMENT THE PERMISSION GRANTED BY RELEASEES TO BE ON

PREMISES AND PARTICIPATE IN ANY AND ALL ACTIVITIES.

IN SIGNING THIS AGREEMENT, I ACKNOWLEDGE AND REPRESENT THAT I have read the foregoing 

Wavier of Liability and Hold Harmless Agreement, understand it and sign it voluntarily as my own free act and 

deed; no oral representations, statements, or inducements, apart from the foregoing written agreement, have 

been made; I am at least eighteen (18) years of age and fully competent; and I execute this Agreement for full, 

adequate and complete consideration fully intending to be bound by same.  

IN WITNESS WHEREOF, I have signed this Waiver and Agreement under seal on this 

_____________________day of _______________________, 20_______  

_______________________________________________________________ 

Legal Guardian/Parent/Foster Parent/Custodian Printed Name  

_______________________________________________________________ 

Legal Guardian/Parent/Foster Parent/Custodian Signature  

NAME OF MINOR CHILD REGISTERING FOR PROGRAM: 

_______________________________________________________________ 



Ebony Horsewomen, Inc. 

Year Long Programs

PERMISSION SLIP 
This permission slip gives your child access to all Ebony Horsewomen programs, activities and 

events from today, ___________, through DATE_June, 2024______ 

PARTICIPANT INFORMATION 

Participant’s Name: ________________________________________________Date of Birth: _________Age:______ 

Address:______________________________________City:___________________________Zip:_______________ 

School: ________________________________ (for summer programs enter upcoming school/grade) Grade: _____Gender:_______ 

Parent/Legal Guardian Name: ______________________________________________ Cell Phone: _________________ 

Work Phone: ________________ Home Phone: ______________E-mail: ______________________________________ 

Referred to the program by: ______________________________________________________________ 

Survey Release 

Please check here if your child does NOT have permission to fill out anonymous surveys:   

DEMOGRAPHICS (please check one in each category) 
Race: Family: 
__American Indian/Alaska Native __2 Birth/Adoptive Parents 

__Asian __Step & Birth Parent  

__Black/African American __Single Parent Female  

__Native Hawaiian/Other Pacific Islander __Single Parent Male  

__Multi-Racial  __Grandparent  

__White __Relative/Guardian 

__DCF  

Ethnicity: __Foster Parent  

__Hispanic/Latino __On Own 

__Not Hispanic/Latino __Joint Custody 

PERMISSION AND EMERGENCY/MEDICAL INFORMATION 

If your child requires pick-up, is there anyone NOT authorized to do so: _______________________________________ 

Emergency Contact: 

_______________________________Relationship:_____________________Phone:______________ 

Are there any specific medical conditions we should be aware of? ________________________________________ 

__________________________________________________________________________________________________ 

In case of emergency, if I cannot be reached, I give permission to the attending physician to hospitalize, secure necessary treatment, 

order injections, anesthesia, or surgery for my child named on this form.  Additionally, I the undersigned do hereby waive and hold the 

Ebony Horsewomen, Inc, its employees and agents, harmless from any personal or property damage I or my child may incur while 

participating in this activity. I also understand Ebony Horsewomen, Inc does not provide accident or health insurance.  In addition, I 

give permission for my child to participate in all programs at Ebony Horsewomen, Inc. 

Parent/Legal Guardian Signature: 

_____________________________________________________________________________Date:_______________ 

Note: We provide certain demographic information from this 
form to the State of CT Department of Education for statistical 

and research purposes] 



Ebony Horsewomen, Inc. 
Help us in getting to know your child! 

What is your child’s name? _____________________________________ 

Preferred Name __________________________ D.O.B ______________

What are some things you think are important to know about your child? 

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

What are some things (people, dates, situations, push buttons, triggers, etc) that can increase your child’s 

chances for acting out?  

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

If/when your child acts out, what does that look like?  What behaviors do you see? 

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

What are some things your child enjoys doing (hobbies, sports, music, interests, etc)  

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

What typically helps calm your child down when upset, sad, dysregulated, frustrated, angry, or not 

feeling well? 

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

______________________________________________ ________________________ 

Parent/ Guardian Signature  Date 

For Office Use Only (Staff have reviewed and discussed the needs of this child.) 

_____________________________________ ______________________________________ 

Staff Signature Staff Signature 

_____________________________________ ______________________________________ 

Staff Signature Staff signature 



Please see reverse 

Does your child exhibit any of these behaviors/concerns?
Check and describe applicable issues (indicate current or history of):

☐ Inattention

☐ Hyperactivity

☐ Lack of concentration

☐ Learning disabilities

☐ Developmentally delayed

☐Mentally challenged

☐ Boundary issues

☐ Social skills problems

☐ Problems with peers

☐ Separation anxiety

☐ Anxiety

☐ Phobias

☐ Aggressive

☐ Assaultive

☐Manipulative

☐ Unpredictable or dangerous behavior

☐ Sensory impairment

☐ Sensitivity, preferences

☐ Tics or stereotypical behavior

☐ Psychosomatic behavior

☐ Suicidal ideations

☐ History of runaway

☐ Issues of parental support

☐ Sexual abuse/acting out

☐ History of physical abuse

☐ Emotional abuse

☐ Hallucinations

☐ Delusions

☐ Illusions

☐ Dissociations

☐ Substance abuse problems

☐ Legal problems

☐ School problems

☐ History of animal abuse and/or fire

setting

☐Seizure disorder

☐Possible medication side effects

Describe 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

For Office Use Only (Staff have reviewed and discussed the needs of this child.) 

_____________________________________ ______________________________________ 

Staff Signature Staff Signature 

_____________________________________ ______________________________________ 

Staff Signature Staff signature 



YOUTH CAMP HEALTH EXAM/RECORD 
Physical Exams Are Valid For 3 Years 

From Date of Last Examination 

Please Return Completed Form to the Office or Provide a Copy of Current Physical 

Name __________ ________________________________Date of Birth__________________________ Phone_________________________________  

Guardian___________________________________________ Address__________________________________________________________________  

Emergency Contact________________________________________________________________ Telephone___________________________________ 

Date of Arrival at Camp: ____________________________________________ Departure Date: _____________________________________________  

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

TO BE COMPLETED BY THE SPECIFIED MEDICAL PRACTITIONER: 

Date of Exam ____/____/____ 
________ May participate in all camp activities  

________ May participate except for: ________________________________________________________________________________________________ 

_______________________________________________________________________________________________________________________________ 

Medical information pertinent to routine care and emergencies: ___________________________________________________________________________ 

_______________________________________________________________________________________________________________________________ 

Is this individual taking prescription or over the counter medication(s)?   YES    NO

If yes, indicate names of medication(s):___________________________________________________________ 

Does the individual have allergies?    YES  NO Explain: ________________________________________________

Is the individual on a special diet?  YES   NO Explain: ________________________________________________

Does the individual have special needs?  YES  NO Explain: ________________________________________________

This camper/staff is up-to-date on all the following routine childhood immunizations currently recommended by the American 

Academy of Pediatrics and National Advisory Committee on Immunization Practices:  

Yes No Yes No 

Measles Hepatitis B 

Mumps Diphtheria 

Rubella Pertussis 

Chickenpox Polio 

Tetanus 

Comments: ___________________________________________________________________ 

_____________________________________________________________________________

_____________________________________________________________________________ 

Print name of medical care provider: _______________________________________________  

Medical care provider’s address: __________________________________________________  

Medical care provider’s: City/Town ______________________________ ST ___________ Zip Code __________ 

______________________________________________________________ 

Signature of Physician, PA, APRN or RN  

______________________________________________________________ 

Date Form Signed 

__________________________________________________________________ 

Telephone Number 

Ebony Horsewomen, Inc. Equestrian Center 

337 Vine Street, Hartford, CT 06112  

Office #: (860) 293-2914 

Fax #: (860) 293-0039  

E-mail: info@ebonyhorsewomen.us



June 2023 Revision 

CDBG PARTICIPANT RESIDENCY VERIFICATION 
FORM July 1, 2023– June 30, 2024 

SECTION 2: AGENCY INFORMATION 

SECTION 1: INSTRUCTIONS 
THIS PROGRAM IS FUNDED IN WHOLE OR IN PART WITH COMMUNITY DEVELOPMENT BLOCK GRANT (CDBG) PROGRAM FUNDS THROUGH THE CITY 
OF HARTFORD. PARTICIPANTS AND/OR THEIR PARENTS/LEGAL GUARDIANS MUST VERIFY HARTFORD RESIDENCY AND SELF-CERTIFY HOUSEHOLD 
INCOME IN ORDER TO BE ELIGIBLE TO PARTICIPATE IN FUNDED PROGRAMS. THE REQUESTED INFORMATION AND DOCUMENTATION IS REQUIRED TO 
COMPLY WITH CDBG FEDERAL REGULATIONS ONLY AND IS NOT SHARED WITH ANY OTHER PARTY, OR AVAILABLE TO ANY OTHER AGENCY FOR ANY 
OTHER PURPOSE. 
 PARTICIPANT MUST PROVIDE DOCUMENTATION OF CURRENT HARTFORD ADDRESS.
 PARTICIPANT MUST INDICATE ALL SOURCE(S) OF INCOME AND GROSS YEARLY INCOME FOR EACH FAMILY MEMBER RECEIVING INCOME.
 PARTICIPANT AND THE AGENCY’S PROGRAM MANAGER MUST SIGN AND DATE CERTIFICATION.
 THE CITY OF HARTFORD WILL NOT REIMBURSE AGENCY WITHOUT DELIVERY OF COMPLETED AND SIGNED FORM.

SECTION 3:  PARTICIPANT INFORMATION 

Household Members (include participant) RACE* Hispanic? Employed? 
Gross 
Yearly 

Income ($) 
Indicate Source of Income 

A.  Yes Yes No 

B. Yes Yes No 

C. Yes Yes No 

D. Yes Yes No 

E. Yes Yes No 

F. Yes Yes No 

G. Yes Yes No 

H. Yes Yes No 

SECTION 4: VERIFICATION 
I certify that the above information and documentation attached is accurate and complete: 

I certify that the above information is complete and verified with attached documents and maintained in the program files: 

CT Driver’s License or ID Card Personal Check with Pre-Printed Address Rent Receipt 
Utility Bill Governmental Assistance Form Other: 

AGENCY PROGRAM 

PARTICIPANT NAME STREET ADDRESS CITY/STATE/ZIP 

HEAD OF HOUSEHOLD (NAME) NUMBER OF PERSONS CURRENTLY LIVING IN HOUSEHOLD 
         1         2        3        4       5        6    7        8       9   

*PLEASE REPORT RACE USING THE FOLLOWING CATEGORIES ONLY:
BLACK/AFRICAN AMERICAN, WHITE, ASIAN, ASIAN (WHITE), OTHER/MULTI-RACIAL,  
AMERICAN INDIAN/ALASKAN NATIVE,  AMERICAN INDIAN/ALASKAN NATIVE (WHITE),  AMERICAN INDIAN/ALASKAN NATIVE (BLACK),  NATIVE HAWAIIAN/OTHER PACIFIC ISLANDER 

CHECK AND ATTACH DOCUMENTS TO VERIFY HARTFORD RESIDENCY. DO NOT INCLUDE SOCIAL SECURITY NUMBERS. 
    (CHECK ONE) 

PROGRAM PARTICIPANT OR PARENT/LEGAL GUARDIAN SIGNATURE DATE 

AGENCY’S PROGRAM MANAGER (OR OTHER AUTHORIZED PERSONNEL) SIGNATURE DATE 


	Emergency Contact Name: 
	Briefly tell me you are riding experience if any This information is necessary 1: 
	Briefly tell me you are riding experience if any This information is necessary 2: 
	Briefly tell me you are riding experience if any This information is necessary 3: 
	Briefly tell me you are riding experience if any This information is necessary 4: 
	Insurance Carrier: 
	Allergies: Off
	No: Off
	Yes list: 
	Known Illnesses: 
	Date of last Tetanus shot: 
	Medicine and dosage now being taken: 
	Weight: 
	Height: 
	will allow EHI Staff to better serve our participants 1: 
	will allow EHI Staff to better serve our participants 2: 
	will allow EHI Staff to better serve our participants 3: 
	will allow EHI Staff to better serve our participants 4: 
	will allow EHI Staff to better serve our participants 5: 
	Walk Home: Off
	Take Public Transportation: Off
	Will Utilize a Transportation Service: Off
	1: 
	2: 
	3: 
	4: 
	5: 
	Phone 1: 
	Phone 2: 
	Phone 3: 
	Phone 4: 
	Phone 5: 
	Parent Guardians Printed Name: 
	Student Identification: 
	Current Grade: 
	I hereby consent to and authorize: Off
	I do not consent to nor do I authorize: Off
	Date_2: 
	NAME OF MINOR CHILD REGISTERING FOR PROGRAM: 
	Cell Phone: 
	Email: 
	Relationship: 
	Emergency Contact 1: 
	Are there any specific medical conditions we should be aware of: 
	Date_3: 
	What are some things you think are important to know about your child 1: 
	What are some things you think are important to know about your child 2: 
	What are some things you think are important to know about your child 3: 
	What are some things you think are important to know about your child 4: 
	chances for acting out 1: 
	chances for acting out 2: 
	chances for acting out 3: 
	chances for acting out 4: 
	Ifwhen your child acts out what does that look like  What behaviors do you see 1: 
	Ifwhen your child acts out what does that look like  What behaviors do you see 2: 
	Ifwhen your child acts out what does that look like  What behaviors do you see 3: 
	Ifwhen your child acts out what does that look like  What behaviors do you see 4: 
	What are some things your child enjoys doing hobbies sports music interests etc 1: 
	What are some things your child enjoys doing hobbies sports music interests etc 2: 
	What are some things your child enjoys doing hobbies sports music interests etc 3: 
	What are some things your child enjoys doing hobbies sports music interests etc 4: 
	feeling well 1: 
	feeling well 2: 
	feeling well 3: 
	feeling well 4: 
	Inattention: Off
	Hyperactivity: Off
	Lack of concentration: Off
	Learning disabilities: Off
	Developmentally delayed: Off
	Mentally challenged: Off
	Boundary issues: Off
	Social skills problems: Off
	Problems with peers: Off
	Separation anxiety: Off
	Anxiety: Off
	Phobias: Off
	Aggressive: Off
	Assaultive: Off
	Manipulative: Off
	Unpredictable or dangerous behavior: Off
	Sensory impairment: Off
	Sensitivity preferences: Off
	Tics or stereotypical behavior: Off
	Psychosomatic behavior: Off
	Suicidal ideations: Off
	History of runaway: Off
	Issues of parental support: Off
	Sexual abuseacting out: Off
	History of physical abuse: Off
	Emotional abuse: Off
	Hallucinations: Off
	Delusions: Off
	Illusions: Off
	Dissociations: Off
	Substance abuse problems: Off
	Legal problems: Off
	School problems: Off
	History of animal abuse andor fire: Off
	Seizure disorder: Off
	Possible medication side effects: Off
	Describe 1: 
	Describe 2: 
	Describe 3: 
	Describe 4: 
	Describe 5: 
	Describe 6: 
	Describe 7: 
	Describe 8: 
	Describe 9: 
	Date of Birth: 
	Phone_6: 
	Address: 
	Emergency Contact: 
	Telephone: 
	Date of Arrival at Camp: 
	Departure Date: 
	Student Name: 
	Student School Name: 
	Age: 
	F: Off
	M: Off
	Relation to student: 
	Gardian Cell #: 
	Gardian Work #: 
	Gardian Email Address: 
	Gardian 2 Name: 
	Gardian 2 Realtion to Student: 
	Gardian 2 Cell #: 
	Gardian 2 Work #: 
	Gardian 2 Email: 
	Student Address: 
	State: 
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Area: 
	Phone: 
	Check Box29: Off
	Check Box30: Off
	COVID Diagnosis Date: 
	Student Address ( Street, City, State, Zip): 
	Name of Family Doctor: 
	Name of Family Dentist: 
	Policy #: 
	Gardian Name: 
	Parent/ Gardian: 
	Date: 
	Parent/ Gardian Name: 
	Student Full Name: 
	School Name: 
	Day: 
	Month: 
	Year (00): 
	Printed Name: 
	Participant Name: 
	DOB: 
	Participant Address: 
	City: 
	Zip: 
	Work Phone: 
	Home Phone: 
	Check Box54: Off
	Name: 
	Preferred Name: 
	Gardian: 
	Check Box55: Off
	Check Box56: Off
	Check Box57: Off
	Check Box58: Off
	Check Box59: Off
	Check Box60: Off
	Check Box61: Off
	Check Box62: Off
	Check Box63: Off
	Check Box64: Off
	Check Box65: Off
	Check Box66: Off
	Check Box67: Off
	Check Box68: Off
	Check Box69: Off
	Check Box70: Off
	Check Box71: Off
	Check Box72: Off
	Not Authorized: 
	Medical Conditions Continued: 
	Number: 
	Emergancy Contact Number: 
	Doctor Phone: 
	Dentist Phone: 
	Transportation Company Name: 
	Transportation Company Phone: 
	Grade: 
	Gender: 
	Referral: 


