MILLS FARM

NEW BEGINNINGS THERAPEUTIC RIDING PROGRAM INC

CELL 40-209-0373

FAX 410-346-6496

millstherapeuticriding@usa.com

VOLUNTEER INFORMATION FORM

Volunteer Liability Release

As a volunteer at Mills Farm, I acknowledge the risks and potential for risks of a Therapeutic Horseback riding program. However, I feel that the possible benefits to me and the clients I work with are greater than the risk assumed. I hereby, intending to be legally bound, for myself, my heirs and assigns, executors or administrators, waive and release forever all claims for damages against Mills Farm, its board of directors, instructors, therapists, volunteers and/or employees for any and all injuries and/or losses I may sustain while participating in Mills Farm.

Date ____________________   Signature _____________________________

If minor, signature of parent, or responsible adult _________________________

In Case of Emergency

Name: _____________________ Home # _______________ Work # ______________

Address: _______________________________________________________________

Physician: ________________________________ Phone _______________________

Hospital and Town: ______________________________________________________

In case of emergency, I give permission to Mills Farm to secure medical treatment including X-Ray, surgery, hospitalization and medication.

Date ____________________   Signature _____________________________

If minor, signature of parent, or responsible adult _________________________

