 APPLICATION FORM FOR RIDERS AND CARRIAGE DRIVERS
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Muirfield = N
Riding Therapy

A member group of
Riding for the Disabled Association





Please use block capitals and return to: Indoor Arena, West Fenton, North Berwick, EH39 5AL
Phone number: 01620 842502 or 01620 843288
	Confidential information for use by relevant RDA personnel only. Applicants should note that this information may be stored on a computer system; the form will be held securely by the group.


	A review of the contents of this form will normally be requested after 3-5 years. RDA reserves the right 

to refuse any rider or carriage driver on grounds of health and safety at any time.

This form may need to be reviewed in the event of the applicant applying for an RDA holiday.

Next Recommended date for review ……………………………………..............................................


If you are under 18 years or someone else normally completes your paperwork, it should be completed and signed on your behalf by your parent or guardian.
1 APPLICANTS DETAILS
	Surname, first name
	

	Date of birth
	

	Address
	

	Telephone no.
	

	Email address
	


  2
PERSONAL INFORMATION

Please fill in ALL boxes and note that there is an upper weight limit of 12 ½ Stone.
	Height
	
	Weight
	


	Mobility
	Do you have problems walking?   Yes  ( No (
If Yes please expand

Can you stand to transfer? Yes (  No(



	Communication
	Do you have problems with Speech (, Hearing (, Comprehension (
If so please expand




3.  MEDICAL INFORMATION
(This does not constitute consent)
This should be completed by a medical practitioner who is familiar with and understands your medical problems e.g. GP, Physiotherapist, OT, School  Nurse
	Diagnosis and details of specific disabilities:



	Note of special problems ( eg allergies, asthma, autism, ADHA, balance, circulation, diabetes, epilepsy

CONTRA INDICATIONS (to come from Heather)


DETAILS OF MEDICAL PROFESSIONAL COMPLETING SECTION 3 ABOVE
	Name
	

	Appointment
	

	Address


	

	Telephone no.
	

	Signature
	


4
APPLICANT’S SCHOOL OR TRAINING CENTRE (if applicable)
	Name
	

	Address

	

	Telephone no.
	

	Person to contact
	


5 APPLICANT’S PARENT OR GUARDIAN
	Name
	

	Address


	

	Home telephone no.
	

	Emergency contact no.
	


6
DECLARATION  ( to be completed by you or, on your behalf, by your parent or guardian)
	I wish to join the Group as a rider/carriage driver and agree that the details of my medical history , which will assist the Group Instructor, may be disclosed by my medical professionals.

I confirm that I will advise you immediately if any of the information provided on this form changes in any way. I recognise that this activity involves risk and that I, the rider/ carriage driver, should take all reasonable precautions and follow all advice properly given.

In the absence of any negligence on the part of the RDA or the Group, I accept that no liability will attach to either of them.

	Do you agree that photographs/videos taken during Group activities may be used for training (/publicity(?    Delete as applicable                                                                                                             

	Date

	

	Signature
Rider/Carriage Driver/Parent/Guardian

(Delete as appropriate)
	


PLEASE ENSURE THAT ALL SECTIONS ARE COMPLETED. REGRETTABLY, IF INCOMPLETE THE FORM WILL BE RETURNED TO YOU.
OFFICE USE ONLY





Assessment Form received  (Date)   ..........................................





 Received by  ................................................................................





Assessment successful ...............................................................





Assessment unsuccessful ..........................................................





Waiting List ................................................................................





Enter on database ......................................................................
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