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2024 Client Registration and Release   
& Health History Form  

 
Name:  Date of Birth:  Age:  

 
Address: 

 
 

    

      City     State Zip 
 
Year started riding at Main Stay: __________ 
 

Parent/Spouse/Guardian: _________________________________________________________________ 

Address if different from above: ____________________________________________________________ 

Contact information: 
      Please check if any information has changed so we can update our records 
 
Email: 2nd Email: 

Primary Phone: Secondary Phone: 

 

Current height: _____________ Current weight: _____________  

(Please be accurate as this affects our client weight limit requirements and the needs of our horses) 

 

Rider  T-Shirt Size:   Child  S  M  L  XL  Adult  S  M  L  XL  XXL (Please circle one) 

 

Diagnosis (please list all relevant): 

_____________________________________________________________________________________ 

Medications: (include dosage) that the client is currently taking, including any over-the-counter-medications 

___________________________________________________________________
___________________________________________________________________ 
 
Any hospitalizations and/or surgeries within the last year? Yes _____ No _____ 
If yes, please describe: 

___________________________________________________________________
___________________________________________________________________
___________________________________________________________________ 
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Please indicate current or past problems in the following areas: 
 Y N Comments 

Allergies    
Behavioral    
Bone/Joint    
Breathing    
Circulation    
Communication    
Digestion    
Elimination    
Emotional/Psychological    
Hearing    
Heart    
Muscular    
Pain    
Sensation    
Speech    
Thinking/Cognition    
Vision    
Other    
    

 
MOBILITY: (i.e. mobility skills such as walking, wheelchair use, transfers, driving/bus riding) 

___________________________________________________________________ 
___________________________________________________________________ 
___________________________________________________________________ 
 
 
FAMILY:  (please share information on any siblings or other family members important to the client) 

___________________________________________________________________
___________________________________________________________________
___________________________________________________________________ 
 
SOCIAL:  (i.e. work/school including grade completed, leisure interests, relationships-family structure, 
support systems, companion animals, fears/concerns, etc.) 

___________________________________________________________________
___________________________________________________________________
___________________________________________________________________ 
 
OTHER: Are there any other physical, emotional or cognitive changes that have occurred in the last year? If 
yes, please describe. Please provide any other information that will enhance the client’s lesson: 
___________________________________________________________________
___________________________________________________________________ 
___________________________________________________________________ 
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GOALS: (i.e. what would the client like to accomplish) 

___________________________________________________________________
___________________________________________________________________
___________________________________________________________________ 

 
I attest that this information is accurate (to the best of my knowledge). Main Stay Therapeutic Farm 
reserves the right to require an annual Medical History and Physician’s Statement from any client. 
 
I agree to release, indemnify and hold Main Stay (and its officers, directors and employees) 
harmless from any injury or loss arising out of any inaccurately reported or omitted medical 
information. 
 
 
LIABILITY RELEASE 

 
___________________________ (Rider) would like to participate in the Main Stay Therapeutic Farm, Inc. 
programs.  I acknowledge the risks and the potential for risks of equine and animal interactions in a farm setting.  
However, I feel that the possible benefits to myself/my son/my daughter/my ward are greater than the risks 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 Main Stay Therapeutic Farm, Inc., its Board of Directors, instructors, therapists, 
aides, volunteers and/or employees for any and all injuries and/or losses I/my son/my daughter/ may sustain while 
participating in a Main Stay Therapeutic Farm, Inc. program. 

Under the Equine Activity Liability Act, each participant who engages in an equine or animal 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. ~IL PWA-89-0111~ 
 
 
 
Date: ___________________ Signature: _________________________________________________________ 
       Client, Parent or Guardian 
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2024 Client Photo Release 
 
 

 
 

 I __________________________   DO        or            DO NOT 
              (please circle one) 

hereby grant irrevocable and unlimited consent to the use and reproduction by Main Stay 
Therapeutic Farm, Inc., PATH Intl., its assigns, licensees and legal representatives, of any and all 
photographs and any other audio/visual materials taken of me, my child or my ward, in all forms 
and media (including but not limited to printed media, digital media, web sites, video and audio 
productions).  The materials may be reproduced in all forms including composite, altered or 
derivative works, for promotional material, educational activities, exhibitions or for any other lawful 
use for the benefit of the program. 

I hereby waive the right to inspect and approve the finished version(s) including any copy that may 
accompany the materials.  I hereby release Main Stay, PATH Intl. and its employees, volunteers, 
assigns, licensees and legal representatives from all claims and liability relating to said materials. I 
sign this release as a person with, or the parent or guardian of a person with special needs, 
understanding that use of these materials will make them available to the general public.    

I have read and understand the above release, am over 18 and have the capacity to sign this 
release of my own free will.  

Signature:________________________________   Date:________________ 

OR:  

I am the parent/spouse/guardian of the client named above and have the legal authority to 
execute the above release. I approve the foregoing and waive any rights in the premises. 
 

Signature:________________________________   Date:________________  
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Main Stay will not use or share your health information without your written permission unless authorized by law. 

 
Periodically we may want to consult with other agencies/therapists with which you are working. Please 
provide their name(s) and address(s) below.   
 
 
I hereby authorize _______________________________________________________________ 
   (Person(s) or facility-please list all institutions associated with the client) 

 
______________________________________________________________________________                
 
______________________________________________________________________________ 
(Complete address and phone number of person(s) and/or facility) 

 
to release information from the records of  ________________________________________ 

 

The information is to be released to Main Stay Therapeutic Farm for the purpose of developing an 
adaptive riding program and/or animal assisted learning program for the above named client.  The 
information to be released is marked below. 
 
____ Medical History 
____ Physical Therapy evaluation, assessment and program plan 
____ Occupational Therapy evaluation, assessment and program plan 
        _ Speech therapy evaluation, assessment and program plan 
           Mental Health evaluation, assessment and program plan 
_____ Individual Habilitation Plan (I.H.P.) 
_____ Classroom Individual Education Plan (I.E.P.) 
           Cognitive-Behavioral evaluation, assessment, and/or management plan 
_____ Other 
 
This release is valid for one year and can be revoked in writing, at my request.  Please send 
materials to the address listed above. 
 
 

Signature(s) _________________________________________     Date ____________________ 
 
Relationship to Client __________________________________ 
 
 
 
 
 
 
 

2024 CONSENT FOR RELEASE OF INFORMATION 
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I/we have read and agree to abide by the financial and rider assistance policies as outlined in the 
Client Handbook.  I understand that payment is due as stated on the invoice and that lesson fees 
are charged, even if the client cancels a lesson for any reason. 
 
If payment is not made and I do not communicate with the office regarding a payment plan the 
client may lose his/her riding slot.  
 
I/we have read and agree to follow the weather cancellation policy as detailed in the Client 
Handbook. 
 
In order to help offset costs, we ask each rider to be a part of our fundraising team by raising or 
contributing $200 per year.  Please indicate which fundraising activities you plan to participate in: 
 
 
 
August Riders Challenge – a 3 week theme unit 

focused on horses/horsemanship 

Clients will be given a pledge packet to obtain donations 
from family, friends, neighbors, etc.  Proceeds directly 
benefit the program and animal expenses. 

October Fall Diddley – Craft show in October  
held at Boone County Fairgrounds 

Largest craft show in the area sponsored by Mental 
Health Resource League (MHRL) of McHenry County—
a major funder of Main Stay.  Volunteer opportunities 
over 3 days to help with selling shopping bags, bakery, 
security, entrance attendant.  The MHRL awards funding 
based on the number of volunteers sent on behalf of 
each organization. 

 
 
______________________________________ ___________________________ 
Signature(s)                     Date 
 
 
 
  

2024 CLIENT CONFIRMATION 
FINANCIAL, RIDER ASSISTANCE  AND WEATHER POLICIES 
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Main Stay offers an optional automatic payment plan.  Invoices will be sent out on the first of the month.  
On or around the 20th of the month your payment can be made by using a credit card that is kept on file 
with us.  If you wish to participate please complete the information below.  No additional charges will be 
paid with this card outside of the lesson fees and yearly registration fee unless you are notified. 

 
 

  I, __________________________(credit card holder) acknowledge that Main Stay 

Therapeutic Farm is authorized to use this card to pay monthly session/registration 

fees on behalf of ____________________.    I acknowledge this agreement is good 

through the end of this riding season or sooner if we no longer participate in the 

program. 

 

Card Holder Name:____________________________________________ 

Billing address of card holder: ____________________________________ 

      _____________________________________ 

 

Card # __________________________________________________ 

  Visa   /   Mastercard   /  Discover  

 

Expiration Date: ________________  CVV Code: _____________ 

 

Signature of Card Holder: _______________________________________ 

 
 
 
 
 
 
 
 

2024 AUTO-PAYMENT RELEASE 
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  2024 REGISTRATION & RELEASE FORM FOR 

PARENT/SPOUSE/CAREGIVER/GUARDIAN 
 
Name(s) of all those who may accompany rider to the farm:   Date of Birth: 

 
1. 

 
1. 

 
2. 

 
2. 

 
3. 

 
3. 

Address:  City:  State:  

Cell Phone:  Email:  

Emergency Contact (name & 
phone): 

 

Medical Information in case of 
emergency: 

 

 
LIABILITY RELEASE 

I/We would like to participate in the Main Stay Therapeutic Farm, Inc. programs.  I acknowledge the risks and the 
potential for risks of equine and animal interactions in a farm setting.  However, I feel that the possible benefits to 
myself/my son/my daughter/my ward are greater than the risks 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 
Main Stay Therapeutic Farm, Inc., its Board of Directors, instructors, therapists, aides, volunteers and/or employees for 
any and all injuries and/or losses I/my son/my daughter/ may sustain while participating in a Main Stay Therapeutic 
Farm, Inc. program. 

Under the Equine Activity Liability Act, each participant who engages in an equine or animal 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. ~IL PWA-89-0111~ 
 
 
Date: ___________________ Signature: ____________________________________________ (over 18) 
       Name 
Date: ___________________ Signature: ____________________________________________ (over 18) 
       Name 
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2024 PHOTO RELEASE FOR 
PARENT/SPOUSE/CAREGIVER/GUARDIAN 

 

I/We _______________________________________ DO,      or      DO NOT 
   Printed name(s) 
 

I/We _______________________________________ DO,      or      DO NOT 
   Printed name(s) 

hereby grant irrevocable and unlimited consent to the use and reproduction by Main Stay 
Therapeutic Farm, Inc., PATH Intl., its assigns, licensees and legal representatives, of any and all 
photographs and any other audio/visual materials taken of me, my child or my ward, in all forms 
and media (including but not limited to printed media, digital media, web sites, video and audio 
productions).  The materials may be reproduced in all forms including composite, altered or 
derivative works, for promotional material, educational activities, exhibitions or for any other lawful 
use for the benefit of the program. 

I hereby waive the right to inspect and approve the finished version(s) including any copy that may 
accompany the materials.  I hereby release Main Stay, PATH Intl. and its employees, volunteers, 
assigns, licensees and legal representatives from all claims and liability relating to said materials.   

I have read and understand the above release, am over 18 and have the capacity to sign this 
release of my own free will.  

Signature:________________________________   Date:________________ 

Signature:________________________________   Date:________________ 

 Printed name of person(s) photographed including minor children who may accompany 
you to the farm: 
 
_____________________________________________ 
 


