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Authorization for Emergency Medical Treatment Form

This information must be updated and submitted annually. Please print legibly in blue or black ink. 
􀂅 Participant          􀂅 Staff          􀂅 Volunteer

Name: _________________________________________ DOB: _______________ Phone: ___________________

Address: ____________________________________City___________________State____________Zip_________

Physician’s Name: ____________________________________ Preferred Medical Facility: ____________________

Physician’s Phone: __________________________Fax: ________________________________________________

Health Insurance Company: _____________________________ Policy #: _________________________________

Allergies to medications: _________________________________________________Gender: M  F 
Current medications: _______________________________________________________________________________

Email address: ____________________________________________________________________________________

Parent/Guardian/Caregiver Information:

Name: __________________________________________Relation: _____________Phone: ___________________

Name: __________________________________________Relation: _____________Phone: ___________________

In the event of an emergency, contact:

Name: _________________________________________ Relation: _____________ Phone: ___________________

Name: _________________________________________ Relation: _____________ Phone: ___________________

Consent Plan

In the event emergency medical aid/treatment is required due to illness or injury during the process of receiving services, or

while being on the property of the agency, I authorize Texas Tech Therapeutic Riding Center to:

1. Secure and retain medical treatment and transportation if needed.

2. Release client records upon request to the authorized individual or agency involved in the medical

emergency treatment.

This authorization includes x-ray, surgery, hospitalization, medication and any treatment procedure deemed “life saving” by

the physician. This provision will only be invoked if the person(s) above is unable to be reached.

Date: ____________ Consent Signature: ___________________________________________________________

Client, Parent or Legal Guardian

TEXAS TECH UNIVERSITY
Texas Tech Therapeutic Riding Center

Box 42141

Lubbock, TX 79409

(806) 792-4683

FAX (806) 784-0338

Billing Information
Billing email address. Statements are emailed out monthly via a secure email: ___________________________________

I do not have an email, please mail invoices to: ____________________________________________________________

Private Pay Clients: I understand that I will be charged my regular class tuition fee if I do not show up for a lesson/session or if I do not call to cancel within 24 hours. There will be no charge for classes cancelled by TTRC.

I have read and agree to abide by all TTRC guidelines and policies included in this packet. 

___________________________________________

__________________________________

Rider







Date

___________________________________________

____________________________________

Parent/Guardian/Caregiver




Date
