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To return the registration by e-mail, save to your computer, fill it out and then e-mail it to raines652@gmail.com
	

	Personal Information Please complete ALL required information below   

	Location Of Riding School:
	

	Date of School Attending:
	

	Days you are participating  (1,2 OR 3):
	

	Are You Participating in the Morning Workout?:
	

	Athletes Name:
	

	Camping?: 
	

	Home address (Street):
	

	                                     City, State, Zip:
	

	Home phone:
	

	Cell Phone:
	

	E-Mail Address:
	

	Age:*
	

	Weight:
	

	Height:
	

	Favorite Food:
	

	Recent Injuries:
	

	Foods you are Allergic to:
	

	  Heart Rate Monitor (Y or N): 
	

	Resting Heart Rate(ok if you don’t know):
	

	Max Heart Rate(ok if you don’t know):
	

	VO2 Max(ok if you don’t know):
	

	Body Fat Percentage(ok if you don’t know):
	

	Your Typical Workout Day Routine:


	

	Days Currently Training Per Week:
	

	Hours Currently Training Per Week:
	

	*Parent Signature (If student is under age 18)

** If parent is not attending school IN ITS ENTIRETY with minor, Notarized Power of Attorney (FORM BELOW) must accompany child with designated “guardian”. Registration form must be mailed if student is a minor.
	Parent Signature (Required for Minors attending school)

X_________________________________

	

	Riding Skill Information

	Bike Make:
	

	Model:
	

	Skill Level (A, B or C level):
	

	Sport Training For (MX, Enduro, etc.)
	


	

	Personal Goals   

	Goals in Your Sport:
	

	Area You Want to Improve in your training (cardio, strength, etc.):
	

	What you want to learn from my training:
	

	Area you Want to improve on in your riding (corners, rocks, balance, etc.):
	


	

	Personal Assessment  

	What do you feel are your weaknesses in your sport (mental, strength, aggressiveness, etc.):
	

	Cardio Assessment (1-10 with 10 being the best):
	

	Mental Assessment (1-10 with 10 being the best):
	

	Strength Assessment (1-10 with 10 being the best)
	

	

	Emergency and Medical Information

	In case of emergency, contact:
	

	Emergency contact’s address:
	

	Emergency contact’s phone:
	

	Doctor’s name:
	

	Doctor’s phone:
	

	Doctor’s address:
	

	Medical insurance carrier and member number:
	

	Known medical conditions:


	

	Known allergies:
	

	Current medications:
	

	


	

	Payment Information  

	
	
	
	

	Deposit Check #:
	
	Amount of Check:
	$100.00

	Registration may be made by e-mailing, or mailing this form back. The $100.00 deposit is non-refundable; the remaining balance will be paid by check, cash or money order on the final day of the camp. Pleases make check payable to Emily Raines.

Payment for the deposit may also be made on the website through pay pal with any major credit card. Just click on the “Camp Deposit” Button and follow the instructions.

Mailing Address:                        Phone: (360)470-2359
P.O. Box 1252                           Email: raines652@gmail.com
Travelers Rest, SC 29690

	


Power of Attorney for Consent to Medical Care for a Minor

** Minor must bring form for Minor to Participate if Parent is not going to be attending riding school**

By signing this form, I (we) hereby authorize ___________________________________, as temporary Guardian, to consent to any medical care and treatment for _____________________________ (Minor) that is recommended by a licensed healthcare provider to whom the Minor is presented for treatment.  In order to ensure that the Minor receives prompt medical care and treatment when necessary, I (we) hereby release any licensed health care provider providing medical care to the Minor in reliance of this form from liability relating to such provider’s acceptance of my (our) substitute care giver’s consent.  

This Power of Attorney date ___________________, 2008 and is valid for __________________. 

Parent Signature ______________________________________  Date____________________

Parent Signature (optional) _____________________________  Date____________________

Dated __________   Signature Notary Public _______________  My commission Expires ________

Medical History 

(Failure to complete any of the following does not impair the validity of this Power of Attorney for consent to medical care for Minor.)

___________________________    
______________________
____________________

Child’s Name



Child’s Birth Date


Allergies

___________________________

______________________
____________________

Religious Preference


Blood Type


Date of Last Tetanus Shot
___________________________

______________________
____________________

Major Illnesses



Current Medications


Other Important Information

_____________________________
______________________

Pediatrician or Doctor


Telephone

Other Information

__________________________

__________________

____________________

Father’s Name



Home Phone


Home Address

____________________________
___________________

____________________

Place of Employment


Work Phone


Mobile Phone


____________________________
___________________

____________________

Insurance Company



Policy Number


Primary Insured
____________________________
____________________

____________________

Mother’s Name



Home Phone


Home Address

___________________________

____________________

____________________

Place of Employment


Work Phone


Mobile Phone

___________________________

____________________

____________________

Insurance Company



Policy Number


Primary Ins

Have a great day and I look forward to seeing you soon!

Best Wishes,

Emily Raines
