Western Trail Rides Medical Consent Form


In case of emergency, _________________________ has my consent to authorize medical care for my child(ren) listed below:
_____________________  _____________________
_____________________  _____________________
_____________________  _____________________

Our family physician is: __________________ phone: ______________
Insurance Company: ____________________ policy # ______________
Phone: ____________________
Allergies: __________________________________________________
Emergency contacts if I cannot be reached:
Name: ______________________ phone: ________________________
Name: ______________________ phone: ________________________

Parent/guardian signature:
Name: ____________________________________________________
Address: ___________________________________________________
Phone: ____________________________________________________
Date: _____________________
