Two Bit Farm Summer Camp
June 17th-21st
Horsin’ Around Show @ TBF June 22nd
9 a.m. – 3:00 P.m.

We are so excited to host another summer camp at Two Bit Farm.  Campers will be at camp form 9 a.m. to 3 p.m.  The cost will be $500.00 for camp and the show. 
Campers will:
· Interact & learn from our veterinarian & farrier
· Have talks from various horse owners 
· Improve their riding skills
· Learn about building courses
· Expanding their grooming skills
· Team building activities
· Proper Horse Care
Saturday, June 22nd we will be hosting a Horsin’ Around Show at the farm.  Camp cost includes entry into ONE DIVISION.  If your child wants to enter more divisions, you can pay those entries on the day of the show. 
Please Bring:
1. An outfit to ride in
2. Shorts/outfit to change into (clothes will get dirty or get paint on them)
3. Helmet, riding boots, & tack
4. Tennis Shoes
5. Sunscreen
6. Water 
7. Hat
8. Lunch

[bookmark: _GoBack]All campers/parents must sign the release and health care forms before the 1st day of camp.  Camp payment is due the first day of camp.  If you have any questions feel free to contact Leigh, Lauren, Crysta, or Katie.

Personal Medical History
(Please complete a form for each member of your family.)

Name:______________________________________Birthdate:________________________________Physician:_____________________________________
Telephone Numbers: __________________________________________________________________
Dentist:_____________________________________________________________________________
Eye Doctor:__________________________________________________________________________
Other:_______________________________________________________________________________
List prescription and non-prescription medications you are taking:__________________________________________________________________________________________________________________________________________________________________

Drug sensitivity and allergies  (describe):_______________________________________________________________________________________________________________________________________________________________

Food allergies (describe): _______________________________________________________________
____________________________________________________________________________________

Name of health insurance carrier (Phone # & Group #): ____________________________________________________________________________________
____________________________________________________________________________________

Have you ever been told you had one of the following (please circle)?
Lung disorder			yes  no		High blood pressure		yes   no
Heart trouble				yes  no		Nervous disorder			yes   no
Any form of cancer			yes  no			Disease of the kidney		yes   no 
Diabetes    				yes   no 		Arthritis    				yes   no 
Disease or disorder of the digestive tract		yes   no
Disease or disorder of the blood? (describe)_______________
Any physical defect or deformity? (describe)_______________
Any vision or hearing disorders? (describe)________________
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Any life-threatening conditions? (describe)_________________
Any contagious disorders? (describe)______________________

Have you been treated by a physician or been disabled or hospitalized during the last year? (describe)_________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have you had or been advised to have a surgical operation within the last five years? (describe)_________________________________________________________________________________________________________________________________________________________________________________________________________________________
Date of last physical: _________________	Date of last tetanus shot: _________________

Any other special medical information:______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Consent for Medical/Surgical Care/Emergency Treatment
and Child’s Medical Information

In presenting my son/daughter for diagnosis and treatment

Name: _________________________________________for ______________________________________
	 Mother		Father		 Legal Guardian		Son 		Daughter

of __________ years of age, hereby voluntarily consent to the rendering of such care, including diagnostic procedures, surgical and medical treatment and blood transfusions, by authorized members of the hospital staff or their designees, as may in their professional judgment necessary:

I hereby acknowledge that no guarantees have been made to me as to the effect of such examinations or treatment on my child’s condition. 

I have read this form and certify that I understand its contents. We/I hereby give our (my) consent to
____________________________________________________________________________
(Name of Person/Agency)

who will be caring for our (my) child ____________________________________________________________________________(Name of Child)
for the period _____________________________ to _____________________________ to arrange for routine or emergency medical/dentalcare and treatment necessary to preserve the health of our (my) child.

We/I acknowledge that we are (I am) responsible for all reasonable charges in connection with care and treatment rendered during this period.

Name: ______________________________________
Address: ____________________________________
Telephone Cell:_______________________________ Home:_________________________________________
Name of health insurance carrier (phone number & group number): ____________________________________
Pediatrician (name & phone number): ____________________________________________________________
Child’s allergies, if any: _______________________________________________________________________
Date of last tetanus booster:____________________________________________________________________
Medicines child is taking:______________________________________________________________________

Signature:___________________________________________________Date:___________________________Mother, Father or Legal Guardian

In case of emergency I can be reached at:____________________________________________________________________________________________________________________________________________________________________________________

