
EQUINE PARTICIPANT EMERGENCY INFORMATION AND CONSENT 
 
1. Please clearly and accurately print the following information about EQUINE PARTICIPANT: 
 
Name: _____________________________________________ Phone Number_________________________________ 
 
Permanent Address: __________________________________City ______________________ST_______Zip________ 
 
Birth Date ____/____/____ Personal Physician: __________________________________ Phone:__________________ 
 
Health Insurance Carrier:____________________________________ Plan/Policy No.:___________________________ 
 
2.  Please clearly and accurately print the following information about the EMERGENCY CONTACT in case Equine  
     Participant sustains an injury or illness: 
 
Name:___________________________________________ Address:________________________________________  
 
City________________________ ST________ Zip_________  Email Address:_________________________________ 
 
Phone Numbers:  Cell ____________________________ Work ______________________ Home _________________ 
 
3. Please clearly and accurately print the following information about the ALTERNATE EMERGENCY CONTACT in  
    Case Equine Participant sustains and injury or illness: 
 
Name:___________________________________________ Address:________________________________________  
 
City________________________ ST________ Zip_________  Email Address:_________________________________ 
 
Phone Numbers:  Cell ____________________________ Work ______________________ Home _________________ 
 
4.  Please clearly and accurately print and describe any of the following as to the Equine Participant: 
 
Medical Conditions:________________________________________________________________________________ 
 
Known Allergies:__________________________________________________________________________________ 
 
Regular Medications:_______________________________________________________________________________ 
 
5.  Consent to Emergency Medical Care for Equine Participant. If the Equine Participant sustains an injury or illness, and if Equine Participant 
lacks the legal capacity (due to age or otherwise) to make an informed decision regarding his or her medical care, I hereby consent to such emergency 
medical treatment as is deemed necessary and prudent by a licensed medical professional until such time as Equine Participant becomes available and 
legally capable of making such a decision, or until an Emergency Contact person designated above can be reached in order to make such a decision.  
 
Signature of Equine Participant, if Equine Participant is age 18 or older: 
BY MY SIGNATURE I REPRESENT AS FOLLOWS: I AM AT LEAST 18 YEARS OF AGE. I HAVE READ 
AND FULLY UNDERSTAND THIS CONSENT. I SIGN THIS CONSENT FREELY AND VOLUNTARILY. 
 
_________________________________________     __________________________________    _______________ 
Signature of Equine Participant      Printed Name                  Date 
 
 
 
Signatures of Legal Guardians of Equine Participants, if Equine Participant is under age 18: 
BY MY SIGNATURE I REPRESENT AS FOLLOWS: I AM AT LEAST 18 YEARS OF AGE. I HAVE READ 
AND FULLY UNDERSTAND THIS CONSENT. I SIGN THIS CONSENT FREELY AND VOLUNTARILY. 
 
__________________________________________   __________________________________   _______________ 
Signature of Legal Guardian of Equine Participant      Printed Name                     Date 
 




