2026 Application Form

(Please Print Clearly)

Rider Name: 











Date of Birth:  ______________   Age: _______ Height: _____ Weight:_____

Address: 












(Street Address, City, State, Zip)

Cell Phone:(          ) 







E-Mail:









Parent, Guardian or Spouse: 









Address (if different): 










Diagnosis\Disability: 










Physical Function (Mobility skills, Wheelchair use): 





Behavior Concerns/Issues: 

































Parent Expectations (What would you like to accomplish): 




A non-refundable application-processing fee of $25.00 must be sent with this application form. Participants scheduled in 1-hour weekly classes for approximately 45 minutes of instructional time.  Please indicate ALL sessions and ALL times participant is available.  Placement in the program is usually quicker for applicants with a wider availability and flexible schedule.  Students are assigned to sessions based on criteria determined by the instructors.  Criteria include, but are not limited to rider requests, rider abilities, age, horses, and equipment available.

Circle ALL times participant is able to ride. This time slot is not a guarantee. We try to accommodate the best we can.  You will be contacted with your confirmed time slot prior to the start of the session.

        Session 1
                
               Session 2

                       Session 3     
April 13th – May 21st                 June 9th - July 2nd           September 8th – October 15th  
Tuesday:  5:30pm, 6:30pm, or 7:30pm     5:30pm, 6:30pm, or 7:30pm         5:30pm, 6:30pm, or 7:30pm 
Thursday: 5:30pm, 6:30pm, or 7:30pm     5:30pm, 6:30pm, or 7:30pm    5:30pm, 6:30pm, or 7:30pm

Application
Return the completed Application Form and non-refundable application-processing fee of $25.00. First come first serve policy in effect (others to be placed on waiting list)

Session Descriptions & Fees

The standard fee for a six-week session is $275.00, fee for a four-week session is $200.00, unless noted otherwise.

Payment

Full payment is due 4 weeks prior to the start of each session.  Returned checks shall be assessed a $40 service charge. 

Absences
If a rider is unable to attend a class, please contact the barn, as soon as possible, at 734-707-3644 or Chelsea at 734-770-2518.

Missed classes cannot be made up nor reimbursed. 

 Registration
Initial registration fee and all completed forms must be submitted and completed for the rider to be registered for sessions.  Full payment and completed forms should be submitted with registration for those seeking placement in session 1 by March 20, 2026.  All others must have forms to us a minimum of four (4) weeks prior to the start of the desired session.

The following annual forms must be completed for the calendar year of 2026:

· Physician’s Release/Medical History

· Emergency Treatment Authorization & Non-consent Treatment Plan

· Liability Release

· Photo/Video Release

· Therapist/Teacher Assessment

If you have any questions, please contact Chelsea @ 734-770-2518.
These forms must be completed and returned by March 20, 2026 for Sessions 1.
Please be sure to complete all areas and obtain the required signatures, including witnesses.

PLEASE KEEP PETS AT HOME
We are looking forward to an educational and fun 

riding experience for everyone 

Stepping Stones Therapeutic Riding, Inc.

PHYSICAL OR OCCUPATIONAL THERAPIST AND/OR TEACHER ASSESSMENT
Date:




Rider’s name:






Age:





Address:













School or group affiliation:









Diagnosis:












The Stepping Stones Therapeutic Riding, Inc. program is a therapeutic riding program designed to benefit the riders physically, socially, and emotionally.  The instructors have been certified through the North American Riding for the Handicapped Association (NARHA).  Safety equipment, specially trained horses, and volunteers are used in each program.

In order to ensure the fullest possible protection and greatest personal benefit for each rider, you are asked to furnish the following information, to be used in conjunction with the rider’s Physician’s Referral, in developing his/her individualized program.  All information is maintained in confidentiality as prescribed by Public Laws 94-142.

Physical limitations:





















Precautions to be observed:

1. Mounting:










2. Riding:











3. Dismounting:










Note:  Mounting blocks and ramps are available for use as needed.

Suggested exercises:

1.  Pre-ride:












       2.  Mounted:  










       3.  Post-ride:    










Social/emotional responses:

1. Attitude:











2. Communication:










3.    Behavior:











Suggested areas to be improved through participation in the Stepping Stones Therapeutic Riding, Inc. program:

Comments:

Signature:







 Date:




       Physical Therapist, Occupational Therapist, or Teacher (Circle appropriate one)

Address: 







 Phone:




E mail::  ________________________________________________________________
Stepping Stones Therapeutic Riding, Inc.

PHYSICIAN’S REFERRAL

Date:





Name:






_______________________
Date of Birth:


____

Address:





___________________________
Height:



_______   Weight:

______________

Parent/Guardian:




________________________  
The Stepping Stones Therapeutic Riding, Inc. is a therapeutic riding program designed to benefit the riders physically, socially, and emotionally.  The instructors are certified through the North American Riding for the Handicapped Association (NARHA).  Safety equipment, specially trained horses, and volunteers are used in each program in order to ensure the fullest possible protection and greatest personal benefit from the program, every rider is required to furnish the following medical information before being accepted as a riding student.

Diagnosis:





________________

Date of Onset:


________

If diagnosis is Down’s Syndrome, this form must be accompanied by one of the following 

1. Stepping Stones Therapeutic Riding, Inc. Down’s Syndrome Rider Evaluation.

2. Michigan Special Olympics Down Syndrome Athlete Evaluation.

3. A signed, dated statement from a qualified physician giving the date and result of a diagnostic x-ray for Atlanto-Axial Dislocation Condition.

Note:  Because of the nature of the activity of horseback riding, no individual diagnosed as having Down’s Syndrome can be accepted for riding instruction without proof of a negative diagnostic x-ray or Atlanto-Axial Dislocation Condition.

Medical history:











Surgical procedures:











Medications:












Defects present in:
(  ) sight
(  ) hearing
(  ) speech
(  ) mobility


(  ) neurosensation
(  ) muscle tone
(  ) balance
(  ) coordination

Are braces or other assistive devises used?
(  ) no

(  ) yes


                       Specify:      (  ) crutches
(  ) wheelchair
(  ) other

Comment if applicable:


Seizures:












Incontinence:











General comments:











In my opinion, the patient named can receive riding instruction under appropriate supervision.

Physician’s signature:





________Date:


Address:






__________________
Phone:


______________
Note:  The Down’s Syndrome form may be added to the back of this form if it is clearly so marked.

Stepping Stones Therapeutic Riding, Inc.

PARENT-GUARDIAN/ADULT RIDER INFORMED CONSENT AND RELEASE LIABILITY AGREEMENT
No individual can be accepted for riding instruction until this form has been completed by the rider’s parent(s)/guardian or by an adult rider who is a legally competent adult 18 years of age or older.

I/we assume the risks and accept the consequences involved in the participation of: 

  





 (rider’s name) in the Stepping Stones Therapeutic Riding, Inc. program.

I/we are hereby informed of the possible dangers to me/my child/my ward that may result from participation in the program, including soft tissue (including skin and muscle) injury, ligament and tendon injury, bone/joint injury, and exacerbation of chronic conditions.

I/we recognize that the above listing may not be complete and that a fuller explanation of the possible consequences is available upon request.  However, I/we do not wish further explanation.

I/we accept the responsibility for complying fully with all safety regulations and practices and I/we will consult with the instructor and/or local director of the Stepping Stones Therapeutic Riding, Inc. program for advice in circumstances where safe practices are in doubt.

I/we hereby release Stepping Stones Therapeutic Riding, Inc., its instructors, staff, volunteers and any other individuals and/or organizations involved from any liability for injury that may result from participation in the program.

I/we have read and fully understand this document.  Please have a witness signature
Signature:






___________________
Date:


______


     (Parent(s)/Guardian/Adult Rider)  (Circle appropriate title)

**Witness:




                                      
Date:



    

EQUINE ACTIVITY ACT WARNING
WARNING

Under the Michigan Equine Activity Liability Act, an equine

professional is not liable for an injury to or the death of

a participant in an equine activity resulting from an

inherent risk of the equine activity (PA 351 of 1994).

Stepping Stones Therapeutic Riding, Inc.

EMERGENCY TREATMENT

New Rider (  )
Return Rider (  )

School attending:






No individual can be accepted for riding instruction until this form has been completed by his/her parent(s) or guardian or by the individual if he/she is a legally competent adult, age 18 or over.  Riding instructions will be under strict supervision, and although every effort will be made to avoid any accident, no liability can be accepted by any of the individuals or organizations concerned or by Stepping Stones Therapeutic Riding, Inc., its personnel, or affiliates.

Rider name:





Date of birth:



Address:




City:


State:

Zip___
Phone:



Diagnosis:







Date of onset:


Age:

Height:


Weight:

Parent/Guardian name:





Phone:



Address:




City:


State

Zip

Previous riding experience:









Physician’s name:





Phone




Address:




City:


State

Zip

Person who should be notified in case of emergency in absence of parent or guardian:

Name:



Phone:



Relationship:



TREATMENT AUTHORIZATION FOR PURPOSE OF PROVIDING MEDICAL 

You are being asked to complete this form to give an appropriate medical facility permission to treat 




 (rider’s name) for minor injury or medical problems.  In the event of serious injury or illness, you will be contacted.  Treatment will proceed before contacting you only if the situation is urgent and does not permit delay.

Preferred medical facility:










Is there a medical condition requiring special precaution or treatment? ( ) yes
(  ) no

If yes, please describe:










Medications being used: (  ) yes
(  ) no


If yes, please list dosage and description:








In case of medical emergency, the undersigned authorizes the Stepping Stones Therapeutic Riding, Inc., instructor and/or program coordinator to seek any medical and/or surgical treatment necessary for the care of 




(rider’s name), who is participating in the Stepping Stones Therapeutic Riding, Inc. program with parent/guardian permission and with the permission of his/her physician 




(authorized signature).

I understand that no liability can be accepted by any individual or organization concerned with this program in the event of any accident, which may occur.

Health insurance:




 Name of policyholder:




Name of company:



 Policy number:





Name of policyholder’s employer:









The above designated person(s) is (are) hereby authorized to incur medical costs necessary to provide medical treatment for said participant for which we shall be fully responsible.  We also authorize the medical facility to release any and all information required to complete insurance claims and also authorize insurance payment directly to the medical facility.

Signature:







Date:


Witness:







Date:


Stepping Stones Therapeutic Riding, Inc.

NON-CONSENT PLAN/AUTHORIZATION FOR PURPOSE OF MEDICAL TREATMENT/AID

I do not give my consent for emergency medical treatment/aid in the case of illness or injury during the process of receiving services or while being on the property of the agency.

· Parent or legal guardian will remain on site at all times during equine activities.

· In the event emergency treatment/aid is required, I wish the following procedure to take place:

Signature 







 Date: 




    Parent    Guardian   (circle appropriate one)

Witness 







 Date: 




Procedure described as follows:
Stepping Stones Therapeutic Riding, Inc.
RIDER PHOTO/VIDEO RELEASE FORM

For valuable consideration given and which is hereby acknowledged, the undersigned hereby grants to Stepping Stones Therapeutic Riding, Inc. permission to take or have taken still and moving photographs and films, including television pictures and videos, or our/my child/ward, 










, or myself as a legally competent adult rider over age 18.

I/we consent and authorize Stepping Stones Therapeutic Riding, Inc., its advertising agencies, news media, and any other persons interested in Stepping Stones Therapeutic Riding, Inc. program and its work, to use and reproduce the photographs, films, and pictures and to circulate and publicize the same by all means including, without limiting, the generality of the foregoing newspapers, television media, brochures, pamphlets, instructional materials, books, and clinical materials.

With respect to the foregoing matters, no inducements or promises have been made to us/me to secure our/my signature(s) to this release other than the intention of Stepping Stones Therapeutic Riding, Inc. program to use or cause to be used such photographs, films, and pictures for the primary purpose of promoting and aiding Stepping Stones Therapeutic Riding, Inc. program and its work.

Signature of parent/guardian:





Date:




Signature of adult rider:





Date:
____________
(over age 18)

NON-CONSENT RIDER PHOTO/VIDEO RELEASE FORM

I do not give my consent for Photo/Video Release and understand that it shall be my responsibility to inform the instructor in charge at the start of each class to ensure compliance during the process of receiving services or while being on the property of the agency.

· Parent or legal guardian will remain on site at all times during equine activities.

· In the event photos or video is being taken, I wish the following procedure to take place:

Non-Consent Signature:




 Date: 

___________

    Parent    Guardian    Adult Volunteer    (circle appropriate one)

Witness 







 Date: 




Procedure described as follows:

Stepping Stones Therapeutic Riding

Annual Scholarship Form
Please return form with Registration packet

Date:___________ 

Rider’s Name:_________________________________________________

Address:______________________________________________________

City: ____________________________  State:_____________________________

Parent’s Occupation: ________________________________________ 
Statement of Need: ________________________________________________________________________________________________________________________________________________________________________________________________
Years in Program: _____________________

What has the Stepping Stones Program meant to your family?

What areas of the Program do you feel you can give assistance?

Are you willing to help with Program nights?  Side-walker, assisting with class, assisting in the aisles, fundraising projects? etc.  This volunteer time must be done by a Parent/Caregiver or another adult, a minimum of 8 hours a year. Yes___  No ____

Scholarship Seeking:  Full______  Partial ______

NO MORE THAN 1 SCHOLARSHIP WIL BE PROVIDED 

TO A RIDER ANNUALLY

Stepping Stones Board Comments
