Authorization for Purpose of Providing Medical Treatment
You are being asked to complete this form to give appropriate medical facility permission to treat__________________________________________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_________________________________________________________

______________________________________________________________________________

Medical conditions or health problems_______________________________________________

______________________________________________________________________________

Medications currently being taken__________________________________________________

______________________________________________________________________________

In case of medical emergency, the undersigned authorizes You’ve Got to Have Heart  d/b/a/S.H.A.R.E. volunteers/employees to seek any medical and/or surgical treatment necessary for the care of __________________________________who is participating in the SHARE riding program with parent/guardian permission and with the permission of his/her physician______________________________. I understand that no liability can be accepted by an individual or organization concerned with this program in the event of any accident which may occur.

Health Insurance Policy holder_____________________________________________________

Health Insurance 
Company______________________________________________________________________

Policy Number and 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 of rider/parent/guardian__________________________________________________

Date________________________

Witness_______________________________________________________________________

