Application and Rider Information
Jake’s Flat Farm and Stables, LLC

Carolina Hoofprints
1454 Houston Mill Road
Conover, NC 28613

PERSONAL INFORMATION

RIDER/CLIENT

Name:

Birthday:

Address:

Email:

Tel:

(bus.)

Known medical problems:

(if junior)

Under any medication:

In case of emergency, contact:

Relationship:

Tel:

Doctor:

(bus.)

Tel.:

Medical Insurance

policy number#

RELEASE FROM LIABILITY
e | acknowledge that there are inherent dangers and risks in horseback riding and in
being around or working with horses. | realize that I could be injured, maimed or
killed while engaging in horseback riding or while being around or working with
horses. I am prepared to take these risks. I release JAKE’S FLAT FARM AND
STABLES,LLC, John Jaynes and Elisabeth Bliss-Jaynes, and CAROLINA
HOOFPRINTS from any and all liability or responsibility for any injury to myself



while riding on their premises, while riding a horse supplied by them, or while
being around or working with or without a horse on their premises.

Under North Carolina law, an equine activity sponsor or equine
professional is not liable for an injury to or the death of a participant
in equine activities resulting exclusively from the inherent risks of
equine activities. Chapter 99E of the North Carolina General
Statutes."

Signature of parent or
Guardian

e [ agree to indemnify JAKE’S FLAT FARM AND STABLES,LLC, John Jaynes
and Elisabeth Bliss-Jaynes, and CAROLINA HOOFPRINTS from any and all
claims, demands, suits, or liability which may be brought against them by others
as a result of injuries sustained by myself while riding on their premises, while
riding a horse supplied by them, or simply while being around or working with a
horse on their premises.

e | acknowledge it is my responsibility to wear protective headgear while mounted.
It has been recommended to me that the protective headgear meet the A.S.T.M.
(American Society for Testing Materials) standard and display the SEI (Safety
Equipment Institute) seal.

e Jake’s Flat Farm and Stables,LLC, and their employees and/or representatives
make no representation or warranty expressed or implied about any protective
headgear and cautions riders that serious injury and death may result despite
wearing such headgear as all equestrian sports involve inherent risk and that no
protective helmet can protect against all foreseeable injury.

e | acknowledge that it is my responsibility to wear appropriate footwear while on
the premises of JAKE’S FLAT FARM AND STABLES,LLC. 1 will wear this
footwear whether mounted or on the ground. This footwear will include
shoes/boots and socks. Shoes or boots will have a flat tread sole, a 1” heel, and a
fully enclosed upper. Boots or shoes designed for the purpose of equestrian
activity are preferred but not required.

e | acknowledge that it is my responsibility to wear appropriate clothing which will
include but not be limited to full length pants and minimal jewelry. I understand
that JAKES FLAT FARM AND STABLES, LLC, and CAROLINA
HOOFPRINTS accept no liability for injury or damage to clothing/jewelry or
injury caused by clothing/injury and reserves the right to request that | change
clothing/jewelry that is deemed unsafe.

| ACKNOWLEDGE HAVING READ THE ABOVE RELEASE OF
LIABILITY IN ITS ENTIRETY PRIOR TO SIGNING THIS FORM.

Date

Rider

Natural/Custodial Parent or Guardian



Permission to Video and Photograph
Carolina Hoofprints, Jake’s Flat Farm, LLC, and Elisabeth Bliss-Jaynes has my
permission to photograph and or Videotape my child,

for the purposes of instruction, professional development, publication and or use on
website. [ understand that my child’s privacy will be protected and used only for the
above purposes.

Parent Signature

Date

Disclosure and Consent for Counseling Services
Elisabeth | . 511’55-Ja3ncs, MA,LFC,NCCNBCT

Disclosure Statement

T his Disclosure Statement offers gencral information about me and my counse!ing Practice, and
additional information required b}j | aw. Flease take a few minutes to read througlﬂ this statement. |f

you have any questions, Pleasc feel free to talk with me about your questions Prior to signing.

My Background

| carned a Master of Arts Degree in Counseling (School Counseling) along with certification in
Spccial [ ducation from APPalachian State UHiversitg in 2005, a Pachelor of Science chree in
Industrial Arts and Vocational |~ ducation from APPaIachian State umversitg with teaching
certification in 198%. | was trained to work with children, adolescents, and their families in the Public
school systems and c]uring the last five years of Privatc Practice‘ | also have more than five years of
experience Providing traditional counseling, ccluine assisted exPericntia] [earning and equine assisted
Psgchotl‘nerapg to Peoplc of all ages and abilities. | am T AGAL A certified to offerthe F GAL A
moc{a!it}j of equine assisted 1eaming and Psyclﬁotherapg. ] am curreﬂtlg al icensed Froxcessiona[
(Counselorin the state of North Carolina. | also Practice school counse!ing in the Public school system

and have more than 15 years of exPerience as an educator with sPecia| needs children and adolescents.

Theoretical Orientation and Approach

| believe that you have the power within 3ourse|16 to work through Paimcul, comcusing and chaotic
situations and deve|oP a Plan to live a more satfspging and meaning?ul life. T his can be achieved! |n
counseling, | will encourage you to use 3our1Crecc|om and creativity to discover how you would like your
life to look. You will graclua”3 learn how to uncover the true sources oxcgour pain, and exp|ore how you

are coPing with this Pain. Together, we will c{cvclop a Plan to hCIP you move toward changing your life.



This includes (but is not limited to) aeveloping insfgnt, awareness and understanding of your struggles,

and lcarning Practical ways to manage the cha”cngcs you face in your fife.

Confidentiality

As a therapist, | make your comcic]entialitg my nighest Prioritg so that you will be able to do your work in
an environment that is safe. | here are a few gui&elines, as well as Proucessional cthics, that c!arhcg how
your health information will be Protected 139 me, and when | can make disclosures to third Parties. For
example, North Carolina State law requires me to break comcic]entia“tg and inform the aPProPriate
agency or person in the Fo”owing situations: 1) if | believe that your life or someone else’s lhce, sa\cetg or
property is threatened or enclangerecl; 2) if there is evidence or even susPicion of Phgsical or sexual
abuse or ncglcct of a minor child, dcpenc{cnt, c{evc]opmcntang disabled adult or e|der|3 person; or 3)ifa
Judge orders certain information disclosed in a Iega[ Proceeding. Jn !egal Proceeclings when your
Psgchological health is at issue (e.g., work related stress, divorce /custoc]g battles, etc.) the attorney
for the oPPosing side may have certain information subpocnaec{‘ |n that case, | would inform you of the
subPoena. ]Fyou object to my complying with the subpoena, | may still be requirecl to turn over the

information, but on|3 if ordered bg ajuc{gc or otherwise requirccl bg law.

As Par‘t of gooc{ Prolccssional Practicc, there are times when ] consult with co”cagucs on some
therapeutic issues. When | do this it is with considerable caution and respect Forgour comciclentialit\zj.
W!’)cn and if ] were to feel the need to consult with a co”caguc or exPert rcgarcling your t)‘werapg, ] will

do so onlfj with your knowleclge and written consent.

Coursc of Trcatmcnt

T he course of treatment for effective counseling (incluc{ing both Frequencg and duration) varies wic{el\zj
dcpcnc{ing on a client’s needs. H:gou are in crisis or are working on dceplg embedded issues that are
signhcicantly imPacting your Ihce, we may want to meet on a weekly basis. ]Fyour needs are less urgent,
mccting for sessions every two weeks may work well for you. Otners Prcmccr montHg or even quar’cer|9
“check—ups.” The duration of treatment may range from a few sessions for addressing short-term goals,
to several months or |ongerFor clecper issues. During our first session, we will make an initial Plan for

the course of treatment.

]nformcd Conscnt and Fccclbac[c

|n the interest of full disclosure, it should be noted that there are risks in any of the treatment methods |
employ, inc|uc{ing failure to relieve emotional distress. OFf course, failure to receive treatment also leads
to risks, inc|uc{ing continued emotional distress. | here are numerous other forms of mental health
treatment based on different theories and tcchniqucs, as well as medical interventions that may also
relieve emotional distress. | ask that you be an active Par‘ticipant in your treatment —~ inc|uc{ing ACcicling

when treatment is or is not effective.

| consider mgsellc a consultant to you. As such, you are l’]iring me with a sPecich goal in mind. | a|wags
appreciatc and am open to feedback rcgarding your needs and goals and evaluation of the tlﬁcrapeutic

process. ]Fgou are dissatisfied with the direction of therapg orany Particu|ar session, Please let me



know. You have a rigl’xt to ask questions or request clﬁanges in the tlﬁerapeutic process. At any Point,
you have the right to take a break from thcrapy, discontinue thcrapy, orrequesta referral to another
therapist. ]Ffjou do wish to take a break, discontinue therapg, or transfer to another tl'leraPist, P!ease
talk with m e about it so that we can allow for aPProPriate closure or transition })5 ta”dng about your

cxpericncc, your progress, and your Plans to so|idhcy your progress outside of therapg‘

]Fyou believe that an act | have committed is unProlcessional, ] strongly encourage you to talk with me

about your concerns. If, l’}aving done this, you feel your concerns are still unresolved, you have a right to

notilcg the American Counscling Association (ACA)

Office Folicies

Appointments and Cancellations: APPointments for standard ict3~minute counse!ing sessions can be

made 139 telephone. TWCIWtﬂ—FOUF hours notice is require& if you need to cancel your aPPointment, so
that | may offer that oPening to another client. You may leave cancellation information on my voicemail
or as a text. ] will be happg to return your call to reschedule your aPPointmcnt Attcmpts to reach me

during scheduled appoints will g0 to voicemail as | don’t disrupt client sessions to answer the phone.
S PP g P P

imergencies: | check my confidential voicemail messages cach working claﬂ. lucfjou need to sPeak with
me, Plcasc call and leave information about where | can reach you, and | will call you back at my carliest

oPPortunity. If you feel your need is more urgent, Please dial 911 forimmediate l’leIP.

Counseling fees: Fagment is due at the time of each session in the form of cash or check. At this time, |

cannot acccpt credit or debit cards as methods of Paymcnt.

OFROLIROITILIREO

égrccmcnt

F]ease sign below to indicate that you have read and understand all of the information in this
disclosure, including the Ico”owing: 1) all of the limits to conpiéentia!itg, 2) that in cases of ?amilg
counseling, you give me Pcrmission to share any one individual’s secrets with other individuals in

the {:amilg if necessary, 3) that you read and understood the “Notice of Frivacg Practices

under H]FAA”

(lient Date



Release of Confidentiality

I (self/parent if under 18 years) give Elisabeth

Jaynes, LPC my permission to discuss

and any information needed with

(agency/name). 1 also give my permission

for her to share information regarding (name) with

(agency/name) in this process. |

understand that | have the right to revoke this consent in writing at any time and that this

consent is good for one year from this date unless I choose to revoke it.

Signature (parent/Self)
Signature (under 18)
Date

Insurance information:

Insurance Carrier:

Please attach a copy of insurance card or voucher. If your child
receives mental health services from another therapist complete the
following information.

Name of Therapist or group:

What type of service does your child receive?
Frequency of service how long has your child
received this service?

Please note this therapist on the release of confidentiality portion of this
form(above) so that we can speak with them if needed.

PLEASE BE SURE TO SIGN THE ATTACHED CMS1500 FORM IN
BLOCKS 12, AND 13 GIVING US PERMISSION TO FILE AND
COLLECT INSURANCE PAYMENT. You will be responsible for any
copayment at time of service.



Jakegs Flat Farm and Stableg

1454 Houston Mill Road, Conover, North Carolina (828) 256-2707

Participant’s Medical History & Physician’s Statement

Participant: DOB: Height:

Weight:
Address:

Any llinesses Diagnosed:

Past/Prospective
Surgeries:

Medications:

Special Precautions/Needs:

Impairments in Dexterity, Flexibility, Movement:




Jakegs Flat Farm and stablg, loloC

1454 Houston Mill Road, Conover, North Carolina (828) 256-2707

Authorization for Emergency Medical Treatment
Name:

DOB: Phone:

Address:

Physician’s Name:
Medical Facility:
Health Insurance Co:
Policy #
Allergies to Medications:

Current Medications:

In the event of an emergency, contact:

Name: Relation:
Phone:
Name: Relation:
Phone:
Name: Relation:
Phone:

In the event emergency medical aid/treatment is required due to illness or injury during the
process of receiving services, or while being on the property of the agency, | authorize Jakes Flat
Farm and Stable to:

1. Secure and retain medical treatment and transportation if needed; and

2. Release client records upon request to the authorized individual or agency involved in
the medical emergency treatment.

Consent Plan

This authorization includes x-ray, surgery, hospitalization, medication and any treatment
procedure deemed “life saving” by the physician. This provision will only be invoked if the
person(s) above is unable to be reached.

Date: Consent Signature:

Client, Parent or Legal Guardian

Signed in the presence of program personnel

Non-Consent Plan

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. In the event
emergency treatment/aid is required, | wish the following procedures to take place:

Consent Signature:

Client, Parent or Legal Guardian
Date:




