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Horse Lovers CLUB
Wishing Starr Farms

Summer 2010
Registration Form 
(Please Print) 

Student’s Name: _______________________________________________________________
Email Address: ________________________________________________________________
Grade In/Entering: _____________ School: __________________________________________
DOB: ___________ Favorite Color: ________________ Favorite Food: ____________________
Home/Mailing Address: __________________________________________________________
City: _____________________________ State: _______________ Zip Code: _______________ 

Parents Name(s) _______________________________________________________________
Parents’ Phone # (Home) (_____) ________________ (Cell) (_____) ______________
Please complete and return to: 
Brittney Hanson
1071 32nd Ct

Sweet Home, Or 97386

Make Checks payable to: Brittney Hanson
Brittney’s Cell: 541.979.6962
Missi’s Cell: 541.974.6630
E-mail brittney@wishingstarrfarms.com   or   missi@wishingstarrfarms.com
AUTHORIZATION TO CONSENT TO TREATMENT OF A MINOR 
The undersigned parent or guardian of __________________________________________, a minor, do hereby consent to any medical treatment, emergency x-ray, anesthetic and/or hospital care which is deemed advisable by, and is to be rendered under the general of special supervision of any physician and surgeon licensed under the provision of the Medical Practice Act. 

It is understood that this authorization is given in advance of any specific diagnosis, treatment, or hospital care being required but is given to provide authority and power on the part of our aforesaid agent(s) to give specific consent to any and all such diagnosis, treatment or hospital care which the aforementioned physician in the exercise of his best judgment may deem advisable; and neither said agent or any organization involved assumes any financial responsibility for exercising this action. 

1. Family Doctor ________________________________________________________________________ 

Phone Numbers_______________________________________________________________________ 

2. Persons to Contact In Case Of an Emergency.  (Besides the parent/guardian)
Name__________________________________________________ Phone_______________________ 

Name__________________________________________________ Phone_______________________ 

3. Medical Concerns or Any Learning Disabilities 

______________________________________________________________________________________ 

______________________________________________________________________________________ 

4. Known Allergies _____________________________________________________________________ 

5. Medical Insurance 
Name_______________________________________________________________________________ 

Policy Number________________________________________________________________________ 
Unless otherwise noted we will occasionally use you child’s photo on our website for honoring their achievements and advertisement.  Please mark the box below if you do NOT want us to use their photo.

Please do NOT used my child’s photo   (
This Authorization Shall Remain Effective Until Revoked In Writing. 
SIGNATURE (Parent or Legal Guardian) __________________________________Date______________ 

Address_______________________________________________________________________________ 

Mother's Phone Numbers (Home) ________________________ (Cell) _____________________________ 

Father's Phone Numbers (Home) ________________________ (Cell) _____________________________ 

