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 West Equestrian Services and Training
Horsemanship Clinic Registration form

Clinic Location: West Equestrian Ranch, 5716 S Dip Creek Rd, Sand Springs OK 74063
Directions: Hwy 44, Exit 51st St, go to second stop light, turn left onto 41st street.  Cross Hwy 97 continuing on 41st, 41st becomes Coyote Trail just past DiscoveryLand, continue west on 41st.   Go approximately 4 miles (past 225th, Keystone garage,) Turn Left onto S Dip Creek Rd. Go just under a mile, and turn left into the driveway before the second bridge.
Clinic Date : July 29th – 31st
Name:        __________________________________________________________ Email address: ________________________________
Address:    _____________________________________________________     City: ______________     State _____      Zip ___________

Phone: (Home) _____________________________ (Work) _______________________________  (Cell) ___________________________

Emergency Contact (Name): ____________________________________________________ (Phone) _____________________________

Where did you hear about this clinic? ___________________________________________________________________________________

Horse name: _________________________________________ Breed of horse: _______________ Age ____ Gender:____ Color: _______
Previous training: __________________________________________________________________________________________________

_________________________________________________________________________________________________________________

Future plans and/or training goals for this horse: ___________________________________________________________________________ 

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

Things you or your horse are working on: _________________________________________________________________________________

__________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________
Choose Items you might like to participate in this clinic by order of preference.  (you do not have to it to participate, substitute safe and already trained horses can be provided for slight cost)

Bareback dressage/jump   _____________    Drill    _____________    Jumping  _____________  Trail & Obstacles _____________                      

 Rider lesson on the lunge (horse provided)    _____________      Vaulting    _____________   Western Dressage     _____________
Make checks payable to “W.E.S.T.”Balance due upon arrival.

Participant/Rider                             



                                                $150.00 X _______  = $ ___________ 

       TOTAL OF ABOVE $ ___________ 

30.00 non-refundable deposit





Deposit amount    (Check No. ________)  $ ____________

           Cash $ ____________                  

 








          TOTAL DUE AT CLINIC $_____________
Recommended What to Bring: Lawn chair, Note pad and pen, all horse tack for participants: snaffle bit , Rope halter with a minimum 12-foot lead, Helmets are required we have some avialable, Current Negative Coggins required for participating horses, No dogs or alcoholic beverages please. If you have any questions please contact us by email us    at westhorse@ymail.com  or call 918 363 7610.
RELEASE and WAIVER Under Oklahoma Livestock Activities Liability Limitation Act  Section 50.1  of Title 76 B. 1. The Oklahoma Legislature recognizes that persons who engage in livestock activities may incur injuries as a result of the risks involved in such activities even in the absence of any fault or negligence on the part of persons or entities who sponsor, participate or organize those activities. While every effort is made to ensure a safe, enjoyable experience, horseback riding and all the activities therein are not experienced without some risk. In consideration of, and as part payment for, the right to participate in such horse activities I hereby assume as my personal risk all the hazards and dangers of horseback riding and all associated activities. I release Blue Stem and any associated employees and/or volunteers and staff, Cheryl West, and any associated with West Equestrian Services and Training from any liability of any kind for injury or damage which may befall me or my property while I am participating in this horse activity.
Signature of Participant __________________________________ Horse Owner or Agent ___________________________________________
DATE __________________________
Authorization for Emergency Medical Treatment

Name:__________________________________________________________ DOB: ___/___/___ Phone:____________________________

Address:___________________________________________________ City: __________________________ State:_____  Zip:__________

Physicians’s Name:______________________________________________Medical Facility:________________________________________
Health Insurance Company:____________________________________________________________________________________________

Allergies to Medications:_______________________________________________________________________________________________

Current Medications:__________________________________________________________________________________________________

In the event of an emergency, contact:

            Name:_________________________________________Relationship:_____________________ Phone:______________________

            Name:_________________________________________Relationship:_____________________ Phone:______________________

In the event emergency medical aid/treatment is required due to illness or injury during the process of receiving services, I authorize W.E.S.T.  to:

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

 2. Release client records upon request to the authorized individual or agency involved in  the medical emergency treatment
Consent Plan      I do ___________ do not___________ (initial)
authorize any treatment including x-rays, surgery, hospitalization, medication, and any treatment procedure deemed “lifesaving” by the physician. This provision will only be invoked if the person(s) above cannot be reached. In the event emergency treatment/aid is required, I wish the following procedures to take place: _________________________________________________________________________________________________________________ _________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________

Date:____________________ Consent Signature:_______________________________________________

                                                                                      Client, Parent, or Legal Guardian

