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SANDY BAY STABLES 

Krissie & R. Dan Burnham, 29 Jerden’s Lane, Rockport, MA  01966  

PHONE:  978-546-5925/978-546-3000   CELL:  978-290-1952, 978-857-8698      
MEDICAL RELEASE FORM CONSENTING ADULT  
I,   _____________________________, request that should I become injured while at Sandy Bay Stables, the farm workers, representatives, owners, instructors and agents have my explicit permission to call 9-1-1 and have me brought to the hospital by ambulance.  I request and fully authorize physicians, dentists, and staff, duly licensed as Doctors of Medicine or Doctors of Dentistry or other such licensed technicians or nurses, to perform any diagnostic procedures, treatment procedures, operative procedures and x-ray treatment on me in the event I may be unconscious or not of clear sound mind.  I understand that I have not been given a guarantee as to the results of examination or treatment.

PRINT YOUR FULL NAME: __________________________Date of birth:____________________

Address: ___________________________________________Phone:__________________________


     Street Address      City/Town       State          Zip

Date of last Tetanus Booster:  ______________________   Known allergies including any allergies to medicine? ___________________________________________________________________________
Current medical conditions being treated for: _______________________________________________

Past medical conditions & Past surgeries? ___________________________________________________
Medications currently taking and the dosage amounts: _________________________________________
Family Physician: _________________________________________________________________
Address:  ____________________________________  Phone:  _________________________________
Other Specialists involved in current treatment:

Address:__________________________________________ Phone:____________________________

Name of Parent(s):  _________________________________________________
Address(es): ________________________________________________________________


Street address

City/Town

State


Zip

Phone   H ______________________W __________________   Cell_________________

Name of PERSON TO CONTACT IN EMERGENCY:

Address:_________________________________________________________________

                 Street address

Town/City

State


Zip

Phone   H ______________________W __________________   W_________________

Cell _____________________________________, ______________________________
INSURANCE CARRIER:   ______________________        Policy Number ______________________
SIGNATURE _______________________________________________Date:_____________________
WITNESS__________________________________________________Date:______________________ 
