




 23776 Cody Park Rd, Golden CO 80401, Phone (720) 266-8265, Fax (720) 294 0352, info@highergroundhealing.org 

AUTHORIZATION FOR EMERGENCY MEDICAL TREATMENT  
Name: ___________________________________ DOB: _______________ 
Phone:______________________  
Address:______________________________________________________________________________ 

 
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 Higher Ground Healing, I authorize Higher Ground 
Healing  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 

to be reached.  

Consent Signature: ____________________________________________ Date: __________________  
   Client (or Parent / Legal Guardian, if client is a minor)  
            
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 Higher Ground Healing. In the event 
emergency treatment/aid is required, I wish the following procedures to take place:  
_____________________________________________________________________________________ 
_____________________________________________________________________________________  
_____________________________________________________________________________________ 

_____________________________________________________________________________________ 
_____________________________________________________________________________________  
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 

_____________________________________________________________________________________  
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 

Non-Consent Signature: __________________________________________ Date: __________________  
        Client (or Parent / Legal Guardian, if client is a minor)  

    

Please state any medical issues currently being treated

Is there anything we should know about your child to ensure they have a positive camp
experience?



Make sure the horse is aware of your presence before you approach 
and while you work with him or her. 

Wear closed toe shoes or boots.

Children under age 8 must be supervised at all times by an adult.

A proper riding helmet must be worn at all times while mounted.

Ensure all gates remain closed and properly latched.

Report any potentially unsafe condition to a barn manager.

For the safety of all, we kindly request
that you adhere to the following while

at Higher Ground Healing

Thank you.

BARN  RULES

DON’TS

DO’S

No smoking in or near the barn.

No sudden movements or loud noises around the horses–
they can spook easily.

Never go under a horse.

Never enter a stall without permission.

Never mount or ride a horse in the barn.

Do not feed the horses.

I have read and
understood the

above rules:

(initials)

HIGHER GROUND HEALING www.highergroundhealing.org



Scholarship Fund Application

If you or your child needs financial aid to participate in any of our programs, complete this
application. Funding is limited and a co-pay is required.
 

Contact Information:            __________________________________________________________

Applicant/Parent Name: _____________________________________________________________
 
Address: ___________________________________________________________

Phone: __________________________________________________________
 
Email Address: ___________________________________________________________________
 
 
Program(s) for which you seek financial aid? (circle or check one or more)

 Individual Therapy
 
 Family Therapy
 
 Weekly Child/Adolescent Group
 
 Weekly Adult Group
 
 Workshop

Financial Information:

How many people are in your household (total number of children and adults)? *
                  
 1                    2                    3                     4                    5                    6 or more
                 
How many adults are employed in your household? *
                  
 0                    1                     2                    3

What's your average annual household income? *
                  
 less than $50,000
                  
  $50,000 to $74,999
                  
  $75,000 to $99,999
                  
  $100,000 to $135,000
                  
   greater than $135,000

23776 Cody Park Rd.
Golden CO 80401

720.412.0584
info@highergroundhealing.org



                  
                
Please describe your (or your child's) need for �nancial assistance:

 
 
 
What amount of the program fee could you reasonably a�ord as a co-pay? 

$     _____________________________
 
Please describe how you (or your child) would bene�t from the program at Higher Ground Healing.

 
 What do you hope to gain through participation? *

 
 
Funds are limited and submission of an application does not guarantee a �nancial aid award. A
nyone being awarded �nancial aid or a scholarship will be asked to pay a nominal co-pay as well as sign a
contract committing to regular program attendance and arriving to session on time. 
 
 
 I have read and agree to the above terms & conditions.
 
Referral Information
How did you hear about our programs & scholarship fund? *
                  
 Friend
                  
 Therapist or counselor
                  
 Internet search
                  
 Facebook or other social media
                  
 Brochure or other written material
                  
 Other
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