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Festina Lente Therapeutic Riding Coach Programme

Application Form


Name:       ​​​​​​​​​​​​​_________________________________________________________

[image: image1.png]Address:    

Tel (Mobile):       

                   Tel (Home): 
Email:

Date of Birth:  
Horse Riding Qualifications

What Horse riding\Horsemanship qualifications do you hold, e.g. BHS 2, Pony Club C, others?
Horsemanship Experience

Number of years of horse riding experience
What are your specific areas of interest and experience?
Do you own a horse/ horses?     

Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 

Do you take regular horse riding lessons?

  
Yes 
 FORMCHECKBOX 

No
 FORMCHECKBOX 

Do you have any other equine related experience which you feel is relevant to this Application?
Do you access to an equestrian facility? 
Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 

If yes please outline contact details:
If you answered “yes”, does the Facility have the following: (please tick)

Current Equestrian Centre or Riding School Insurance 

 FORMCHECKBOX 

An Arena (preferably indoor) 


 FORMCHECKBOX 

Mounting block/ Ramp or hoist 


 FORMCHECKBOX 

Suitable horses for therapeutic horse riding – safe, 
good tempered, sound, fully trained to stand still 
at mounting blocks and are used to having several 
people around them at a time 


 FORMCHECKBOX 

At least 2 to 3 horses with different body types, 
back shapes and movement   


 FORMCHECKBOX 

Riding Helmets

 FORMCHECKBOX 


Safety Stirrups  
 FORMCHECKBOX 

Back protectors 

 FORMCHECKBOX 


Wheelchair accessibility 
 FORMCHECKBOX 


Waiver forms 

 FORMCHECKBOX 

Is the facility a member of the Association of Irish Riding Establishments? 

(Please tick) 

Yes
 FORMCHECKBOX 




No
 FORMCHECKBOX 

Do you hold a current First Aid\CPR Certificate?

(Please tick) 

Yes   
 FORMCHECKBOX 


No  
 FORMCHECKBOX 

If you do not hold a current First Aid \CPR Certificate will you commit to acquiring one within the first three months of commencing the programme should your Application be successful? 

(Please tick) 

Yes   
 FORMCHECKBOX 


No  
 FORMCHECKBOX 

Special Needs:

Please outline your interest in working with people with special needs and your experience in this area:






Educational Qualifications:
Dates:
 

To:
From:
        Name of School\College 

Qualifications
	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Do you have any Learning difficulties for which you need support if you are undertaking this programme?

Employment: 

Current Employer
Brief Description of your current Job:

Motivation:
Please state why you want to do this course, what you feel you can bring to it and what you would like to gain from it
References:
Name: 





Name:


Address:




Address:





Tel: (Mobile)




Tel: (Mobile)

Email: 





Email:
Attachments:

Please enclose copies of all certificates referred to in this Application Form
Declaration:
I confirm that all information supplied by me in this Application Form is true and correct 


Signed:      





Dated:
	4
	



