
 

 
 
 

I _________________________ authorize ______________________________ to  
    (Parent/Guardian)     (Agency Name) 
 
release confidential information regarding __________________________________ 
          (Participant Name) 
 
to Riding On Angels’ Wings – Therapeutic Horseback Riding Program, Felton, MN. 
 
Medical Information _____ 
 
IEP/Goals & Objectives _____ 
 
Other _____ 
 
Comments: 
 
 
 
 
 
 
Signature: ________________________________________ 
  (Parent / Guardian) 
 
 
Date: ___________________________ 
 
 
This release is good for 1 year from the signature date.   

Riding On Angels’ Wings 
Therapeutic Horseback Riding 

5062 120th Ave. N. 
Felton, MN  56536 

(218) 359-0007 
execdirectorROAW@aol.com 

www.ridingonangelswings.org 


