
Beartooth Mtn Ascent 
APPLICATION FOR PROGRAM ADMISSION 

Son's INFORMATION 

  DOB:    Gender:   M 
   City:   State:  Zip Code: 

 SSN:     Adopted?  YES  NO   If “YES,” Age at Adoption: 

Name of Son:  
Address:        

Place of Birth:     

Ethnicity: HISPANIC   CAUCASION   AFRICAN-AM.   NATIVE-AM.   OTHER   

Height:     Weight:  lbs.   Eyes:    Hair:    Waist Size:           Shirt:   Shoe: 
Distinguishing Features: 

Religious Preference:  Other Cultural Info: 

PARENT’S INFORMATION 

Name of Father:   DOB:     SSN: 

Address:  City:   State:  Zip Code: 
Home Phone:       Work Phone:  Cell Phone:  Email: 

Ethnicity: HISPANIC   CAUCASION   AFRICAN-AM.   NATIVE-AM.   OTHER  
Occupation:     Annual Income:   Education Completed: 

Name of Mother:   DOB:      SSN: 

Address:  City:   State:  Zip Code: 
Home Phone:       Work Phone:  Cell Phone:  Email: 

Ethnicity: HISPANIC  CAUCASION   AFRICAN-AM.   NATIVE-AM.   OTHER  
Occupation:     Annual Income:   Education Completed: 



Marital Status of Legal Guardian(s):                            MARRIED   WIDOWED   DIVORCED/SEPARATED   
If Parents are Divorced, Who Has Legal Custody?  FATHER   MOTHER   OTHER                                          

*PLEASE SEND A COPY OF CUSTODY PAPERS IF PARENTS ARE NOT MARRIED 

       
 
Name of Stepfather:                                                                               DOB:                  SSN:                    
 
Address:                                                            City:                                             State:        Zip Code:             
Home Phone:                 Work Phone:                 Cell Phone:                 Email:                                               
   
Ethnicity: HISPANIC   CAUCASION   AFRICAN-AM.   NATIVE-AM.   OTHER                                                 
Occupation:                                                              Annual Income:                   Education Completed:         
 
Name of Stepmother:                                                                               DOB:                  SSN:                    
 
Address:                                                            City:                                             State:        Zip Code:             
Home Phone:                 Work Phone:                 Cell Phone:                 Email:                                               
   
Ethnicity: HISPANIC   CAUCASION   AFRICAN-AM.   NATIVE-AM.   OTHER                                                 
Occupation:                                                              Annual Income:                   Education Completed:         
 
 

EMERGENCY CONTACT 
 
Name of Emergency Contact:                                                                             Relationship:                                  
 
Address:                                                            City:                                             State:        Zip Code:             
Home Phone:                Work Phone:                 Cell Phone:                 Email:                                               
 
Alternate Emergency Contact:                                                                           Relationship:                                   
 
Address:                                                            City:                                             State:        Zip Code:             
Home Phone:                 Work Phone:                 Cell Phone:                 Email:                                               
 
 

SIBLING INFORMATION 
 
Name of Sibling:                                                                               DOB:                  Gender:   M    F 
Address:                                                            City:                                             State:        Zip Code:             
Home Phone:                 Work Phone:                 Cell Phone:                 Email:                                               
 
Name of Sibling:                                                                               DOB:                  Gender:   M    F 
Address:                                                            City:                                             State:        Zip Code:             
Home Phone:                 Work Phone:                 Cell Phone:                 Email:                                               
 
Name of Sibling:                                                                               DOB:                  Gender:   M    F 
Address:                                                            City:                                             State:        Zip Code:             
Home Phone:                 Work Phone:                 Cell Phone:                 Email:                                               
 
Name of Sibling:                                                                               DOB:                  Gender:   M    F 
Address:                                                            City:                                             State:        Zip Code:             
Home Phone:                 Work Phone:                 Cell Phone:                 Email:                                               



Name of Sibling:   DOB:      Gender:   M   F 
Address:         City:        State:  Zip Code: 
Home Phone:   Work Phone:  Cell Phone:  Email:     

Name of Sibling:   DOB:      Gender:   M   F 
Address:         City:        State:  Zip Code: 
Home Phone:   Work Phone:  Cell Phone:  Email:     

Name of Sibling:   DOB:      Gender:   M   F 
Address:         City:        State:  Zip Code: 
Home Phone:   Work Phone:  Cell Phone:  Email:     

Name of Sibling:   DOB:      Gender:   M   F 
Address:         City:        State:  Zip Code: 
Home Phone:   Work Phone:  Cell Phone:  Email:     

*PLEASE ATTACH ADDITIONAL SIBLING INFORMATION ON A SEPARATE SHEET.

BIO-PSYCHOSOCIAL HISTORY 

PRESENTING CONDITION 

Please describe your son’s emotional/behavioral problems. 

DEVELOPMENTAL HISTORY 

Substance Abuse during Pregnancy?  YES   NO      If “YES,” list Substance(s) Used:  ALCOHOL USE 
 DRUG USE  CIGARETTE USE  OTHER        No. of Months Used during Pregnancy: 

Birth:  VAGINAL DELIVERY  C-SECTION     Describe Any Issues during Delivery:  

Childhood Health:  CHICKENPOX (age___)  MEASLES (age___)  MUMPS (age___)  DIPTHERIA (age___) 
 RHEUMATIC FEVER (age___)  POLIOMYELITIS (age___)  WHOOPING COUGH (age___)  PNEUMONIA (age___) 
 SCARLET FEVER (age___)  TUBERCULOSIS (age___)  OTHER HEALTH PROBLEMS:   



FAMILY EMOTIONAL/PSYCHIATRIC/GENETIC HISTORY 

Has any family member had outpatient psychotherapy?  YES   NO       If “YES,” list who/why: 

Has any family member had inpatient treatment for a psychiatric or substance use disorder?   YES   NO  

Has any family member used psychotropic medications?  YES   NO       If “YES,” list who/what/why: 

GENETIC HISTORY 

PATERNAL:  Depression  Anxiety/Panic Attacks        MATERNAL: Depression  Anxiety/Panic Attacks
Violence/Anger   Mental illness  Alcoholism/Drug         Violence/Anger  Mental illness  Alcoholism/Drug 
Addiction  Other:  Addiction   Other:       

FAMILY HISTORY 

Parent’s Marital Status:     MARRIED TO EACH OTHER    SEPARATED     DIVORCED       No. of Years  

No. of Times Mother Remarried:   Is Mother Currently Involved with Someone?  YES   NO  
No. of Times Father Remarried:    Is Father Currently Involved with Someone?   YES   NO  

Mother Deceased:  YES   NO     No. Years Mother Deceased   Age of Patient at Mothers Death 
Father Deceased:   YES   NO     No. Years Father Deceased    Age of Patient at Fathers Death  

Presence of Father During Childhood:          Entire Childhood   Part of Childhood    Not Present at All 
Presence of Mother During Childhood:         Entire Childhood   Part of Childhood    Not Present at All 
Presence of Stepfather During Childhood:         Entire Childhood   Part of Childhood    Not Present at All 
Presence of Stepmother During Childhood:       Entire Childhood   Part of Childhood    Not Present at All 

Please Describe His Relationship with His Father:    

Please Describe His Relationship with His Mother:   

Please Describe His Relationship with His Stepfather (if applicable):     

Please Describe His Relationship with His Stepmother (if applicable):     

CHILDHOOD FAMILY EXPERIENCE 

Family Home Environment:     OUTSTANDING    NORMAL/STABLE    CHAOTIC/UNSTABLE  ABUSIVE 

Did Patient Witness Abuse:  YES   NO   Type of Abuse:  VERBAL   PHYSICAL  SEXUAL   NEGLECT 
Describe (who/when/etc.): 



 
Did Pat. Experience Abuse:  YES   NO   Type of Abuse:  VERBAL    PHYSICAL     SEXUAL     NEGLECT   
Describe (who/when/etc.):                                                                                                                          
 
Describe Living Situation:           ADEQUATE HOUSING     HOMELESS       HOUSING OVERCROWDED       
Describe Financial Situation:  NO CURRENT PROBLEMS    POVERTY/SUB-POVERTY       INDEBTEDNESS    
 
Persons Currently Living in Patient’s Household: 
1.) Name:                             Age:          Gender:  M   F        Relationship to Patient:                                        
 Describe Relationship:                                                                                                                  
    
2.) Name:                             Age:          Gender:  M   F        Relationship to Patient:                                        
 Describe Relationship:                                                                                                                   
   
3.) Name:                             Age:          Gender:  M   F        Relationship to Patient:                                        
 Describe Relationship:                                                                                                                 
     
4.) Name:                             Age:          Gender:  M   F        Relationship to Patient:                                        
 Describe Relationship:                                                                                                                  
    
5.) Name:                             Age:          Gender:  M   F        Relationship to Patient:                                        
 Describe Relationship:                                                                                                                  
 
6.) Name:                             Age:          Gender:  M   F        Relationship to Patient:                                        
 Describe Relationship:                                                                                                                 
     
7.) Name:                             Age:          Gender:  M   F        Relationship to Patient:                                        
 Describe Relationship:                                                                                                                  
    
8.) Name:                             Age:          Gender:  M   F        Relationship to Patient:                                        
 Describe Relationship:                                                                                                                     
 
Was Patient Emancipated from Home?    YES   NO   Date of Emancipation:          Age of Patient:               
              Describe Circumstance:                                                                                                               
 
 

SOCIAL INTERACTION/ACADEMIC FUNCTIONING 
 
Social Interaction:   NORMAL  VERY SHY  ISOLATES SELF   DOMINATES OTHERS  ASSOCIATES WITH 
                                      PEERS THAT ACT-OUT  INAPPROPRIATE SEX PLAY  MANIPULATIVE  NARCISISM                                                                            
                                       AUTHORITY CONFLICTS  SADISTIC TENDANCIES  MASOCHISTIC TENDANCIES 
 
Intellectual/Academic Functioning:  NORMAL INTELLGENCE  HIGH INTELLIGENCE  LEARNING DIABILITIES 
Describe Known Condition(s) and Dates of Diagnosis:                                                                               
 
Sexual Orientation/History:              HETEROSEXUAL  HOMOSEXUAL  BISEXUAL  TRANSGENDER 
Is He Currently Sexually Active?  YES   NO    Age at First Sexual Experience:        Additional Information:               
                                                                                                                                                                                                                                                             
 

EMOTIONAL/BEHAVIORAL PROBLEMS 
 
Check All that Apply:   DRUG USE  ALCOHOL USE  CHRONIC LYING   STEALING  VIOLENT TEMPER 
                                       FIRE-SETTING  VANDALISM  ANIMAL CRUELTY  ASSAULTATIVE CONDUCT 
                                       GANG INVOLVEMENT  IMPULSIVE   DEPRESSION  SEXUAL DEVIANCE  IMMATURITY 
                                       LOW SELF-ESTEEM  BRAGGING   OPPOSITIONAL/DEFIANCT BEHAVIOR  ANXIETY  
                                       SELF-MUTILATION  SUICIDAL THREATS/IDEATIONS  LACK OF ATTACHMENT                                                                    
                                       OTHER  Describe:                                                                                                                                                                                      
 



 
Briefly Describe His Current Emotional and Behavioral Problems:      
                                                                                                                                                                                          
  
Briefly Describe How the Problems Listed Above Been Addressed:      
                                                                                                                                                                                          
 
Briefly Describe Your Son’s Strengths and Weaknesses:      
                                                                                                                                                                                          
  
Briefly Describe His Existing Support Systems:      
                                                                                                                                                                                          
  

                                                                                                                                                                                          
   
Has He Ever Demonstrated Violence to Himself of Others?   YES   NO                  If “YES,” Please Explain: 
                                                                                                                                                                                               

 
Has He Ever Attempted Suicide?   YES   NO                                                              If “YES,” Please Explain: 
                                                                                                                                                                                               

 
Has He Ever Been Involved in Any Inappropriate Sexual Behaviors?   YES   NO    If “YES,” Please Explain: 
                                                                                                                                                                                               

 
Does He Ever Experience Auditory or Visual Hallucinations?   YES   NO                   If “YES,” Please Explain: 
                                                                                                                                                                                               

 
Does He Have a History of Running Away?   YES   NO                                                If “YES,” Please Explain: 
                                                                                                                                                                                               

 
Does He Experience Severe Isolation?   YES   NO                                               If “YES,” Please Explain: 
                                                                                                                                                                                               

 

                                                                                                                                                                                               

 
Please List Any Fears/Phobias and the Ages He Experienced Them (i.e. the dark, death, etc.) 

 
1.) Age:         Describe Fear:                                                                                                                     
2.) Age:         Describe Fear:                                                                                                                     
3.) Age:         Describe Fear:                                                                                                                     
4.) Age:         Describe Fear:                                                                                                                     
5.) Age:         Describe Fear:                                                                                                                     

 
 
 
 
 
 
 

Briefly Describe the Significant Event that Led to His Enrollment at Bearthooth MTN 
Ascent:      

Briefly Explain the Goals You Hope to Obtain for Him by Enrolling Him in BTMA: 



SUBSTANCE USE HISTORY 
 
Substances Used:   ALCOHOL  MARIJUANA  COCAINE/CRACK   OPIATES (HEROIN, OXYCONTIN)  
                                       BARBITUATES   BENZODIAZEPINES (VALUIM, XANAX)   AMPHETAMINES   PCP  
                                       HALLUCINOGENS (LSD, PSILOCYBIN)  EXSTACY (MDMA, “MOLLY”)   INHALANTS (GLUE)  
 
Age at First Use:       Describe Frequency:                                                                                                 
 
Bio/Social Impact:  HANGOVERS  BLACKOUTS  WITHDRAWAL SYMPTOMS   TOLERANCE CHANGE  
                                     MEDICAL CONDITIONS   SLEEP DISTURBANCE  DEPRESSION  AGGRESSION 
                                     RELATIONSHIP CONFLICTS  BINGES  CRIMINAL BEHAVIOR/LEGAL PROBLEMS   
 
Treatment History:  OUTPATIENT  INPATIENT  MUTUAL AID (12-STEP PROGRAM)  STOPPED ON OWN                                                                                  
 
 

LEGAL HISTORY 
 
Check All that Apply:   NO LEGAL PROBLEMS  CURRENTLY ON PAROLE/PROBRATION  FELONY ARRESTS 
                                            MISDEMEANOR ARRESTS  HAS BEEN TO CORRECTIONAL FACILITY  OTHER   
 
If Your Son Has Been to a Correctional Facility, Please Indicated Total Length of Time Served:                      
 
1.) Date of Arrest:        Offense:                        Describe:                                                                       
2.) Date of Arrest:        Offense:                        Describe:                                                                       
3.) Date of Arrest:        Offense:                        Describe:                                                                       
4.) Date of Arrest:        Offense:                        Describe:                                                                       
5.) Date of Arrest:        Offense:                        Describe:                                                                       
6.) Date of Arrest:        Offense:                        Describe:                                                                       
7.) Date of Arrest:        Offense:                        Describe:                                                                       
 
Name of Probation Officer:                                                   Probation Dates:              Age at Time:             
Address:                                                         City:                                           State:         Zip Code:                
Office Phone:                 Cell Phone:                 Fax Number:                Email:                                                
 
Name of Probation Officer:                                                   Probation Dates:              Age at Time:             
Address:                                                         City:                                           State:         Zip Code:                
Office Phone:                 Cell Phone:                 Fax Number:                Email:                                                
 
Name of Probation Officer:                                                   Probation Dates:              Age at Time:             
Address:                                                         City:                                           State:         Zip Code:                
Office Phone:                 Cell Phone:                 Fax Number:                Email:                                                
                                                                                
  
 
 

MEDICAL/DENTAL/PYSCHIATRIC HISTORY 

MEDICAL HISTORY 
Please include a photocopy of the front and back of your insurance cards and submit with admission application. 
 
 
Physician’s Name:                                                                     Date of Last Physical:                  
Address:                                                          City:                                           State:        Zip Code:                
Office Phone:                 Fax Number:                 Other:                 Email:                                                        
Diagnosis:                                                          Medications:                                                                                       
 



Optometrist’s Name: Date of Last Eye Exam: 
Address:           City:   State:        Zip Code:      
Office Phone:   Fax Number:  Other:  Email: 
Diagnosis:   Medications: 

Dentist’s Name:   Date of Last Dental Exam: 
Address:           City:   State:        Zip Code: 
Office Phone:   Fax Number:  Other:  Email: 
Diagnosis:   Medications: 

Orthodontist’s Name:  Date of Last Visit: 
Address:           City:   State:  Zip Code: 
Office Phone:   Fax Number:  Other:  Email: 
Diagnosis:   Medications: 

Does Your Son Wear Glasses?   YES   NO   Does Your Son Wear Braces or Retainer?  YES   NO  
Does He Have Hearing/Speech Issues?   YES   NO          Does Your Son Have a Pacemaker?  YES   NO  

Has He Ever Been Hospitalized for Medical Reasons?  YES   NO  If “YES,” Please Explain:     

Has He Ever Been in a Serious Accident?  YES   NO   If “YES,” Please Explain: 

Has He Ever Broken a Bone?  YES   NO           If “YES,” Please Explain: 

Please List Any Additional Medical Conditions or Dietary Concerns You May Have Regarding Your Son: 

Check All that Apply:  GENETIC/CONGENITAL DISORDERS  DIABETES  TUMORS  HIGH BLOOD PRESSURE 
 HEART DISEASES  CHEST PAIN/SHORTNESS OF BREATH  SPITTING/COUGHING UP BLOOD  RHEUMATIC 

FEVER  PULMONARY DISEASE  ASTHMA  STOMACH ACHES/ INDEGESTION/ULCERS/APPENDICITIS 
DIARRHEA/CONSTIPATION/BLOOD IN STOOL  KIDNEY DISEASE  URINARY TRACT DISEASE  CHRONIC PAIN 
(BACK, FIBROMYALGIA)  NUEROLOGICAL DISORDERS  EPILEPSY/CONVULSIONS  FREQUENT MIGRAINE 
HEADACHES  METABOLIC DISORDERS  THYROID DISEASES  LIVER DISEASE (HEPATITIS, CIRRHOSIS) 
BLOOD DISORDERS (ANEMIA, HEMOPHILIA)  DRUG OR ALCOHOL DEPENDANCY  PNEUMONIA  HIV/AIDS 
MONONUCLEOSIS  INFECTIOUS DISEASE  SKIN DISORDERS (RASHES, WARTS)  IMMUNE SYSTEM DISORDER 
(LUPUS)  ARTHRITIS  CHRONIC EAR INFECTIONS  SCARLET FEVER/TYPHOID/POLIO  MEASLES/MUMPS 
PHENYLKETONURIA (PKU)   DENTAL PROBLEMS  OTHER:      

Please List Any Surgeries: 

ALLERGY INFORMATION 

Check All that Apply:  BEE/WASP STINGS  PENICILLIN  SULFA DRUGS  ASPIRIN  ADVIL 
 SHELLFISH  PEANUTS  OTHER  

Explain Reaction: 

Please List Any Other Allergies Such as Hay Fever, Eczema, Asthma, Hives, or Negative Reactions to Food: 



                                                                                                                                                                                               

 
 

NUTRITIONAL HISTORY 
 
 
Please List Your Son’s Typical Meals: 
 
Describe Breakfast:                                                                                                                                   
Describe Lunch:                                                                                                                                        
Describe Dinner:                                                                                                                                        
Describe Snacks:                                                                                                                                       

 
PATIENT MEDICATION PROFILE  

All prescription medications must be sent in original containers with clear directions, interactions, dates, etc.  All 
medications will be dispensed by authorized direct care staff members, according to the orders of the prescribing 
physician. 

  
 

PLEASE LIST ALL PAST MEDICATIONS 
Medication:                                                 Dosage:          Frequency                   Date Prescribed:             
 
Reason for Taking:                                                                                                                                                               
Reason Discontinued:                                                                                                                                                         
 
Medication:                                                 Dosage:          Frequency                   Date Prescribed:             
 
Reason for Taking:                                                                                                                                                               
Reason Discontinued:                                                                                                                                                         
 
Medication:                                                 Dosage:          Frequency                   Date Prescribed:             
 
Reason for Taking:                                                                                                                                                               
Reason Discontinued:                                                                                                                                                         
 
Medication:                                                 Dosage:          Frequency                   Date Prescribed:             
 
Reason for Taking:                                                                                                                                                               
Reason Discontinued:                                                                                                                                                         
Has He Ever Experienced Any Medication Reactions or Side Effects?   YES   NO   If “YES,” Please Explain:                                           
                                                                                                                                                                                               

 
Does He Have a History of Refusing to Take Medications?   YES   NO                        If “YES,” Please Explain:                                           
                                                                                                                                                                                               
 
 
PLEASE LIST ALL CURRENT MEDICATIONS 
Medication:                                                 Dosage:          Frequency                   Date Prescribed:             
Reason for Taking:                                                                                                                                                               
Prescribing Physician:                                                                                                   Date of Last Visit:             
Office Phone:                 Fax Number:                 Other:                 Email:                                                              
 
Medication:                                                 Dosage:          Frequency                   Date Prescribed:             
Reason for Taking:                                                                                                                                                               



Prescribing Physician:                                                                                                   Date of Last Visit:             
Office Phone:                 Fax Number:                 Other:                 Email:                                                              
 
Medication:                                                 Dosage:          Frequency                   Date Prescribed:             
Reason for Taking:                                                                                                                                                               
Prescribing Physician:                                                                                                   Date of Last Visit:             
Office Phone:                 Fax Number:                 Other:                 Email:                                                              
 
Medication:                                                 Dosage:          Frequency                   Date Prescribed:             
Reason for Taking:                                                                                                                                                               
Prescribing Physician:                                                                                                   Date of Last Visit:             
Office Phone:                 Fax Number:                 Other:                 Email:                                                              
 
Medication:                                                 Dosage:          Frequency                   Date Prescribed:             
Reason for Taking:                                                                                                                                                               
Prescribing Physician:                                                                                                   Date of Last Visit:             
Office Phone:                 Fax Number:                 Other:                 Email:                                                              

 
 

PSYCHOLOGICAL TREATMENT HISTORY 
If applicable, please list all facilities and/or therapists who have treated your son and include copies of any assessments, 
treatment plans, etc. Strict confidential on all medical and psychological records will be maintained.   
 
Name:                                                                   Date of Service:                 Age at Time of Service:                  
Address:                                                          City:                                           State:        Zip Code:                
Office Phone:                 Fax Number:                 Other:                 Email:                                                        
Diagnosis:                                                          Medications:                                                                                       
 
Name:                                                                   Date of Service:                 Age at Time of Service:                  
Address:                                                          City:                                           State:        Zip Code:                
Office Phone:                 Fax Number:                 Other:                 Email:                                                        
Diagnosis:                                                          Medications:                                                                                       
 
Name:                                                                   Date of Service:                 Age at Time of Service:                  
Address:                                                          City:                                           State:        Zip Code:                
Office Phone:                 Fax Number:                 Other:                 Email:                                                        
Diagnosis:                                                          Medications:                                                                                       
 
Name:                                                                   Date of Service:                 Age at Time of Service:                  
Address:                                                          City:                                           State:        Zip Code:                
Office Phone:                 Fax Number:                 Other:                 Email:                                                        
Diagnosis:                                                          Medications:                                                                                       
 
 

EDUCATIONAL HISTORY 
Please attach a copy of your son’s student transcripts. 

 
Name of School:                                                        Current Grade Level:          Still Attending?   YES   NO                 
School Address:                                                          City:                                        State:        Zip:                
Office Phone:                 Fax Number:                 Other:                 Email:                                                        
Guidance Counselor Name:                                                            ACT Code of High School                           
 



PLEASE LIST OTHER ELEMENTARY, MIDDLE, AND HIGH SCHOOLS ATTENDED AND REASONS HE LEFT. 
Name of School:   Reason for Leaving: 
School Address:    City:   State:  Zip: 

Name of School:   Reason for Leaving: 
School Address:    City:   State:  Zip: 

Name of School:   Reason for Leaving: 
School Address:    City:   State:  Zip: 

Name of School:   Reason for Leaving: 
School Address:    City:   State:  Zip: 

What Was His Favorite Subject? 

What Was His Least Favorite Subject? 

Please List Any Special Achievements: 

What Are His Current Educational Needs? 

APPLICANT CERTIFICATION AND CONDITIONS OF ENROLLMENT 

We _____________________ and _______________________, the parents of _________________________, 
certify that the information contained in this registration packet is true and accurate, to the best of our 
knowledge.  We further understand that any intentional dishonesty regarding our son’s emotional, 
behavioral, or criminal history could result in his immediate expulsion from Beartooth Mtn Ascent without a 
refund.   

x____________________________________________       ____________ 
  Signature Parent/Legal Guardian   Date 

x____________________________________________       ____________ 
  Signature Parent/Legal Guardian (if Applicable)   Date 

Briefly Describe Any Behavioral or Academic Difficulties Your Son Had in School: 



Beartooth Mtn Ascent
RELEASE/REQUEST AUTHORIZATION FOR RECORD INFORMATION 

 • 
I/We, _____________________________________________________, authorize Beartooth Mtn Ascent 

 (Parent/Legal Guardian(s) Name) 
to  RELEASE TO or  REQUEST FROM _____________________________________________________ 

 (Name and Location of Person(s)/Organization to Receive Information) 

the copies of any and all records and information which you may have in your possession.  This includes 
all the transmission of information and data via verbal and electronic contact. 

These records and information include, but may not be limited to: 

 Hospital records, including that of attending nurses, physicians, health care personnel and technicians 
 Laboratory test results 
 Medical examination results   
 Psychiatric history 
 Intake notes   
 Clinical assessments and evaluations   
 Treatment plans and progress notes   
 Description of treatment and prescriptions 
 Discharge summary      
 Educational information   

I understand that the purpose of this release/request is: ______________________________________ 
         (Consultation between BTMA and other agency; for further treatment; etc.) 

This authorization expires on: ____________________________________________________, or when 
Beartooth Mtn Ascent          or  OTHER AGENCY is no longer providing me with services. 

I understand that my records are protected under Federal regulations and cannot be disclosed without my 
written consent unless otherwise provided for in the regulations.  I also understand that I may revoke this 
consent at any time except to the extent that action has been taken in reliance to it.  Re-disclosure of my 
medical records by those receiving the authorized information is prohibited.  I hereby release both of the 
above parties from any liability which may result from furnishing the information released of requested.   
. 

Print Parent/Legal Guardian Name: _______________________________________________________ 

x____________________________________________       ____________ 
  Signature Parent/Legal Guardian   Date 

Print Witness Name: __________________________________________________________________ 

x____________________________________________      ____________ 
    Signature of Witness   Date 

ATTENTION RECIPIENT –Notice Prohibiting Re-disclosure 
This information has been disclosed to you from the records protected by Federal confidentiality rules 42 C. 
F. R. Part 2. The Federal rules prohibit you from making any further disclosure of this information unless 
further disclosure is expressly permitted by the written consent of the person whom it pertains of as 
otherwise permitted by 42 C. F. R. Part 2.  The Federal rules restrict any use of this information to criminally 
investigate of prosecute any alcohol or drug client.  
. 



Beartooth Mtn Ascent 
CONSENT OF EXAMINATION AND TREATMENT 

I/We, _____________________________________________________, do hereby acknowledge that    
  (Parent/Legal Guardian(s) Name) 

program on __________________. 
 (Expected Start Date) 

I/We authorize the release of any and all medical information regarding the above student to Beartooth Mtn 
Ascent, that any and all psychologists, medical doctors, dentist, hospital, counselors, therapists or others 
who have treated the student and whose names have been provided to Beartooth Mtn Ascent are hereby 
authorized to release all information regarding the medical history, diagnosis, treatment, or disability to 
Beartooth Mtn Ascent’s staff and/or consultants that will be involved in the student’s program. 

I/We further authorize and give consent to any examination, X-ray, medical procedures, operations, lab or 
diagnostic testing, vaccination, anesthetic, medical diagnosis, treatment or hospitalization, emergency dental 
care to be rendered to the above-named minor.  These services will be based upon the advice of a licensed 
physician or hospital in case of accident, illness, or other medical emergency.   

I/We give authority to the staff of Beartooth Mt Ascent to sign all necessary paperwork for this medical care. 

I/We, accept financial responsibility for any required medical/dental/vision treatment not covered by 
our insurance, this includes psychiatric evaluations and counseling by licensed psychiatrists and 
counselors.  

I/We give Beartooth Mtn Ascent permission to dispense all prescribed medication to the client per the orders 
of the prescribing physician.    

I/We give Beartooth Mtn Ascent permission to give the client over-the-counter medications (i.e. 
cold medication, Ibuprofen, Tylenol, cough drops, sore throat spray or drops etc.) and/or nutritional 
supplements (daily vitamins/minerals, Metamucil, etc.) as needed to treat acute health symptoms and/or 
improve nutritional support.  

I/We agree that the information submitted by BTMA in connection with the enrollment of the client is true, 
accurate, complete, and states all information which should reasonably be known by Beartooth 

are enrolling our Son,  _________________________________, into the Beartooth Mtn Ascent 
  (Name of Son)  

Parent/Legal Guardian(s) & Son Initials 
_____________ 

Parent/Legal Guardian(s) & Son Initials  
_____________ 

Parent/Legal Guardian(s) & Son Initials 
_____________ 

Parent/Legal Guardian(s) & Son Initials  
_____________ 

I/We understand that the nearest medical facility is an undetermined distance away depending on 
the geological location of where and when injury occurs if my child is enrolled in the Beartooth MTN 
Ascent program. If the injury occurs on the Ranch then the nearest medical facility is 30 miles away. 

Parent/Legal Guardian(s) & Son Initials 
_____________ 

Parent/Legal Guardian(s) & Son Initials  
_____________ 

Parent/Legal Guardian(s) & Son Initials  
_____________ 



Mtn Ascent to operate the program for the benefit of the client and others.  The accuracy and completeness 
of the information provided by the parent is a material inducement to Beartooth Mtn Ascent’s enrollment of 
the client in the program.  Failure to provide accurate and complete information shall be a material breach 
of this agreement, and Beartooth Mtn Ascent shall have the right thereafter to terminate this agreement. 

I/We understand that tobacco, alcohol, drugs, profanity, suicide threats/attempts, runaway's and homosexual 
acts are not allowed.  If your son refuses to comply with these rules, this may result in forced expulsion.  I 
understand that it is my/our responsibility to provide transportation home within 24 hours. 

ranch will be involved in all activities that occur on any working cattle ranch.  This includes and is not 
limited to: horseback riding in the mountains, fence building, peeling logs, welding, operating heavy 
machinery, cleaning barns, corrals and all the care related to working with livestock (doctoring, immunizing, 
roping, feeding, watering, pushing and loading in chute) etc. 

I/We understand that the program can be physically demanding, rigorous, dangerous, stressful 
and psychologically challenging for the student, and I realize that Beartooth Mtn Ascent has exclusive 
supervision of the client during that time.  I/We consent and approve to the safety procedures listed below 
as Beartooth Mtn Ascent’s efforts to ensure the well-being of the client and all participants while in the 
program and during transport. 

 I/We give permission for the client to travel throughout the United States with Beartooth Mtn Ascent 
and understand that our permission will be obtained in advance by Beartooth Mtn Ascent.       

I/We understand that Beartooth Mtn Ascent will physically transport and escort client to and from the airport 
by any means, which Beartooth Mtn Ascent deems reasonable and appropriate. 

I/We understand that Beartooth Mtn Ascent may search the person and personal effects, including all 
incoming and outgoing mail of the client at any time Btma deems appropriate.  Beartooth Mtn Ascent may 
seize and confiscate any items deemed by Beartooth Mtn Ascent to be contraband or counterproductive to 
the client’s successful completion of the program.  In addition, any prescriptions or non-prescription drugs or 
medications must be in the custody of and dispensed by Beartooth Mtn Ascent personnel. The disposition of 
all contraband items shall be the sole responsibility of the BTMA Staff. 

I/We understand that Beartooth Mtn Ascent shall be able to utilize reasonable physical force to physically 
restrain, control and detain the client for and including, but not limited to the following purposes: to escort 
to and from the Beartooth Mtn Ascent facility and/or Cow Camp area used by Beartooth Mtn Ascent, to 
prevent client from running away from the Beartooth Mtn Ascent facility and/or Cow Camp area, and to 
protect the client, program personnel, and/or other persons served by Beartooth Mtn Ascent from physical 
injury or threat of injury from the client.   

 I/We give permission for Student to receive a medical checkup upon arrival to Wyoming and prior to 
entering the program if it is deemed necessary.  

Parent/Legal Guardian(s) & Son Initials  
_____________ 

Parent/Legal Guardian(s) & Son Initials  _____________ I/We understand that the young 
men at this 

Parent/Legal Guardian(s) & Son Initials  
_____________ 

Parent/Legal Guardian(s) & Son Initials  
_____________ 

Parent/Legal Guardian(s) & Son Initials  
_____________ 

Parent/Legal Guardian(s) & Son Initials  
_____________ 

Parent/Legal Guardian(s) & Son Initials  
_____________ 

Parent/Legal Guardian(s) & Son Initials  
_____________ 



I/We consent that Beartooth Mtn Ascent has full permission to share information about the client to any 
agencies, other clients, and professionals who are working with the family or the client regarding 
behavioral, mental health or educational concerns. The Parent/Guardian Beartooth Mtn Ascent personnel 
consent to share information about the client whether written or verbal. 

I/We give permission that information from the client’s records may be used to participate in research 
projects if confidentiality can be maintained.      

I/We acknowledge that the medical insurance information we have provided on the Medical Form is 
current and complete and that we are solely responsible for procuring and maintaining all medical insurance 
we deem necessary and that Beartooth Mtn Ascent has recommended that we procure and/or maintain 
medical insurance.  We accept full responsibility for any costs incurred for medical treatment, dental 
treatment and psychiatric/counseling treatment due to failure to procure or maintain insurance, or 
providing outdated or falsified insurance information.  We understand that it is ultimately our 
responsibility to provide payment to any hospital/emergency response technicians/emergency transport 
company and mental health facilities that may provide services to our son as a result of injury/illness during 
the program. 

I/We authorize Beartooth Mtn Ascent to take such actions, which are reasonable necessary to safeguard and 
protect the client, Beartooth Mtn Ascent and others. 

I/We acknowledge that Beartooth Mtn Ascent reserves the right to terminate this agreement at any time due 
to illegal, uncontrollable, or dangerous actions by the client, known or unknown medical or 
psychiatric conditions, injuries, or for any other reason whatsoever as deemed necessary by Beartooth Mtn 
Ascent for the health and safety of the client, program personnel, and/or other persons served by Beartooth 
Mtn Ascent.  At any time, the client’s stay may be reevaluated by Beartooth Mtn Ascent and his Parent/
Guardians.  Beartooth Mtn Ascent reserves the right to terminate this agreement if it is found that it would 
be detrimental to the participant to continue in the program, or it would be in the client’s best interest to 
move onto their next placement.  Beartooth Mtn Ascent also reserves the right to terminate this 
agreement if the Parent/Guardian fails to provide accurate and complete information about the client.  In the 
event of such termination by BTMA prior to the client’s completion of the program, the Parent/Guardian 
shall not be entitled to a refund of tuition.  At the sole discretion of BTMA, the client may re-enter the 
program if the condition(s) that caused the client’s termination from the program no longer exist. 

I/We acknowledge that in the event that the Parent/Guardian withdrawals the client prior to the completion 
of the goals/objectives outlined in his “Individualized Service Plan,” Beartooth Mtn Ascent shall have 
no obligation to refund any of the fees under any circumstances.  

x____________________________________________       ____________ 
  Signature Parent/Legal Guardian   Date 

x____________________________________________       ____________ 
  Signature Parent/Legal Guardian (if Applicable)   Date 

Parent/Legal Guardian(s) & Son Initials  
_____________ 

Parent/Legal Guardian(s) & Son Initials  
_____________ 

Parent/Legal Guardian(s) & Son Initials  
_____________ 

Parent/Legal Guardian(s) & Son Initials  
_____________ 

Parent/Legal Guardian(s) & Son Initials  
_____________ 

Parent/Legal Guardian(s) & Son Initials  
_____________ 

Parent/Legal Guardian(s) & Son Initials  
_____________ 



Beartooth Mtn Ascent 
ENROLLMENT COSTS AND AGREEMENT FROM 

LENGTH OF STAY AT Beartooth 
Mtn Ascent

PRICE PAYMENT DUE DATE 

Admission Fee* Upon Entry 

Monthly Rate 30 Day Cycle** 

Total Due for First Month Upon Entry 

* The Admission Fee is a one-time, non-refundable fee that is due at the time of the client’s entry into Beartooth Mtn Ascent.

** All monthly payments must be pre-paid for the determined billing cycle (i.e. July tuition will be due on July 1st. 
August would also then need to be paid by August 1st).   

I/We, _____________________________________________________, do hereby acknowledge that    
  (Parent/Legal Guardian(s) Name) 

we have read the Agreement and that we understand and agree to its provisions.  I/we also understand 
that this Agreement constitutes the entire Agreement between both parties and that the monthly tuition fees 
pay for the following services*:  

 24 supervision by trained direct care staff personnel 
 Housing, meals, clothing, toiletries, and medications administration (if applicable) 
 Transportation to external services such as medical, dental, and psychiatric care   
 Clinical assessments, initial evaluations, summaries, treatment plans, monthly service plan reviews, weekly 
  behavioral evaluations and grading, progress notes, and transition/discharge planning   
 All program services as advertised on the Beartooth Mtn Ascent website, including vocational training   
  (carpentry mechanics, equine, etc.), peer support groups , mentoring/tutoring   services, spiritual 
direction, etc.  

* The Admission Fee is a one-time, non-refundable fee that is due at the time of the client’s entry into Beartooth Mtn Ascent.

x____________________________________________    ____________ 
  Signature Parent/Legal Guardian   Date 

x____________________________________________       ____________ 
  Signature Parent/Legal Guardian (if Applicable)   Date 

FOR OFFICIAL USE ONLY 

Contract Modification Notes (For Beartooth Mtn Ascent Only, if 

applicable)  Name of Person Making Modification:   Date of Modification: 

Signed and accepted this ____________day of______________, 20________ by Beartooth Mtn Ascent 

x____________________________________________       ____________ 
  Authorized Representative of Beartooth Mtn Ascent    Title 

$8500 

$2,000 

$8500 - $2000 work Credit = $6500
Monthly Tuition



Beartooth Mtn Ascent 
FINANCIAL CONTRACT/AGREEMENT 

I/We, _____________________________________________________, the parent(s) or guardian(s), 
  (Parent/Legal Guardian(s) Name) 

___________________________________, hereafter referred to as “client,” and have the authority and desire 

Parent/Legal Guardian(s) Initials _____________ 

Parent/Legal Guardian(s) Initials _____________ 

website.  

Parent/Legal Guardian(s) Initials _____________ 

Parent/Legal Guardian(s) Initials _____________ 

I/We understand that Beartooth Mtn Ascent is not liable for any costs incurred by the client in the event 
that the client should run away from the facility (legal fees, search and rescue, etc.) and does not re-
enter the program. 

Parent/Legal Guardian(s) Initials _____________ 

I/We acknowledge that we are financially responsible for any damage/destruction to Beartooth Mtn 
Ascent property by the client, and also understand that Beartooth Mtn Ascent is not responsible 
for any damage/destruction of the client’s property if done so by the client.  

Parent/Legal Guardian(s) Initials _____________ 

I/We give Beartooth Mtn Ascent permission to seek medical, dental, or psychiatric attention in the event 
of injury or illness, and to provide first aid as needed in the field, until such care can be obtained.  I/
We additionally authorize any professional who provides treatment to the client to release all 
treatment information to Beartooth Mtn Ascent.    

Parent/Legal Guardian(s) Initials _____________ 

referred to collectively as “guardian,” represent that I/we are the legal guardians and custodians of our Son, 

 (Name of Son)         
to place the client into Beartooth Mtn Ascent.  The guardian, and any successors in interest, hereby 
covenant, agree, and contract with Beartooth Mtn Ascent to place student in Beartooth Mtn Ascent’s adult 
program with the full consent of all parties who have legal authority and control of the client.  If the guardian 
is divorced or unmarried, guardian agrees to provide documentation attesting to the same.   

I/We acknowledge and understand that it is our obligation to provide medical insurance for the student and, 

I/We do hereby acknowledge that we are enrolling the client into the Beartooth Mtn Ascent program 
and understand and agree to pay a non-refundable admission fee ($2,000) and the monthly program 
fee ($6500/month). I/we also understand that we are required to pay 30 days in advance for each month of 
service and that if we remove our son from the program prior to the termination of the pre-paid 30 day 
cycle that we will not receive a refund for the remaining days left in the cycle.  

I/We acknowledge and understand that the monthly program fees ($6500/month) pay for all program services 
and activities, meals and housing, 24 hour supervision by direct care staff personnel, clinical assessments, 
evaluations, summaries, treatment plans,  etc., as advertised on the Beartooth Mtn Ascent 

I/We acknowledge and understand that the monthly program fees DO NOT pay for health insurance, 
prescription medication costs, or any medical, dental, and vision care. They DO NOT cover 
Phsychatric Care/DR Visits.  Additionally, I/we understand that the monthly program fees do not pay for any 
high School tuition and required books.  



Parent/Legal Guardian(s) Initials _____________ 

Parent/Legal Guardian(s) Initials _____________ 

I/We acknowledge and understand that we will be responsible for any additional costs necessary to the 
client’s treatment and understand that Beartooth Mtn Ascent will discuss these costs and obtain written 
authorization for these costs from parent/guardian in advance.  

Parent/Legal Guardian(s) Initials _____________ 

I/We acknowledge and understand that in the event of a default by either party under this Agreement, the 
defaulting party agrees to pay the reasonable attorney fees, costs, and other expenses incurred by the non-
defaulting party in enforcing or commencing to enforce the provisions of the Agreement.  In addition, I/we 
understand that if either party institutes an action to interpret or enforce this Agreement, the prevailing party 
shall be entitled to recover all its attorney fees, costs and other expenses incurred in such action, including 
any appeal taken by either party in such action or any claim or in any proceeding brought in federal bankruptcy 
court, including claims or proceedings which are peculiar to bankruptcy.     

Parent/Legal Guardian(s) Initials _____________ 

I/We do hereby give irrevocable consent to the personal jurisdiction of the courts of the state of Wyoming and 
the United States of America sitting in Wyoming, for any action to enforce, interpret or construe any provisions 
of this Agreement, or of any other agreement or document delivered in connection with this Agreement, and 
further, do hereby irrevocably waive any defense of improper venue or forum non-convenience to any such 
action brought in either of such courts.   

Parent/Legal Guardian(s) Initials _____________ 

I/We understand that an interest fee may be assessed on any balance overdue by 30 days each month until 
balance is paid in full. 

Parent/Legal Guardian(s) Initials _____________ 

I/We understand that if we choose to take the client off the ranch (vacation, holiday, etc.) for any reason during 
his stay that I/we will not be discounted any funds for days that he was not on the ranch. 

Parent/Legal Guardian(s) Initials _____________ 

I/We hereby acknowledge that we have read the Agreement and that we understand and agree to its provisions. 

x____________________________________________       ____________ 
  Signature Parent/Legal Guardian   Date 

x____________________________________________       ____________ 
  Signature Parent/Legal Guardian (if Applicable)   Date 

it is ultimately our responsibility for understanding our insurance coverage and providing payment.       

I/We acknowledge and understand that there may be additional staffing, medical, mental health treatment and 
consultation costs of  the monthly program fees. 



Beartooth Mtn Ascent 
COMMUNICATIONS CONSENT FORM 

I/We, _____________________________________________________, authorize Beartooth Mtn Ascent 
 (Parent/Legal Guardian(s) Name) 

to transmit personal communications from ____________________________________ to me by 
 (Name of Client)  

contact information for the transmission of personal communications:   

  State:  Zip Code: 
Name of Father: 
Address:        
Home Phone:      Work Phone: Cell Phone:  Email: 

  State:  Zip Code: 
Name of Mother: 
Address:        
Home Phone:      Work Phone: Cell Phone:  Email: 

TRANSMISSION ERRORS ACKNOWLEDGEMENT AND AGREEMENT 

x____________________________________________       ____________ 
  Signature Parent/Legal Guardian   Date 

x____________________________________________       ____________ 
  Signature Parent/Legal Guardian (if Applicable)   Date 

facsimile, email or mail and, additionally, do hereby consent to Beartooth Mtn Ascent’s Parent/Son 
Communication Policy that includes limiting phone calls to 1 scheduled day per week, monitoring phone 
calls, and opening/censoring mail for possible contraband items.  As such, please use the following 

I/We understand that errors sometimes occur in the transmission of personal communications between 
children and parents. I/We release Beartooth Mtn Ascent from any and all liability for errors in the 
transmission of personal communications between my son and myself.  I/We agree to keep confidential 
the nature of any communication that I/We may receive in error and to notify Beartooth Mtn Ascent 
immediately. 



Beartooth Mtn Ascent 
PARENTAL PERMISSION FORM FOR ATHLETIC PARTICIPATION 

I/We, _____________________________________________________, do hereby grant permission 
  (Parent/Legal Guardian(s) Name) 

to Beartooth Mtn Ascent to allow my son,  _________________________________, to participate in the 
 (Name of Client)  

athletic activities marked by my selection(s) below. As such, I/We allow my child to participate in 

 All athletic/sports activities including Rodeo  
events  
 Basketball 
 Wrestling 
 Boxing 
 Weight lifting 

Please attach a copy of a current physical examination (within the last year.)  Note that no student is allowed 
to participate in any athletic activities unless the Parental Permission Form and a Medical Release Form 
are completed and on file.   

x____________________________________________       ____________ 
  Signature Parent/Legal Guardian   Date 

x____________________________________________       ____________ 
  Signature Parent/Legal Guardian (if Applicable)   Date 



Beartooth Mtn Ascent
PARENT RELEASE FORM FOR MEDIA RECORDING 

I/We, __________________________________________________, do hereby grant or deny permission 
  (Parent/Legal Guardian(s) Name) 

to Beartooth Mtn Ascent to use the image of my son,  _________________________________, as 

  (not in the larger community.)   

x____________________________________________       ____________ 
  Signature Parent/Legal Guardian   Date 

x____________________________________________       ____________ 
  Signature Parent/Legal Guardian (if Applicable)   Date 

 (Name of son) 
marked by my selection(s) below. Such use includes the display, distribution, publication, transmission, or 
otherwise use of photographs, images, and/or video taken of my son for use in materials that include, but 
may not be limited to, printed materials such as brochures and newsletters, videos, and digital images such 
as those on the Beartooth Mtn Ascent website.  As such, I 

 Deny permission to use my son’s image at all. 
 Grant permission to use my son’s image in the following ways (mark all that apply): 

 LIMITED USAGE: I want my  son’s image used within the Beartooth Mtn Ascent setting only  

 LIMITED USAGE: I want my son’s image used for educational materials only (not marketing).   
This could be either withinBeartooth Mtn Ascenth of in the larger community.  One example of    
this could be videos in parent education classes. 
 LIMITED USAGE: I want my son’s image used on printed materials only.   
 UNRESTRICTED USAGE: I give unrestricted permission for my  son’s image to be used in 
print,   Video, and digital media.  I agree that these images may be used by Beartooth Mtn 
Ascent for a    Variety of purposes and that these images may be used without further notifying 
me.  I do    Understand that the child’s last name will not be used in conjunction with any video 
or image.   



Beartooth Mtn Ascent 
RELEASE OF INDEMNIFICATION 

The undersigned,                                                                                             , being the parents and/or 
          (Parent/Legal Guardian(s) Name) 

guardians of a adult son,_______________________________, do hereby fully, completely and forever 

release and discharge Beartooth Mtn Ascent, a Wyoming Corporation, Thomas W George, Susan M. 
George, and their respective employees, agents and representatives, (sometimes herein collectively 
referred to as the “Releasees”), from any and all claims, demands, actions, and causes of action, damages, 
costs, loss of services, expenses, and any and all other claims of damage whatsoever, both in law and in 
equity, on account of, or in any way resulting from, personal injuries, conscious suffering, death, or property 
damage sustained by the said minor or the undersigned, as a result of the said minor living at and being in 
places with the releases while residing at Beartooth Mtn Ascent, or being involved in any of its programs.

The undersigned hereby acknowledges that it is understood there are risks of possible bodily injury, death 
or property damage arising out of the said minor residing at Beartooth Mtn Ascent and participating in its 
programs and the undersigned do knowingly and freely accept and assume all of these risks. 

The undersigned further acknowledge that they have read the foregoing document, have had the 
opportunity to seek legal counsel to review same and do hereby acknowledge that they fully understand its 
terms, and understand that they have given up certain rights by signing it and have signed it freely and 
voluntarily without any inducement, assurance or guarantees being made to them and intend that their 
signature be a complete and unconditional release of all liability including that based on negligence, to the 
greatest extent allowed by law. 

The terms of this Release and Indemnification are contractual and not a mere recital.  The undersigned 
intend to release Beartooth Mtn Ascent, their representatives, agents, officers and employees, etc. from 
any and all liability for negligence or otherwise and to waive any and all potential negligence claims they 
have or may have as a result of the said minor residing at Beartooth Mtn Ascent and participating in any of 
its programs.   

Signed and accepted this ____________day of______________, 20________ by the Parent(s)/Legal Guardians of said Adult 

x____________________________________________       ____________ 
  Signature Parent/Legal Guardian   Date 

x____________________________________________       ____________ 
  Signature Parent/Legal Guardian (if Applicable)   Date 

  (Name of  son)  



Beartooth Mtn Ascent 
RIDING INSTRUCTION AGREEMENT AND LIABILITY RELEASE 

FORM FOR INDIVIDUALS 
This form must be completed by the parent/legal guardian prior to the client’s participation in the Beartooth Mtn Ascent’s 
“Horsemanship Program.”  The client must also read and sign this form prior to participating in the Horsemanship Program or riding 
any horses while at Beartooth Mtn Ascent. 

A. REGISTRATION OF RIDERS AND AGREEMENT PURPOSE: In consideration of the payment of tuition 
and the signing of this agreement, I, the following listed individual, and the parent or legal guardians thereof, 
do hereby voluntarily request and agree to participation in riding instruction as a client of Beartooth Mtn 
Ascent and that this client will use horses provided by Beartooth Mtn Ascent for instructional purpose, today 
and on all future dates.

B. AGREEMENT SCOPE AND TERRITORY DEFINITIONS: This agreement shall be legally binding upon 
me, the registered client, and the parents or legal guardians thereof, my heirs, estate, assigns, including all 
minor children, and personal representatives; and it shall be interpreted according to the laws in the 
jurisdiction of the courts of the great State of Wyoming and of Park County, in which Beartooth Mtn Ascent 
is physically located. As such, any disputes by the rider shall be litigated in, and the venue shall be in, the 
county in which Beartooth Mtn Ascent is physically located.  If any clause, phrase, or word is in conflict with 
state law, then that single part is null and void.  The term “HORSE” herein shall refer to all equine species. 
The term “HORSEBACK RIDING” herein shall refer to riding or otherwise handling of horses, ponies, mules, 
or donkeys, whether from the ground or mounted.  The terms “CLIENT and/or RIDER” shall herein refer to 
a person who rides a horse mounted or otherwise handles or comes near a horse from the ground.  The 
terms “I,” “ME,” “MY” shall herein refer to the above registered rider and the parents or legal guardians 
thereof.

C. ACTIVITY RISK CLASSIFICATION: I understand that horseback riding is classified as a “rugged 
recreational sport activity” and that there are numerous obvious and non-obvious risks inherent in such 
activities, despite all safety precautions.  According to NEISS (National Electronic Injury Surveillance 
Systems of United States Consumer Products), horse activities rank approximately 54th among the activities 
of people relative to injuries that result in a stay at U.S. hospitals.  Related injuries can be severe, requiring 
more hospital days and resulting in more lasting residual effects than injuries in other activities.

D. NATURE OF THIS STABLE’S SCHOOL HORSES:  I understand that Beartooth Mtn Ascent chooses 
its program horses for their calm dispositions and sound basic training, as is required for the use by student 
riders, and that Beartooth Mtn Ascent follows a rigid safety program to mitigate the risks inherent in this 
activity.  I also understand that no horse is a completely “safe horse,” as horses are 5 to 15 times larger, 
20 to 40 times more powerful, and 3 to 4 times faster than a human.  If a rider falls from horse to ground it 
will generally be at a distance of from 3 ½ to 5 ½ feet, and the impact may result in injury to the rider. 
Horseback riding is the only sport where one much smaller, weaker predator animal (human) tries to impose 
its will on, and become one unit of movement with, another much larger, stronger prey animal with a mind 
of its own (horse) and each has a limited understanding of the other.  If a horse is frightened or provoked it 
may divert from its training and act according to its natural survival instincts which may include, but are not 
limited to: stopping short, changing directions or speed at will, shifting its weight, bucking, rearing, kicking, 
biting, or running from danger.

Please read carefully before signing as serious injury may result for your participation in this 
activity.  Bearthtooth MTN Ascent does not guarantee your safety. 

E. RIDER RESPONSIBILITY:  I understand that upon mounting a horse and taking up the reins the rider 
is in primary control of the horse.  The rider’s safety largely depends upon their ability to carry out simple 
instructions, and their ability to remain balanced aboard the moving animal.  I agree that the rider shall be 
responsible for their own safety, 



F. CONDITIONS OF NATURE AND INSPECTION OF PREMISES:  I understand that Beartooth Mtn 
Ascent is not responsible for total or partial acts, occurrences, or elements of nature that can scare a horse, 
cause it to fall, or react in some other unsafe way. Some examples include thunder, lightning, rain, wind, 
wild and domestic animals, insects,  reptiles, which may walk, run, or fly near, or bite or sting a horse or 
person; and irregular footing on out-of-door groomed or wild land which is subject to constant change in 
condition according to weather, temperature, and natural and man-made changes in landscape.

G. SADDLE GIRTHS/NATURAL LOOSENING:  I understand that saddle girths (saddle fasteners around 
horse’s belly) may loosen during a ride.  If a rider notices this, he must alert the riding instructor as quickly 
as possible so action can be taken to avoid slippage of saddle and a potential fall from the animal.

H. ACCIDENT/MEDICAL INSURANCE:  I agree that should emergency medical treatment be required, I 
and/or my own accident/medical insurance company shall pay for all such incurred expenses.

K. CLOTHING:  All riders must wear cowboy cut western jeans and western-style snap shirts that fit 
properly and shall be tucked in, per Beartooth Mtn Ascent’s dress code.

L. WHEN CAN THE CLIENT RIDE A HORSE: The client must have the following attributes in order to 
participate in Beartooth Mtn Ascent’s Horsemanship program: 1) a strong desire to ride 2) adequate muscle 
strength to hold a proper position in the saddle 3) adequate balance to remain on the horse 4) an ability to 
understand instructions and to follow directions and 5) sufficient attention open for instruction. 

An appropriate horse for the client to ride must be trained and suitable for students (displaying a quiet, calm 
nature) and of appropriate size to allow the rider’s legs to be at least halfway down the sides of the horse’s 
body.  Additionally equipment requirements also include saddles and tack that fit both the client and the 
horse, which will be provided by Beartooth Mtn Ascent. 

M. DOUBLE RIDING:  No riders should ride double on a horse, that is, two people riding on one horse.

N. SUPERVISION:  I understand that Beartooth Mtn Ascent will supervise as much as reasonably possible 
the horse and rider, however due to the unpredictability of horses and riders Beartooth Mtn Ascent is not 
responsible for the riders and/or horses misbehavior.  Beartooth Mtn Ascent will train the client in basic 
horse safety and riding and the client must demonstrate competency prior to riding.

O. LIABILITY RELEASE:  I agree that, in consideration of Beartooth Mtn Ascent allowing my participation 
in this activity, under the terms set forth herein, I, the RIDER, do agree to hold harmless, release, and 
discharge Beartooth Mtn Ascent, its owners, agents, employees, officers, directors, representatives, 
assigns, members, owners of premises and trails, affiliated organizations, and insurers, and others acting 

I. PROTECTIVE HEADGEAR WARNING: I agree that I have been fully warned and advised by 
Beartooth Mtn Ascent that protective headgear which meets or exceeds the quality standards of the SEI 
CERTIFIED ASTM STANDARD F 1163 Equestrian Helmet, should be worn while riding and being near 
horses and I do understand that the wearing of such headgear at these times may reduce severity of some 
of the wearer’s head injuries and possibly prevent the wearer’s death from happening as the result of a 
fall and other occurrences. If the parent/parents would like their son to wear this helmet, they will need to 
purchase it and send with their son to the ranch. We do not provide helmets.

J. FOOT PROTECTION: All riders must wear hard, smooth full-soled boots or  that cover the ankle and 
have at least 1 inch heels (not provided by Beartooth Mtn Ascent).  Cowboy boots provide protection for 
the feet in the event a horse steps on a foot, and also to assist in preventing the foot from slipping all the 
way through the stirrup and becoming caught while riding, mounting, dismounting, and/or other 
occurrences. Wearing soft socks provide additional protection against chafing and allows for easier 
removal of the foot from the boot.



All Riders and Parents/Legal Guardians must sign below after reading this entire document. 

x____________________________________________       ____________ 
  Signature of Client/Rider   Date 

x____________________________________________       ____________ 
  Signature Parent/Legal Guardian    Date 

x____________________________________________       ____________ 
  Signature Parent/Legal Guardian (if Applicable)   Date 

SIGNER STATEMENT OF AWARENESS 
I/WE, THE UNDERSIGNED, HAVE READ AND DO UNDERSTAND THE FOREGOING AGREEMENT, 
WARNINGS, RELEASE AND ASSUMPTION OF RISK.  I/WE FURTHER ATTEST THAT ALL FACTS RELATING 
TO THE APPLICANT’S PHYSICAL CONDITION, EXPERIENCE, & AGE ARE TRUE AND ACCURATE. 

on its behalf (hereinafter, collectively referred to as “Releasees”), of and from all claims, demands, causes 
of action and legal liability, whether the same be known or unknown, anticipated or unanticipated, due to 
Beartooth Mtn Ascent’s and/or its Releasees ordinary negligence.  I shall not bring any claims, demands, 
legal actions and causes of action, against Beartooth Mtn Ascent and its Releasees, as stated above in 
this clause, for any economic and non-economic losses due to bodily injury, death, property damage, 
sustained by me and/or my minor child or legal ward in relation to the premises and operations of BTMA, 
to include while riding, handling, or otherwise being near horses owned by or in the care, custody and 
control of Beartooth Mtn Ascent, whether on or off the premises of Beartooth Mtn Ascent. 
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