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1900 Cana Road Mocksville, North Carolina 27028 (336) 998-5249





Rider’s Name _____________________________________________________ Birthdate:  ___________

Address _____________________________________________ Sex:  _______ Age:  ______

City, State, Zip _________________________________________________________________________

Name of Rider’s School __________________________________________________________________

Mother’s Name (Circle: Mrs./Ms./Miss./Dr.) ___________________________________________

Address (If different from above) __________________________________________________________

City, State, Zip ________________________________ E-mail address:  ___________________________

Place of Business ________________________ Occupation ____________________________________

Phone __________________ Cell Phone _________________ Emergency Phone: ___________________

Father’s Name (Circle: Mr. / Dr.) ___________________________________________

Address (If different from above) __________________________________________________________

City, State, Zip ________________________________ e-mail address:  ___________________________

Place of Business ________________________ Occupation ____________________________________

Phone __________________ Cell Phone _________________ Emergency Phone: ___________________

Other Payer’s Name (Circle:  Mr./Mrs./Ms./Miss/Dr.) ________________________________________

Address (If different from above) __________________________________________________________

City, State, Zip _________________________________________________________________________

Place of Business ________________________ Occupation ____________________________________

Phone __________________ Cell Phone _________________ Emergency Phone: ___________________

How did you learn about Jansal Saddlebreds?  _______________________________________________

Are there any special medical conditions/allergies that we need to be aware of?  _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Name of Rider’s Physician:  _______________________________________ Phone: _________________


For Office Use Only:  


Class:  ____________ Day:  M  T  W  Th  F  S  Su  Instructor:  __________________


Class:  ____________ Day:  M  T  W  Th  F  S  Su  Instructor:  __________________


Class:  ____________ Day:  M  T  W  Th  F  S  Su  Instructor:  __________________


Class:  ____________ Day:  M  T  W  Th  F  S  Su  Instructor:  __________________


Class:  ____________ Day:  M  T  W  Th  F  S  Su  Instructor:  __________________




















We accept all major credit cards including debit cards, cash or checks ($35 return check fee). Payment is due at the time service is rendered. 





Type of Card ______________________________________


Name as it appears on the Card ___________________________________________________________________


Email Address of Person Paying the Bill _____________________________________________________________


Billing Address _________________________________________________________________________________


Billing City _______________________________ Billing State ______________________ Billing Zip ____________


Credit Card #____________________________________________________________ Exp. Date ______________


Number on back of card ______________________ (or front for American Express)








Signature:  __________________________________ Phone:  _____________________ Date:  _____________











