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Canadian Therapeutic Riding Association
NEW Individual Membership Application Form
CanTRA’s membership year runs from January 1st to December 31st each year.

Name:  ___________________________________________________________________________________________

(Please list names of all family members included under Family Membership)

Address: _________________________________________________________City: ____________________________
Province: _________________________ Postal Code: _____________ Email: _________________________________

Tel (H): (______) ________ - ________ Tel (W):  (______) _______ - _______ Fax: (______) ________ - _________

Centre Affiliation (if applicable):______________________________________________________________________

Additional Member Information (for internal CanTRA purposes; see Privacy Policy below):
Please check all that apply:

Achieved Certifications/Designations:

□  CanTRA CTRAI 






□  Physiotherapist
□  CanTRA CTRII 






□  Occupational Therapist
□  CanTRA CTRI 






□  Speech Language Pathologist
□  CanTRA Coach






□  Classified Rider
□  Equine Canada Certification – Specify:  _____________________
□  Parent/Caregiver of a Rider with a disability     
□  Mental Health Professional – Specify:   _____________________
□  Board Member at a CanTRA Centre 
□  Education Professional –        Specify:   _____________________
□  Staff Member at a CanTRA Centre
□  AHA Hippotherapy Certified





□  Volunteer at a CanTRA Centre



□  Physician







□  Other– Specify: _____________________
Areas of Interest/Additional Registrations:
□  I would like to be added to the contact list for information from the Hippotherapy-Canada Committee

□  I would like to be added to the contact list for information and updates from the EFW -Canada Committee

□  I wish to register for therapeutic riding instructor certification 
□ TR Certification Program Registration Form     
□  Enclosed
□  To be submitted separately

□  I wish to register for equine facilitated wellness certification 
□ EFW Certification Program Registration Form     
□  Enclosed
□  To be submitted separately


Membership Categories:

Please check the type of membership you are applying for:

□  Individual (adult, voting)                 
□
1 year
$     40.00




□
2 years
$
 65.00



□
3 years
$
 95.00

□  Junior  (under 18 yrs, non-voting)  


$     20.00  
Date of Birth:  __________________
□  Family (same household, 1 vote per family)

$     50.00
□  Life (adult, voting)




$1,000.00
Additional Donation: 




$ ______     Thank you!
(tax receipt will be issued)




Total Enclosed:




$_______
PAYMENT INFORMATION – PAYMENT MUST BE RECEIVED WITH APPLICATION
Method of Payment:
(  Cheque
(  Money Order

(  VISA

(  MasterCard

(Please make cheque/money order payable to CanTRA; credit card orders can be faxed to 519-767-0435)
Credit Card Information
Name on Card:  _______________________________________
Signature:  ______________________________

Card Number:  ________________________________________
Expiry Date:  ____________________________

PLEASE SEND FORM & PAYMENT TO: 
CanTRA, 5420 Hwy. 6 North, Suite 11, R.R. #5, Guelph, ON, N1H 6J2
----------------------------------------------------------------------------------------------------------------------------------------------
PROTECTING YOUR PRIVACY

CanTRA is committed to protecting personal information and adheres to all legislative requirements with respect to protecting privacy.  CanTRA does not sell or trade Member or Donor lists.  The Centre Information provided on this form is used for the CanTRA Member Centres list, which is available to the public, as well as CanTRA communication and awards eligibility.  Additional Contact Information is for internal CanTRA office use only.  Information provided on the Demographic Survey is for used by the CanTRA office for such purposes such as fundraising and grant applications.

Signature:______________________________________________  Date: ____________________________________






