
Balanced Rock foundation for inspired learning 
PO Box 102, El Portal CA  95318 (209)379-9453 

Email: heather@balancedrockfoundation.org 
Web:  www.balancedrockfoundation.org 

 
Reg ist rat ion Form and Pric ing  Explanat ion 

To insure your space, please send the following items to the above address:  

      Please read and answer all questions then return this registration form. 
Mark preferred tier of payment.    Make check payable to Balanced Rock 
Foundation, and mail to the address above.         

 
Name: __________________________  
Address: _____________________City:                                    Zip:                  
Phone: _______________________Email:____________________________ 
Occupation: ______________________ Age (optional) ______________ 
 
Emergency Contact Name: _______________                                          ___ 
Address: ______________________City: ________________Zip:________ 
Phone: ________________________ Email:______________________ 
 
Dates of course you are signing up for:                                                               

 
 
How did you hear about Balanced Rock Foundation?  (Circle) 
Newspaper ad_______________ (which one)      Friend__________________(who) 
Flier_______________________ (where)       Internet____________________ 
Other__________________________ 

 

Be sure to complete both sides of this form. 

 

 

 



Balanced Rock foundation for inspired learning 

Tiered Pr icing System  
 

Tiered Pr icing:  Balanced Rock Foundation offers a tiered pricing structure to enable 
participants with financial challenges the same quality experience as those without the 
need for support.  No paperwork or verification is required.  Simply select the rate 
appropriate for you.  This information is completely confidential.  
  
Tier 1 is based on the full cost of an individual participating in the selected program.  
This rate reflects the actual cost.  If you are able to pay this amount, please do so.  Thank 
you. 
  
Tier 2 is a partially-subsidized rate that will help those who can't afford the full cost of 
the program.  Choose this rate if you have the need to receive a subsidized rate. 
  
Tier 3 is a more heavily subsidized rate for those in further need of assistance.  Choose 
this rate if you have this need. If you need additional assistance beyond this rate, please 
complete a scholarship application. 
 
 
Trip Title: ___________________________________________________________ 
 
Trip Dates: __________________________________________________________ 
 
 
Cost: 
 
Tier 1: ________________________ 
 
Tier 2:  _______________________ 
 
Tier 3: ________________________ 
 
 
Please determine which tier you choose to pay: _____________________________ 
This information is kept confidential.  
 

If you need additional assistance, please call (209) 379-9453 for a scholarship 
application. 

 

 



Balanced Rock foundation for inspired learning 

Health Information 

How would you describe your overall physical condition? 
________________________________________________
_______________________________________________ 
What physical activities do you participate in on a daily basis?  Describe your hiking 
experience. 

________________________________________________
________________________________________________
______________________________________________ 
Are you taking any medications?  If so, please describe: 

________________________________________________
________________________________________________
______________________________________________ 
Have you had any major illnesses or injuries in the last three years?  Describe: 

________________________________________________
________________________________________________
_____________________________________________ 
Do you have any dietary restrictions or food allergies? Be specific and clear whether you 
are expressing a preference or a need: 
________________________________________________
________________________________________________
______________________________________________ 
Do you have any physical limitations or conditions that would restrict your activity?  
Describe:                                                                                                                                

________________________________________________
______________________________________________ 
________________________________________________ 
 
Date of last Tetanus Injection: ______________________________________________ 
Do you have experience hiking at high elevation? Please briefly list previous trips at 
altitude.                                                                                                                                   
                                                                                                                                               
Have you ever experienced altitude related illness? If yes, please explain.                           



                                                                                                                                               
 
 
Health Insurance/Medical Plan: ______________________________________ 
Phone #:                                                  Policy #: _____________________ 
Name of Physician: _______________________________ 
Telephone of Physician _____________________________ 
Please mark with an X next to any disorders or allergies you have experienced in the past 
or are currently experiencing and explain in detail in the space provided below.

Disorders    
Bleeding/Clotting       _______ 
Convulsions                 _______ 
Diabetes                       _______ 
Ear infections            _______ 
Heart Defects               _______ 
Hypertension                  _______ 
Psychiatric Treatment   _______ 
Epilepsy   _______  

Allergies 

Asthma   _______ 
Hay Fever   _______ 
Insect Stings*   _______ 
*Do you carry a kit?  _______ 
Poison Oak   _______ 
Penicillin   _______ 
Other (Please list)  _______ 
_______________________________ 
_______________________________

Please provide date of the most recent occurrence, treatment or medications taken, and 
any other necessary details for any X you marked above.                                                            
                                                                                                                                               
                                                                                                                                               
                                                                                                                                               
                                                                                                                                               
                                                                                                                                               

 

 

 

 

 
Please be sure to complete both sides of this form 



 

Cancellation Policy 
 

To secure a space on the trip desired, please send a deposit of 50% of the course cost. 
Full payment is due one month prior to the course or deposit is forfeited.  
 
Cancellation made less than one month prior to the trip receives no refund on deposit or 
tuition, but can receive credit toward another course date. 
 
My signature below indicates my desire to participate in the course listed above.  I have 
enclosed the required deposit.  By signing below I signify that I have read, understood 
and accepted the reservation and refund policies stated herein. 
 
Signature:                                                  Printed name:                                               
Date:                                      
Parent or guardian's signature (if participant is under 18):                                                     
Date:                                         

Photograph Author ization 
 
I agree that any photographs taken of me as a program participant may be used by 
Balanced Rock Foundation, at its discretion, for any publicity, marketing and/or 
advertising purposes, and hereby consent to and authorize such use without restriction. 
 

Participant’s Signature: ____________________________ 
Date:__________________ 

 

 


