
Rider’s FULL Name: ___________________________________________________________________  Date: __________________

Parent/Guardian Name: ____________________________________  Phone Number: ________________________________________

Email: __________________________________________________  Session Funding is Requested for: __________________________

Outside Funding Invoice Request

 Phone: 410.923.1187     Fax: 410.923.1432      Tax ID#: 52-2035698

Maryland Therapeutic Riding, Inc.

Mailing AddressMailing AddressMailing AddressMailing AddressMailing Address
P.O. Box 6477
Annapolis, MD 21401

LocationLocationLocationLocationLocation
1141 Sunrise Beach Rd

Crownsville, MD 21032

Organization Billed: ______________________________________  Invoice #: ____________  Amount of Invoice:  $___________

Payment Received from: __________________________________ Check #: _____________  Amount Received : $ ___________

Sessions Covered: ________________________________________________________________________________________

_______________________________________________________________________________________________________

Notes: __________________________________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________

_________________________________________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________

Please provide the following Information: Invoices will be sent in pdf format and take 72 hours to proccess.

Name of Funding Organization: __________________________________________________________________________________

Complete Mailing Address: ______________________________________________________________________________________

Case Contact (full name): _______________________________  Phone Number: __________________________________________

Email: ________________________________________________ Fax Number: ___________________________________________

Amount of Money Requested: ___________________________ Session Funded: ______________________________________

NOTE:  A copy of your funding approval letter must be submitted to MTR with your registration form.

THIS PORTION FOR OFFICE USE ONLY:  Funding - Accepted or Denied (circle one)


