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We will endeavour to stay to your desired route, however route choice is at the discretion of Glenridding Guides and
may alter on the day.

Poor weather cancellation is at the discretion of Glenridding Guides & you may be notified on the above activity date.
In the event of Glenridding Guides having to cancel we shall try to reschedule to the agreement of all parties. If this is
not possible a full refund will be given.

No refunds shall be given to customers not observing safety instruction, dressed inappropriately or not fit enough to
participate in the chosen activity. Not observing safety instructions will lose Glenridding Guides’ duty of care.

Anyone under the age of 18 must be accompanied by a parent or legal guardian.

Glenridding Guides accepts no liability for personal property lost or damaged whilst on activity and you shall cover the
cost of any equipment that is lost or damaged from misuse.

Full payment must be received 28 days before activity date and will only be confirmed upon full payment. Cancellation
27 days before activity date will incur a £30 admin cost.

Cancellation insurance is recommended. If you have personal insurance check it does not exclude above activity.
You accept accidents or injuries can occur whilst on the above activity and Glenridding Guides will do its best to limit
the risk of injury.
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GLENRIDDING GUIDES GLENRIDDING 1 BROWFIELD CLOSE PENRITH CUMBRIA CA11 OQL
www.glenriddingguides.com steve@glenriddingguides.com
MoB: 07762637930 TEL: 01768 482797



qupJD_elails N

(B MR MRS Miss Ms NAME
Date of Birth Emergency Contact Details
LNAME - TEL_
Please continue below
‘Slgnature \
Date /
9un Detalls
" MR MRs Miss Ms NAME A
Date of Birth Emergency Contact Defails
NAME TEL

Al o ion (medica i

Please continue b6|OW
‘ Signature \

Date /
Qup Detalls
«f MR MRrs Miss Ms NAME )
Date of Birth Emergency Contact Defails
NAME TEL

Al o ion (medica i

Please continue below
‘ Signature \

Date /

~

(;rrmatmn continued

[

Medical




