
OFFICIAL CHARGE FORM
UNITED STATES EQUESTRIAN FEDERATION - ALL THINGS EQUESTRIAN

To initiate formal proceedings, you must fill out this form completely. You must comply with all the requirements specified in GR602 and GR604. Charges 
must be received by the Steward, Technical Delegate or a member of the Show Committee within 48 hours of the alleged violation if made to a Show 
Committee OR if made directly to the USEF Hearing Committee, must be received by the Federation within a reasonable time.

DATE	 USEF LICENSED COMPETITION NAME		

LOCATION		  DATE OF COMPETITION	  

FULL NAME(S) OF INDIVIDUAL / ENTITY ACCUSED 		

			 

			 

ADDRESS(ES) OF ACCUSED (If known)			 

			 

			 

RULE NUMBER(S) OF EACH RULE ALLEGED TO HAVE BEEN VIOLATED		

			 

			 

DATE(S) OF ALLEGED VIOLATION(S)			 
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Please fully describe all of the acts which constitute the alleged violation(s). Attach additional pages if needed. Note: You MUST be prepared at the time of the 
hearing to substantiate the Charge by personal testimony or substantiate it by at least one other witness with personal knowledge who is subject to cross-examination 
pursuant to Bylaw 701 and GR602. A complete statement of your observations at the time of the alleged violation should be made here.

                                                                                                                                                                                                                                                                                  

                                                                                                                                                                                                                                                                                  

                                                                                                                                                                                                                                                                                                            

                                                                                                                                                                                                                                                                                                            

                                                                                                                                                                                                                                                                                                            

                                                                                                                                                                                                                                                                                                            

                                                                                                                                                                                                                                                                                                            

                                                                                                                                                                                                                                                                                                            

                                                                                                                                                                                                                                                                                                            

                                                                                                                                                                                                                                                                                                            

                                                                                                                                                                                                                                                                                                            

                                                                                                                                                                                                                                                                                                            

                                                                                                                                                                                                                                                                                                            

                                                                                                                                                                                                                                                                                                            

                                                                                                                                                                                                                                                                                                            

                                                                                                                                                                                                                                                                                                            

                                                                                                                                                                                                                                                                                                            

                                                                                                                                                                                                                                                                                                            

                                                                                                                                                                                                                                                                                                            

                                                                                                                                                                                                                                                                                                            

                                                                                                                                                                                                                                                                                                            

YOUR NAME (Please print)		                                   OFFICIAL CAPACITY	  

ADDRESS			      

CITY		  STATE                               ZIP	

TELEPHONE		  USEF MEMBERSHIP #		  

SIGNATURE			   	
(Required under GR604)


