LADAWN QUARTER HORSES THERAPEUTIC RIDING CENTER

VOLUNTEER INFORMATION FORM

NAME________________________________________________________________

Mailing ADDRESS (For Mailings):

________________________________________________________________________

________________________________________________________________________

HOME PHONE__________________________________________________________

CELL OR WORK PHONE_________________________________________________

E-Mail Address: __________________________________________________________
HOW DID YOU LEARN ABOUT LADAWN QUARTER HORSES THERAPEUTIC RIDING CENTER?

CHECK WHICH AREAS YOU ARE INTERESTED IN:

PROGRAM VOLUNTEER           ADMINISTRATION   
MAINTENENANCE

( Leading a horse


( Public Relations

( Field Maintenance

( Side walking with a student

( Fund Raising

( Barn Maintenance

( Stable Management


( Volunteer Recruitment
( Carpentry

( Horse Care



( Photography/ Video

( Equipment Repair






( Budget and Finance






( Future Planning

PLEASE TELL US OF YOUR EXPERIENCE WITH:

A. Horses________________________________________

B. Leading Horses and / or Side walking_____________________________________________________

C. People with disabilities_____________________________________________________________________________________________________________________

PLEASE TELL US YOUR POTENTIAL VOLUNTEER SCHEDULE:

________________________________________________________________________

PHOTO RELEASE

I CONSENT TO/ DO NOT CONSENT TO/ AND AUTHORIZE THE USE AND REPRODUCTION LADAWN QUARTER HORSES THERAPEUTIC RIDING CENTER OF ANY AND ALL PHOTOGRAPHS AND ANY OTHER AUDIO- 

VISUAL MATERIALS TAKEN OF ME FOR PROMOTIONAL MATERIAL, 

EDUCATIONAL ACTIVITIES, EXHIBITIONS OR FOR ANY OTHER USES TO BENEFIT THE PROGRAM.

DATE____________________________SIGNATURE___________________________
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HEALTH HISTORY

Please describe your current health status, particularly regarding the physical/emotional demands of working in a therapeutic riding program.  Address fitness, cardiac, respiratory, bone or joint function, recent hospitalization/ surgeries, or lifestyle changes.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Allergies: _______________________________________________________________

Signature:  ___________________________________________Date________________

Emergency Options

Consent Plan


In case of emergency, I authorize LADAWN QUARTER HORSES THERAPEUTIC RIDING CENTER to secure medical treatment including x-ray, surgery, hospitalization and medication and any treatment procedure deemed “life saving” by the physician.  THIS PROVISION WILL BE INVOLKED ONLY IF THE PERSON (S) BELOW ARE UNABLE TO BE REACHED.  AUTHORIZATION INCLUDES:

1. Secure and retain medical treatment and transportation if needed.

2. Release client records upon request to the authorized individual or agency involved in the medical emergency treatment.

DATE________________ SIGANATURE______________________________

IN CASE OF EMERGENCY CONTACT

NAME__________________________PHONE________________RELATION_______

NAME__________________________PHONE________________RELATION_______

NAME__________________________PHONE________________RELATION_______

HEALTH INSURANCE COMPANY______________________POLICY#___________

ALLERGIES TO MEDICATIONS___________________________________________

CURRENT MEDICATIONS________________________________________________

PHYSICIAN______________________ REFERRED MEDICAL FACILITY_________

DATE OF LAST TETANUS SHOT__________________________________________


TUBERCULOSIS TEST + DATE______________________________________
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NON-CONSENT PLAN

I DO NOT GIVE MY CONSENT FOR EMERGENCY MEDICAL TREATMENT/AID IN THE CASE OF ILLNESS OR INJURY DURING THE PROCESS OF RECEIVING SERVICES OR WHILE BEING ON THE PROPERTY OF THE AGENCY.  IN THE EVENT THAT EMERGENCY TREATMENT/AID IS REQUIRED, I WISH THE FOLLOWING PROCEDURE TO TAKE PLACE:

________________________________________________________________________________________________________________________________________________________________________________________________________________________

DATE__________________SIGNATURE_____________________________________

VOLUNTEER LIABILITY RELEASE

As a volunteer at LADAWN QUARTER HORSES THERAPEUTIC RIDING CENTER, I acknowledge the risks and potential for risks of a horseback-riding program.  However, I feel that the possible benefits to myself and the clients that I work with are greater than the risk assumed.  I hereby, intending to be legally bound, for myself, my heirs, and assigns, executors or administrators, waive and release forever all claims for damages against LADAWN QUARTER HORSES THERAPEUTIC RIDING CENTER, it’s board of directors, instructors, therapists, volunteers and / or employees for any and all injuries and / or losses I may sustain while participating at LADAWN QUARTER HORSES THERAPEUTIC RIDING CENTER.

SIGNATURE______________________________________DATE_________________

BACKGROUND INFORMATION

Have you ever been charged with or convicted of a crime?  Y or N: Please explain

________________________________________________________________________________________________________________________________________________________________________________________________________________________

I, ___________________________ (volunteer/staff), authorize Ladawn Quarter Horses Therapeutic Riding Center to receive information from any law enforcement agency, including police departments and sheriff’s departments, of this state or any other state or federal government, to the extent permitted by state and federal law, pertaining to any convictions I may have had for violations of state or federal criminal laws, including but not limited to convictions for crimes committed upon children.
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I understand that such access is for the purpose of considering my application as a volunteer, and that I expressly DO NOT authorize LaDawn Therapeutic Riding Center, its directors, officers, employees, or other volunteers to disseminate this information in any way to any other individual, group, agency, organization, or corporation.

SIGNATURE: ____________________________________________DATE__________

CURRENT DRIVERS LISCENSE     Y/N          LISCENSE NUMBER__________________STATE____________

CONFIDENTIALITY AGREEMENT

I UNDERSTAND THAT ALL INFORMATION (WRITTEN AND VERBAL) ABOUT PARTICIPANTS AT THIS NAHRA CENTER IS CONFIDENTIAL AND WILL NOT BE SHARED WITH ANYONE WITHOUT THE EXPRESS WRITTEN CONCENT OF THE PARTICIPANT AND THEIR PARENT/GUARDIAN IN THE CASE OF A MINOR.

SIGNATURE____________________________________DATE___________________

SIGNATURE OF PARENT/GUARDIAN_____________________________DATE__________________

