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VOLUNTEER APPLICATION
Page 5

Equine-Assisted Therapy is a not-for-profit organization that uses horses to encourage physical and mental development in people with disabilities. Other than our horses, our volunteers are the most critical element in the success of our program. We rely on volunteers in every aspect and could not exist without their support, dedication and abilities.
Enclosed are the necessary forms each volunteer must fill out and return before entering the volunteer training session at Equine-Assisted Therapy. Please notice the Child Abuse and Neglect Check Form. We cannot accept any applicant with a history of abusing or neglecting a child.
Here’s how to volunteer
1. Fill out all form areas.  If completing the digital version in Microsoft Word, type your responses in the grey form areas. After completing typed responses, print the form and sign where needed. (Print single-sided, not double-sided.)
2. Send the application to our Wildwood facility (not to our Town & Country facility).
Mail or hand-deliver to Equine-Assisted Therapy, 3369 Hwy 109, Wildwood, MO 63038. You can also scan/email the application to info@eatherapy.org or fax it to 1-636-257-8193.
3. We’ll contact you as soon as we receive your application. We’ll figure out how you’d like to volunteer, what times work best for you, and get you going as soon as you’re able.
	FOR OFFICE USE ONLY

	□ Training Video​ _____________     □ Leader Training _____________

□ Temporary Volunteer _______________________________________


	Date
	     


	Contact and Personal Information

	Last Name:      
	First Name:      
	Preferred Name:      

	Sex:  FORMCHECKBOX 
Male      FORMCHECKBOX 
Female
	Date of Birth:       
	(Must be at least 14 to work directly with horses)

	Home Phone:      
	Work Phone:      
	Cell Phone:      

	Email:      

	Street:      
	Apt:      

	City:      
	State:      
	ZIP Code:      


	Interest and Availability

	Which location would you prefer?
 FORMCHECKBOX 
 Wildwood      FORMCHECKBOX 
 Town & Country      FORMCHECKBOX 
 Either     
	I’d like to help with:

 FORMCHECKBOX 
 Sidewalking
 FORMCHECKBOX 
 Leading
 FORMCHECKBOX 
 Barn Buddy Horse Care
 FORMCHECKBOX 
 Horse Handling
 FORMCHECKBOX 
 Organizing Lessings
 FORMCHECKBOX 
 Groundskeeping
	 FORMCHECKBOX 
 Administrative/Office
 FORMCHECKBOX 
 Advertising

 FORMCHECKBOX 
 Grant Writing

 FORMCHECKBOX 
 Fundraising

 FORMCHECKBOX 
 Public Relations
 FORMCHECKBOX 
 Wherever I’m needed

	I’m regularly available:
	
	

	Sun

Mon

Tue

Wed
	 FORMCHECKBOX 
 AM

 FORMCHECKBOX 
 AM

 FORMCHECKBOX 
 AM

 FORMCHECKBOX 
 AM
	 FORMCHECKBOX 
 PM

 FORMCHECKBOX 
 PM

 FORMCHECKBOX 
 PM

 FORMCHECKBOX 
 PM
	Thur

Fri

Sat
	 FORMCHECKBOX 
 AM

 FORMCHECKBOX 
 AM

 FORMCHECKBOX 
 AM
	 FORMCHECKBOX 
 PM

 FORMCHECKBOX 
 PM

 FORMCHECKBOX 
 PM
	
	


	A Little More About You

	What are your skills and/or talents?      

	What are your hobbies and/or interests?      

	How did you find out about us?      

	Why would you like to volunteer with us?      

	Do you have any previous volunteer experience?  FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

	If yes, where and how long?      

	Do you have any experience with people with disabilities?  FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

	If yes, please explain:      

	Do you have any experience with horses?  FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

	If yes, please explain:      

	Is anyone at your address a current volunteer with us?:  FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

	If yes, what is his/her name?:          
	What is his/her relationship to you?:      

	Employment:  FORMCHECKBOX 
Full-time      FORMCHECKBOX 
Part-time      FORMCHECKBOX 
 Retired      FORMCHECKBOX 
 Other:     

	Occupation:      
	Employer:      
	Employer Address:      

	City:      
	State:      
	ZIP Code:      


	Volunteer Agreement

	I certify that the statements made in this volunteer application are true and correct and have been given voluntarily.

I understand that this information may be disclosed to any party with legal and proper interest and I release

Equine-Assisted Therapy, Inc. from any liability whatsoever for supplying such information.

I understand that I will not be paid for my services as a volunteer.

	Applicant’s Name (please print):      

	Applicant’s Signature: 
	Date:      

	Also complete below if applicant is less than 18 years of age

	Legal Guardian’s Name (please print):      

	Legal Signature: 
	Date:      

	Legal Guardian’s Home Phone:      
	Legal Guardian’s Work Phone:      


Authorization for Emergency Medical Treatment
In the event emergency medical aid/treatment is required due to illness or injury during the process of receiving services, or while on the property of the agency, I authorize Equine-Assisted Therapy, Inc. to: 

1. secure and retain medical treatment and transportation if needed

2. release client records upon request to authorized medical personnel

	Volunteer’s Name:      
	Phone:      

	Street:      
	Apt:      

	City:      
	State:      
	ZIP Code:      

	In the event that I cannot be reached, contact:      
	Phone:       

	                                                           Or contact:      
	Phone:      

	Physician’s Name:       
	Phone:      

	Preferred Medical Facility:      

	Health Insurance Company:      
	Policy #:      


Consent Plan

This authorization includes x-rays, surgery, hospitalization, medication, and any treatment procedure deemed “life saving” by the physician. The provision will only be invoked if the person below is unable to be reached.

	Date:      

	Consent Signature:
	(Volunteer if 18 or older, parent or guardian)

	Name (please print):      
	Phone:      

	Street:      
	Apt:      

	City:      
	State:      
	ZIP Code:      


Non-Consent Plan
	I do not give my consent for emergency medical aid/treatment in the case of illness or injury during the process of receiving services or while on the property of the agency. In the event emergency aid/treatment is required, I wish the following procedures to take place:      

	Date:      

	Non-consent Signature:
	(Volunteer if 18 or older, parent or guardian)

	Name (please print):      
	Phone:      

	Street:      
	Apt:      

	City:      
	State:      
	ZIP Code:      


Volunteer Release and Indemnification Agreement

I acknowledge and understand the inherent risks of equine activities and that horsemanship experiences can result in injury and even death. In consideration for being accepted into the Equine-Assisted Therapy Program and for the benefits I receive from participating in the program, I, ___________________________, (volunteer if 21 or older, parent or guardian) hereby consent to assume the risks of ___________________________, (volunteer’s)

participation in the horsemanship program sponsored by Equine-Assisted Therapy, Inc.

Accordingly, I hereby, intending to be legally bound, for myself, my heirs and assigns, executors, or administrators, waive and forever release, acquit, discharge and hold harmless, Equine-Assisted Therapy, Inc., the owners of the facilities and properties on which Equine-Assisted Therapy, Inc. conducts its therapeutic horseback riding program, including, but not limited to The City of Town & Country, Gary and Ginni Hartke, the officers, directors, agents, employees, representatives, therapists, instructors, and volunteers, of Equine-Assisted Therapy, Inc. and any other person associated with Equine-Assisted Therapy, Inc. therapeutic horseback riding program, and the successors and assigns of each of them, from all manner of claims, demands and damages of every kind and nature whatsoever I may now or in the future have against these parties on account of any losses or personal injuries, physical or mental condition, known or unknown to myself and the treatment thereof, as a result of, or in any way connected with the Equine-Assisted Therapy, Inc. therapeutic horseback riding program, or growing out of acts of omission or caused  by negligence or in any way incidental to the Equine-Assisted Therapy, Inc. therapeutic horseback riding program. 

	Volunteer if 21 or older, Parent or Guardian

	Name: 
	Signature: 
	Date: 


	Witnesses

	Name: 
	Signature: 
	Date: 

	Name: 
	Signature: 
	Date: 


Photo Release
In consideration for being accepted into the Equine-Assisted Therapy, Inc. therapeutic horseback riding program and for the valuable benefits I receive from participating in the program and promoting the program I, ___________________, hereby authorize Equine-Assisted Therapy, Inc., its advertising agencies or the news media to have photographs, films or other audio-visual materials taken of the participant for promotional material, educational activities, exhibitions or for any other use for the benefit of the Equine-Assisted Therapy, Inc. therapeutic horseback riding program. I hereby indemnify and hold Equine-Assisted Therapy, Inc. harmless against any and all claims of damages arising out of the use of any such photographs or films of me or audio-visual materials containing the participants’ image. 

	Volunteer if 21 or older, Parent or Guardian

	Name: 
	Signature: 
	Date: 


	Witnesses

	Name: 
	Signature: 
	Date: 

	Name: 
	Signature: 
	Date: 


 FORMCHECKBOX 
 I choose not to allow photographs, films, or other audio-visual material.



X





X








Equine-Assisted Therapy, Inc.





Ginni Hartke


5591 Calvey Creek Road 


Robertsville MO 63072











Volunteer








WARNING: Under Missouri law, an equine professional is not liable for an injury to or the death of a participant in equine activities resulting from the inherent risks of equine activities pursuant to the Revised Statutes of Missouri.
eatherapy.org | info@eatherapy.org | 314.971.0605
Volunteer Application - Updated 9.07.2015


