TRUE HOPE THERAPEUTIC HORSEMANSHIP
VOLUNTEER APPLICATION

Full Name: _________________________________________________________ Date: _______________ 
Phone: _____________________________ Email: ______________________________________________ 
Address: ________________________________________________________________________________ 
Preferred method of Contact: ____________________________________________ 
Why do you want to volunteer at True Hope? ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Available Start Date: __________________________________________________ 
If necessary for the job, are you older than: ____12 ____14 ____16 ____18 ____21 
Have you ever been convicted of a crime? (yes or no) ____________________________ 
If yes, please describe. _________________________________________________ 
Do you have reliable transportation? _______________________________________
VOLUNTEER POSITIONS:
Please indicate any volunteer positions/tasks you would be interested in.
· Leader
· Sidewalker
· Horse Care Assistant
· Advocate
· Assistant for Fundraisers or Events
· Office Work
Have you volunteered in a therapeutic horsemanship or therapeutic riding program before? If so, please describe. ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Do you have horse experience? If so, please describe. ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you have any other specific office or fundraising skills? If so, please describe. ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Is there anything else you would like us to know about you or your skills? ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
HEALTH HISTORY 
Date of Birth: _______________ Height: ______________ Weight: ______________ 
Please indicate current or past difficulties in the following areas (there is additional room below for more detailed comments). Because of the physical nature of participating in Equine Assisted Activities a health history is important to keep all participants safe from harm. Certain conditions are contraindications for Riding but your health history will in no other way be used to determine participation.

	
	Yes
	No
	Comments

	Vision
	
	
	

	Hearing
	
	
	

	Sensation
	
	
	

	Speech/Communication
	
	
	

	Cardiac
	
	
	

	Breathing
	
	
	

	Digestion/ Elimination
	
	
	

	Circulation
	
	
	

	Neurological
	
	
	

	Immunity
	
	
	

	Allergies
	
	
	

	Muscular
	
	
	

	Bone/Joint
	
	
	

	Pain
	
	
	

	Balance
	
	
	

	Thinking/Cognition
	
	
	

	Behavioral
	
	
	

	Emotional/Psychological
	
	
	

	Learning Disability
	
	
	

	Other
	
	
	








REFERENCES 
List three references. References may be professional or personal but cannot be of relatives unless relatives were also employers. 
Name: ________________________________ Relation: ______________________ Years Known: _______ 
Telephone: ___________________________ Email: _____________________________________________ 
Name: ________________________________ Relation: ______________________ Years Known: _______ 
Telephone: ___________________________ Email: _____________________________________________ 
Name: ________________________________ Relation: ______________________ Years Known: _______ 
Telephone: ___________________________ Email: _____________________________________________
I certify that I/my child/my ward am/are physically fit, have sufficiently trained for participation in Riding, and have not been advised otherwise by a qualified medical person. I/my child/my ward attest that I/my child/my ward does not have any condition or limitation that would prevent me/my child/my ward from participating in riding and other equine activities. It is the responsibility of the participant to carry full and complete insurance coverage on his/her horse, personal property and him/herself.
I certify that the answers given herein are true and complete to the best of my knowledge. I authorize the investigation of all statements contained within this participant application for True Hope Therapeutic Horsemanship. I understand and agree that false and misleading information given in my application may result in the immediate discharge from services at True Hope Therapeutic Horsemanship. 

Participant Signature: __________________________________________________ Date: ________________
Print: ____________________________________________________________________________________
Parent/Guardian Signature: ______________________________________________ Date: _______________
Print: ____________________________________________________________________________________








TRUE HOPE THERAPEUTIC HORSEMANSHIP
VOLUNTEER AVAILABILITY
Volunteer: ___________________________________________________________ 
Availability Valid Through: _____________________________________________ (date)

Please indicate any days/times you may be available for volunteering.
	Time
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday
	Saturday
	Sunday

	8:00 AM
	

	
	
	
	
	
	

	9:00 AM
	

	
	
	
	
	
	

	10:00 AM
	

	
	
	
	
	
	

	11:00 AM
	

	
	
	
	
	
	

	12:00 PM
	

	
	
	
	
	
	

	1:00 PM
	

	
	
	
	
	
	

	2:00 PM
	

	
	
	
	
	
	

	3:00 PM
	

	
	
	
	
	
	

	4:00 PM
	

	
	
	
	
	
	

	5:00 PM
	

	
	
	
	
	
	

	6:00 PM
	

	
	
	
	
	
	

	7:00 PM
	

	
	
	
	
	
	

	8:00 PM
	

	
	
	
	
	
	



Can we contact you in the event that we need a substitute volunteer?
Yes		No
Do you have anything else to tell us about your availability? ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Signature: ____________________________________________________________ Date: _______________

True Hope Therapeutic Horsemanship
Confidentiality Agreement

Confidentiality Policy
[bookmark: _Hlk509869851]All information concerning participants, former participants, staff, volunteers, and financial data, and business records of True Hope Therapeutic Horsemanship is confidential. “Confidential” means that you are free to talk about True Hope Therapeutic Horsemanship and about your program and your position, but you are not permitted to disclose clients’ names or talk about them in ways that will make their identity known. No information may be released without appropriate authorization. This is a basic component of client care and business ethics. The board of directors, staff and our clients rely on paid and volunteer staff to conform to this rule of confidentiality. 
True Hope Therapeutic Horsemanship expects you to respect the privacy of clients and to maintain their personal and financial information as confidential. All records dealing with specific participants must be treated as confidential. General information, policy statements or statistical material that is not identified with any individual or family is not classified as confidential. Staff members and volunteers are responsible for maintaining the confidentiality of information relating to other staff members and volunteers, in addition to participants. Failure to maintain confidentiality may result in termination of your employment or volunteer position, or other corrective action.
Certification
I have read True Hope Therapeutic Horsemanship’s policy on confidentiality and the Confidentiality Policy presented above. I agree to abide by the requirements of the policy and inform my supervisor immediately if I believe any violation (unintentional or otherwise) of the policy has occurred. I understand that violation of this policy will lead to disciplinary action, up to and including termination of my service with True Hope Therapeutic Horsemanship.

Signature ___________________________________________________ Date _____________________ 

Name ________________________________________________________________________________






TRUE HOPE THERAPEUTIC HORSEMANSHIP
PARTICIPANT AGREEMENT
ACCIDENT WAIVER AND RELEASE OF LIABILITY
Under New Hampshire law, an equine activity sponsor or professional shall not be liable for any injury to, or the death of a participant in equine activities resulting from the inherent risk of equine activities (New Hampshire Stat. 508:19).
I acknowledge that riding a horse is an inherently dangerous activity and carries with it the potential for death, serious injury, and property loss. “Horse” as used herein shall refer to all equine species. “Horseback Riding” or “Riding” shall refer to riding or otherwise handling of horses, ponies, mules, or donkeys, whether from the ground or mounted. The risks include, but are not limited to, those caused by terrain, facilities, temperature, weather, condition of animals, equipment, vehicular traffic, actions of other people including, but not limited to, participants, spectators, volunteers, and/or instructors or coaches. These risks are not only inherent to participants but are also present for others present during Riding. I therefore realize that participation in Riding includes but is not limited to participating in any True Hope program or event, volunteering, and observing. I hereby assume all of the risks of participating in the Horseback Riding. I realize that liability may arise from negligence or carelessness on the part of the persons or entities being released, from their horses, volunteers, or employees, from dangerous or defective equipment or property owned, maintained, or controlled by them, or because of their possible liability without fault. 
I certify that I am physically fit, have sufficiently trained for participation in Riding, and have not been advised otherwise by a qualified medical person. I attest that I do not have any condition or limitation that would prevent me from participating in Riding. It is the responsibility of the participant to carry full and complete insurance coverage on his/her horse, personal property, and him/herself.
I acknowledge that this Accident Waiver and Release of Liability form will be used by the owners of the horses, owners of the real estate, owners of the facility, or others employed by such parties, and that it will govern my actions and responsibilities at each Riding occasion. 
In consideration of my application and permitting me to participate in Horseback Riding, I hereby take action for myself, my executors, administrators, heirs, next of kin, successors, and assigns as follows: (A) Waive, Release, and Discharge from any and all liability for my death, disability, personal injury, property damage, property theft, or actions of any kind which may hereafter occur to me, including my traveling to and from the Riding facility, THE FOLLOWING ENTITIES OR PERSONS: 
True Hope Therapeutic Horsemanship
and any and all directors, officers, employees, volunteers, representatives, and agents, and/or sponsors of the above; (B) Indemnify and Hold Harmless the entities or persons mentioned in this paragraph from any and all liabilities or claims made as a result of participation in Riding, whether caused by the negligence of releasees or otherwise. 



EMERGENCY MEDICAL AUTHORIZATION
By signing this agreement, I hereby consent to receive medical treatment which may be deemed advisable in the event of injury, accident, and/or illness. In the event of an emergency, I consent to medical treatment such as but not limited to x-ray, surgery, hospitalization, medication, and any treatment procedure deemed “lifesaving” by the physician.
In case of emergency contact: 
Emergency Contact #1: _____________________________________ Phone: _________________________ 
Emergency Contact #2: _____________________________________ Phone: _________________________
PHOTO/VIDEO RELEASE
I hereby DO / DO NOT consent to and authorize the use and reproduction by True Hope Therapeutic Horsemanship of any and all photographs and any other audio/visual materials taken of me (and/or my child/ward) and my property, including facilities and equines, for promotional material, educational activities, exhibitions, or for any other use for the benefit of its programs.
The Participant Agreement shall be construed broadly to provide a release and waiver to the maximum extent permissible under applicable law. The Participant Agreement with Accident Waiver and Release of Liability is made and entered to in the State of New Hampshire and shall be enforced and interpreted under the laws of this state. Should any clause be in conflict with state law, then the clause shall not affect the validity of any other clause.
PARTICIPANT
I hereby certify that I have read this Participant Agreement and I understand its content. I further agree that no oral representations, statements, or inducements apart from the content of this agreement have been made.
Participant Name: ________________________________________ Date of Birth: _____________________
Participant Signature: _____________________________________________ Date: ____________________
Address: _________________________________________________________________________________
PARENT OR GUARDIAN
I hereby certify that I have read this Participant Agreement and I understand its content and unconditionally agree to its full terms, statements, warranties, notices, representations, waivers, and releases on behalf of both myself and my child or ward, whose name is: ________________________________________________.
Parent of Guardian Name: ________________________________________________________________
Parent or Guardian Signature: __________________________________________ Date: ______________
Address: ______________________________________________________________________________

[bookmark: _GoBack]


ACCIDENT WAIVER AND RELEASE OF LIABILITY
I acknowledge that riding a horse is an inherently dangerous activity and carries with it the potential for death, serious injury, and property loss. “Horse” as used herein shall refer to all equine species. “Horseback Riding” or “Riding” shall refer to riding or otherwise handling of horses, ponies, mules, or donkeys, whether from the ground or mounted. The risks include, but are not limited to, those caused by terrain, facilities, temperature, weather, condition of animals, equipment, vehicular traffic, actions of other people including, but not limited to, participants, spectators, and/or coaches. These risks are not only inherent to participants, but are also present for others present during Riding. I hereby assume all of the risks of participating in the Horseback Riding. I realize that liability may arise from negligence or carelessness on the part of the persons or entities being released, from their horses or employees, from dangerous or defective equipment or property owned, maintained, or controlled by them, or because of their possible liability without fault. 

I certify that I am physically fit, have sufficiently trained for participation in Riding, and have not been advised otherwise by a qualified medical person. 

I acknowledge that this Accident Waiver and Release of Liability form will be used by the owners of the horses, owners of the real estate, owners of the facility, or others employed by such parties, and that it will govern my actions and responsibilities at each Riding occasion. 

In consideration of my application and permitting me to participate in Horseback Riding, I hereby take action for myself, my executors, administrators, heirs, next of kin, successors, and assigns as follows: (A) Waive, Release, and Discharge from any and all liability for my death, disability, personal injury, property damage, property theft, or actions of any kind which may hereafter occur to me, including my traveling to and from the Riding facility, THE FOLLOWING ENTITIES OR PERSONS: 

Carol Worcester
and her directors, officers, employees, volunteers, representatives, and agents, and/or sponsors; (B) Indemnify and Hold Harmless the entities or persons mentioned in this paragraph from any and all liabilities or claims made as a result of participation in Riding, whether caused by the negligence of releasees or otherwise. 

I hereby consent to receive medical treatment which may be deemed advisable in the event of injury, accident, and/or illness. 

I understand that Horseback Riding or related activities, I may be photographed. I agree to allow my photo, video, or film likeness to be used for any legitimate purpose by any of the releasees. 

The Accident Waiver and Release of Liability shall be construed broadly to provide a release and waiver to the maximum extent permissible under applicable law. 

I hereby certify that I have read this document and I understand its content.

_________________________             ____                     __________________________               _______
Print Participant’s Name	                    Age                         Signature (if under age 18, parent or                  Date
                                                                                                               guardian must also sign)

 PARENT/GUARDIAN WAIVER FOR MINORS (Under 18 Years Old) 
The undersigned parent and natural guardian does hereby represent that he/she is, in fact, acting in such capacity and agrees to save and hold harmless and indemnify each and all of the parties referred to above from all liability, loss, cost, claim, or damage whatsoever which may be imposed upon said parties because of any defect in or lack of such capacity to so act and release said parties on behalf of the minor and parents or legal guardian.

__________________________           ____   ____________________________________      __________
Print Participant’s Name                                    Age                     Signature of Parent or Guardian                             Date
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