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 SEQ CHAPTER \h \r 1Volunteer Information Form
Name:_______________________________________________________________________________
Date of Birth:___________ Home Phone: __________________Alternative Phone:__________________

Address: ___________________________________City:____________  State:________ Zip:_________
E-mail address:______________________________________________ 

Parent/Guardian Name and Address (if applicable)____________________________________________

Volunteer Jobs: My volunteer interest(s) are:

 (    Leading                                             (    Barn Duties                            (    Office Duties
 (    Side Walker                                      (    Stall Cleaner                           (    Special Events/Fundraising 
Skills and Interests:
Previous volunteer experience:____________________________________________________________

Equine background:_____________________________________________________________________

Experience:  Horse Care ____Sign Language   ____Computer Skills _____    Other:__________________
Do you have experience working with a particular disability? ____________________________________

Have you ever been convicted of or plead guilty to any crime: Yes ____   No____ If yes, please describe each in full:____________________________________________________________________________________

_________________________________________________________________________________________

Photo Release (last names won’t be used)
I consent to and authorize the use and reproduction by The Root Farm Foundation of any and all photographs and any other audio-visual materials taken of me for promotional material, educational activities, exhibitions, facebook, youtube or for any other use for the benefit of the program.

Date:______________Signature:_____________________________________________
IF MINOR, Signature of Parent/Guardian______________________________________ Date:___________
Volunteer Liability Release

Being a volunteer for The Root Farm Foundation, I acknowledge the risks and potential for risks of an equine-assisted therapy program. However, I feel that the possible benefits to myself and the clients 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 The Root Farm Foundation, its board of directors, instructors, therapists, volunteers and/or employees for any and all injuries and/or loses I may sustain while participating in the activities of The Root Farm Foundation.

Date:_____________Signature:______________________________________________
IF MINOR, Signature of Parent/Guardian______________________________________ Date:___________
*Consistency and commitment to our participants is an important aspect of Root Farm volunteer service.  Please consider carefully before choosing times you will be available to volunteer.

Tuesdays, adaptive vaulting                                                 
   (beginning Dec 6)                                                                        

   (
4:30-5:00                                                                                           
   (
5:00-5:30                                                                                           
   (
5:30-6:00                                                                                           

   (
6:00-6:30                                                                                           
   (
6:30-7:00                                                                                                                                                                                                                                                                                                                     
WEDNESDAYS, adaptive vaulting                                       SATURDAYS, adaptive vaulting 

       (beginning Dec 7)                                                                  (beginning Dec 3)                                                                                                             

   (
4:30-5:00                                                                             (       10:00-10:30                                                                                                   

   (
5:00-5:30                                                                             (
10:30-11:00                                                                                                   

   (
5:30-6:00                                                                             (
11:00-11:30                                                                    

   (
6:00-6:30                                                                             (
11:30-12:00                                                                    

   (
6:30-7:00                                                                             (
12:30-  1:00                                                                                             
   
                                                                                             (
  1:00-  1:30                                                                                             
Authorization for Emergency Medical Treatment Form

(      Participant               (       Volunteer                (   Staff

Name:_____________________________________________ DOB:____________ Phone:_______________

Address:_______________________________City/St_________________________   Zip________________

Physician’s Name:___________________________________  Medical Facility: ________________________

Health Insurance Company:____________________________ Policy Number: _________________________

Allergies to medications:_____________________________________________________________________

Current medications:_________________________________________________________________________

In the event of an emergency, contact:

Name:____________________________  Relation:___________________  Phone:______________________

Name:____________________________  Relation:___________________  Phone:______________________

Name:____________________________  Relation:___________________  Phone:______________________

In the event of an emergency medical aid/treatment is required due to illness of injury during the process of receiving services, or while being on Root Farm property, I authorize Root Farm to:

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.

Consent Plan

This authorization includes x-ray, surgery, hospitalization, medication and any treatment procedure deemed “life saving” by the physician.  This provision will only be invoked if the person(s) above is unable to be reached. Emergency services from this area utilize Oneida Healthcare Center.

Other preference:________________________________________________

Date:_________________ Consent Signature:________________________________________________

                                                                                       Client, Parent or Legal Guardian (if a minor)

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 Root Farm property. 

                ( Parent or legal guardian will remain on site at all times during equine assisted activities. 

                ( In the event emergency treatment/aid is required, I wish the following procedures to take place:

____________________________________________________________________________________________________________________________________________________________________________________

Date:__________________ Consent Signature:___________________________________________________

                                                                                           Client, Parent or Legal Guardian (if a minor) 

*This form must be updated annually

