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Name:_________________________________________________________Date of Birth:_____/_____/_____Age:_____________

Address:____________________________________________________________________________________________________

City:_________________________________________________________________State:______________Zip:________________

(     ) Home Phone:____________________  (     ) Fax:___________________  (     ) Email:________________________________

(     ) Cell Phone:________________________    Please indicate ( √) which number is best to reach you 2 hrs. prior to class.

Parent/Guardian if under 18 yrs________________________________________Phone:__________________________________

How did you learn about the Therapeutic Riding Center of Huntington Beach?________________________________________

Are you related to any TRC students?_____________  If yes, whom?_________________________________________________

Do you have CPR or First Aid Training?  CPR Adult (     ) Expires _______________  CPR Child (     ) Expires _____________





              First Aid (     ) Expires _______________

Have you ever been convicted of a felony? _______ If yes, explain: _____________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

Special skills and horse experience.  Skills or experience with disabled, if any:  ____________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

PLEASE CHECK DAY(S) YOU ARE AVAILABLE TO VOLUNTEER.

Monday
(     ) 4:00 pm     (     ) 5:00 pm
Tuesday    (     ) 4:00 pm

Wednesday    (     )  4:00 pm


Saturday   (     ) 11:00 am     (     ) 12:00 pm
     (     ) 1:00 pm

Mail entire application to:  TRCHB, P.O. Box 2298, Huntington Beach, CA  92647

Thank You!

Website:  www.trchb.org                   Email:  trchb@earthlink.net                   Phone:  (714) 848-0966                   Fax:  (714) 962-3770

Name: ________________________________________________________________________

VOLUNTEER HEALTH INFORMATION & HISTORY

A therapeutic horse riding program can be very physically demanding.  Handling of tack and other equipment, grooming and assisting in the mounting/dismounting of student riders may involve heavy lifting and reliance upon physical strength.  In addition, volunteers may be required to walk, jog alongside the horses, or stand for extended periods of time.  Our goal is to match our volunteers with the appropriate students, horses and tasks to maximize the safety and benefits of our therapeutic riding program for all.  To that end, please provide us with the following health information:

Height:_______________

Weight:_______________
Maximum weight you can lift:_______________

Any restrictions (please check all that apply):

Lifting (     )          Running (     )          Walking (     )          Standing (     )          Other (     )          Please explain restrictions:

____________________________________________________________________________________________________________

Are you currently under the regular care or treatment of a physical or other health care provider?      Yes (     )          No (     )

If yes, please explain: _________________________________________________________________________________________

____________________________________________________________________________________________________________

Please explain your current health status, particularly any information that may impact the physical and emotional demands involved in a therapeutic horseback riding program.  Please be sure to address fitness, cardiac, respiratory, bone or joint function, recent hospitalization/surgeries, and/or lifestyle changes, or any other information regarding your current health or health history of which you believe we should be advised:

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

Date of last Tetanus shot: _____/_____/_____  Date of most recent TB test: _____/_____/_____  Result?   (     ) +       (     ) –

Allergies: ___________________________________________________________________________________________________

Medications: ________________________________________________________________________________________________

IF ANY INFORMATION REGARDING YOUR HEALTH CHANGES, PLEASE BE SURE TO UPDATE OUR RECORDS.

Date: ____________________________ Signature: ________________________________________________________________

AUTHORIZATION FOR EMERGENCY MEDICAL TREATMENT

Name: ____________________________________________________________ Home Phone: ____________________________

Address: ___________________________________________________________________________________________________

City: _______________________________________________________________ State: _______________ Zip: ______________

In the event I may need assistance, contact:

Name: _____________________________________________ Phone: ____________________ Relationship: _________________

Name: _____________________________________________ Phone: ____________________ Relationship: _________________

Physician: _____________________________________________________________________ Phone: ______________________

Preferred Medical Facility: ___________________________________________ City: ____________________________________

Health Insurance Co: _______________________________________ Policy # ________________ Phone: __________________

In the event emergency medical aid/treatment is required due to illness or injury during the process of receiving or giving services, or while being on the property of TRCHB, I authorize TRCHB (Therapeutic Riding Center of Huntington Beach, Inc.) to secure and retain medical treatment and transportation if needed.  Choose Consent or Non-Consent Plan below.

Name of minor if under age 18: ________________________________________________________________________________

CONSENT PLAN: This authorization includes X-ray, surgery, anesthesia, hospitalization, medication and any treatment procedure deemed “life saving” by the physician.  This provision will only be invoked if all contact persons listed cannot be reached.

Consent Signature: _______________________________________________________________ Date: ____________________

Print Name: _______________________________________________________________________

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 or giving services, or while being on the property of TRCHB (Therapeutic Riding Center of Huntington Beach, Inc.)  In the event emergency treatment/aid is required, I wish the following procedures to take place: ____

____________________________________________________________________________________________________________
____________________________________________________________________________________________________________

Non-Consent Signature:___________________________________________________________ Date: ____________________

Print Name: ______________________________________________________________________

LIABILITY/PHOTO RELEASE & BACKGROUND INFORMATION

LIABILITY RELEASE:  AS A VOLUNTEER AT THE THERAPEUTIC RIDING CENTER OF HUNTINGTON BEACH, INC. (TRCHB), I ACKNOWLEDGE THE RISKS AND POTENTIAL FOR RISK OF A HORSEBACK RIDING PROGRAM.  HOWEVER, I FEEL THAT THE POSSIBLE BENEFITS TO MYSELF AND THE CLIENTS I WORK WITH ARE GREATER THAN THE RISKS 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 Therapeutic Riding Center of Huntington Beach, Inc., its board of directors, instructors, therapists, volunteers and employees for any and all injuries and/or loss I may sustain while participating in the TRCHB program.
Name of minor if under age 18: ________________________________________________________________________________

Signature: _____________________________________________________________ Date: _______________________________

PHOTO RELEASE:
I  (     ) DO     (     ) DO NOT consent to authorize the use and reproduction by TRCHB of any and all photographs and any other audio/visual materials taken of me for promotional material, educational activities, exhibitions or for any other use for the benefit of the program.

Signature: _____________________________________________________________ Date: _______________________________

BACKGROUND INFORMATION:

Have you ever been charged or convicted of a crime?   (     ) Yes          (     ) No

I, _______________________________________________ authorize TRCHB to receive information from any law enforcement agency, including police and sheriff departments, of the 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.

I understand that such access is for the purpose of considering my application as a volunteer and that I expressly DO NOT authorize the operating 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: ________________________________

Driver’s License Number: ______________________________________________________ State: _________________________

HUNTINGTON CENTRAL PARK EQUESTRIAN CENTER

RELEASE FORM

Name of Applicant:___________________________________________Date of Birth:


Name of Parent if under 18:


Address:


City:______________________________________________________State:___________Zip:


Telephone:___________________________________Emergency Phone/Cell No.


Additional Emergency Contact Person:_____________________________Phone:


GENERAL RELEASE
I/we hereby agree to assume all responsibility and risk from the participation in equestrian activities at HCPEC; and further agree to hold harmless all instructors, teachers, trainers, employees, and the City of Huntington Beach free from all damages or liability for any injury or death to person(s) or property arising as a result of this participation.

I/we understand by signing below that horses are animals that can be dangerous and unpredictable at any given time.

Applicant:______________________________________________________________Date:


Parent/Guardian:________________________________________________________Date:


CONSENT TO EXAMINATION AND/OR TREATMENT
The undersigned, parents of the applicant (minor), do hereby consent to any X-ray examination, anesthetic, medical or surgical diagnosis or treatment and hospital service that may be rendered to said applicant or minor under the general or specific instruction of any physician or hospital.  It is understood that this consent is given in advance of any specific diagnosis or treatment which may be required, but is given to encourage the HCPEC staff, hospital staff, and such physician to exercise their best judgment as to the requirements of such diagnosis or treatment.  The undersigned shall pay all fees for doctors, hospitals, ambulances and other medical charges reasonable and necessarily incurred.

Applicant:______________________________________________________________Date:


Parent/Guardian:________________________________________________________Date:


VOLUNTEER INFORMATION








