Equine Assisted Therapy, Inc.

Volunteer Information and Release Form

Name: Date of Birth:
Address: City: State: Zip:
County: Home Phone: Work Phone:

Cell. Phone/Pager (circle one): E-Mail:

Parent/Guardian Name and Address (if applicable):
If student, name of school:

How did you learn about us?

Liability Release

As a volunteer at Equine Assisted Therapy, Inc., | acknowledge the risk and potential for risk of a horseback riding
program, including but not limited to: (a) The propensity of an equine to behave in ways that may result in injury,
death, or loss to persons on or around the equine; (b) the unpredictability of an equine’s reaction to sounds, sudden
movement, unfamiliar objects persons, or other animals; (c) hazards, including, but not limited to, surface or
subsurface conditions; (d) a collision with another equine, another animal, a person, or an object; (e) the potential of
an equine activity participant to act in a negligent manner that may contribute to injury, death, or loss to the person
of the participant or to other persons, including, but not limited to, failing to maintain control over an equine of failing

to act within the ability of the participant.

However, | feel that the possible benefits to myself and to the clients | work with are greater than the risks assumed.
| hereby, intending to be legally bound, for myself, my heirs, and my assigns, executors or administrators, waive
and release forever all claims for damages against Equine Assisted Therapy, Inc., its Board of Directors,
Instructors, Employees, Therapists, Aides and Volunteers from any and all injuries and/or losses | may sustain
while participating in Equine Assisted Therapy, Inc.’s activities.

Date: Signature:

Volunteer, Parent or Guardian (if volunteer is under 18 yrs. old)

Fingerprinting

According to Amended Ohio Senate Bill 187 (Ohio Revised Code sections 109.574-577, 121.401, 121.402), Equine
Assisted Therapy, Inc. is required to inform you that all volunteers 18 years old and older are required to provide
proof of a BCI&! fingerprint/background check prior to volunteering.

Additional information can be obtained from the Ohio Community Service Council's web site:
http://www.serveohio.org/Volunteer BC.aspx

Date: Signature:

Volunteer, Parent or Guardian (if volunteer is under 18 yrs. old)

Photo Release

| consent to and authorize the use and reproduction by Equine Assisted Therapy, Inc. 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.

Date: Signature:

Volunteer, Parent or Guardian (if volunteer is under 18 yrs. old)
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