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Helping Hands Healing Hooves, Inc.

1971 Granville Road

Cedarburg, WI  53012

262-689-5677

helpinghandshealinghooves@wi.rr.com
www.helpinghandshealinghooves.org

Volunteer/Staff Information Form and Health History

We are thrilled to know you may be interested in offering your time and talent to Helping Hands Healing Hooves. Please take a few moments to fill out the following so we understand your interests, experience and availability.  If you would like to discuss please call Debbie or email helpinghandshealinghooves@wi.rr.com  

Thank you!

Date:________________________

Name: __________________________________________________________________ 

Address: ________________________________________________________________ 

Email address________________________

Date of Birth: _________________ 

Phone: (H)____________________________ (W/Cell) ____________________________

How did you learn about the program? _________________________________________

Strengths, Interests and Availability

We are happy you’d like to participate and assist HHHH to deliver services to our clients.  What are your strengths, special talents, or abilities? 

________________________________________________________________________

________________________________________________________________________

If you had to identify what you’re not good as how would you describe your weaknesses? 

Can you walk comfortably for 30 to 45 minutes and jog for short distances?        Y
N

Can you hold your arm above shoulder height and support a modest weight?     Y
           N

Are you comfortable working or walking around horses/ponies?

         Y
N

Please specify what type of experience you have had with horses or ponies. Please include amount of time and when you most recently worked with them:

________________________________________________________________________

Check which areas you are interested in

	Client Programs/Farm 
	Special Events
	Administration

	Horse Handling
	Barn Dance 
	Office Assistance

	Side Walking
	Horse Show
	Marketing/Public Relations

	Tack and General Cleaning
	Open House
	Photography Video

	Trail Rides
	Special Olympics
	Newsletter

	Facility Repairs
	
	Fund Raising

	Stable Management
	
	Volunteer Administration

	
	
	Grant Writing

	
	
	Budget and Finance

	
	
	Facility Expansion

	
	
	


What is your availability for volunteering Regularly? 

	
	Monday
	Tuesday
	Wednesday
	Thursday

	Morning
	
	
	
	

	Afternoon
	
	
	
	


Would you be available to also act as a “substitute” if needed   Y    N

If yes – what hours would you be available as a substitute?

	
	Monday
	Tuesday
	Wednesday
	Thursday

	Morning
	
	
	
	

	Afternoon
	
	
	
	


Volunteer History
Please indicate the reason you are seeking a volunteer position (check all that apply)

__Personal fulfillment

__School requirement


__Community Service requirement

__Just want to work with horses

__Just want to work with individuals with special needs

Other________________________________________________

Please list your past volunteer activities and the name(s) and telephone number(s) or the volunteer supervisor(s):

________________________________________________________________________

___________________________________________________________________

Please circle best contact info in case of cancellations.

Employer/School:  ________________________________________________________________________

Address: ________________________________________________________________________

Parent/Legal Guardian (if minor): ________________________________________________________________________ Phone Numbers: (H) _____________ (W)_______________(C)_____________________

Address: ___________________________________________________

Email address__________________________

Health History

Recent Medical Tests:     

Last Tetanus shot: ________________   Tuberculosis test:   (/(  Date: _______________

(You may want to consult your physician or local health department if you are not up to date with these shots/tests)

Please describe your current health status, particularly regarding the physical/emotional demands of working in an equine assisted program.  Address fitness, cardiac, respiratory, bone or joint function, recent hospitalizations/surgeries, or lifestyle changes.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Allergies: ________________________________________________________________________

Medications: _____________________________________________________________

Are you currently First Aid Certified?    Y     N


CPR Certified?    Y     N

Have you completed any first aid/rescue breathing/CPR training?   Y     N   When? ______

I understand that the information provided above is accurate to the best of my knowledge.  I know of no reason why I should not participate in this center’s program(s).

Signature: _____________________________________________________________ 

Date: ____________

STATEMENT ON CONFIDENTIAL INFORMATION

In the performance of your normal job duties, you have access to much information, which is confidential in nature.  This information may include, but is not limited to:

Medical Data

Billing Information

Personnel Records

Payroll Data

The laws of the State of Wisconsin, as well as the Federal Regulations governing Medicare patients, require strict protection of the confidentiality of all patient information.  Disclosure is permitted only under very specific circumstances and in most instances required the written consent of the Client and their parent/guardian in the case of a minor.

Your use and/or access to this type of information is required because of the nature of your job duties and assignments.  You are required to protect this data and maintain the highest degree of confidentiality regarding its use.

Your use and/or access to all confidential material is to be limited to only the information required by your assignments.  Any information that you gain access to that is not required for your assignment will constitute "misuse"!  Deliberate efforts to gain access to data you are not authorized for, by breaching installed security provision, or "getting around" them will constitute an abuse of your job responsibilities.

Any abuse, misuse or dissemination of any confidential information (whether listed about or not) will result in disciplinary action, which can include termination of employment as a staff member or as a volunteer.

Your signature below indicates that you have reviewed this statement, read it, and understand your responsibilities.

________________________________________                     _____________      

             Signature of Staff/Volunteer                                                      Date

________________________________________                     _____________

             Signature of Witness                                                                 Date

Volunteer/Staff Background Information
Name: ______________________________________________________________________

Address: ______________________________________________________________________

Phone: (H)__________________________(W/Cell)___________________________________

Email _________________________________________________________________

Date of Birth: _______________________

Valid Driver’s License     Y     N   

License Number _________________________State_________
Background Information

Have you ever been charged or convicted of a crime?   Y     N    

If Yes, please explain: __________________________________________________________________________________________________________________________________________________________________________________________________________________

I, _______________________________________(volunteer/staff), authorize Helping Hands Healing Hooves to receive information from any law enforcement agency, including police departments and sheriff’s departments, of this state or any other 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 or animals.

I understand that such access is for the purpose of considering my application as an employee/volunteer, and that I expressly DO NOT authorize the NARHA 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: __________

Helping Hands Healing Hooves, Inc.

Volunteer/Horse Owner Liability Release Form

NOTICE: A person who is engaged for compensation in the rental of equines or equine equipment or tack or in the instruction of a person in the riding or driving of an equine or in being a passenger upon an equine is not liable for the injury or death of a person involved in equine activities resulting from the inherent risks of equine activities, as defined in section 895.481(1)(e) of the Wisconsin Statutes.  

I, the undersigned, hereby acknowledge the inherent and potential risks of injury or death associated with horses and horseback riding, and acknowledge that horses, even under careful supervision, are unpredictable and can cause severe personal injury and/or property damage.  Having been informed of and hereby acknowledging such risks, I nevertheless desire to personally participate in, provide volunteer services for and/or allow horses owned by me to participate in equine activities provided (sponsored) by Helping Hands Healing Hooves, Inc.  

I, the undersigned, intending to be legally bound for myself, and all of my representatives, agents, guardians, heirs, executors, successors, insurers and assigns, in consideration for the opportunity to participate in and/or observe equine activities, and for other good and valuable consideration do hereby release Helping Hands Healing Hooves, Inc., and its owners, volunteers, instructors, aides, therapists, employees, agents, and affiliated entities, individuals, corporations, associations, partnerships, and also do hereby release the land owners and horse owners, including but not limited to Black Star Farm Ltd, Debbie Goelz, Heather Burke, and Glenn and Mary Jonas and their representatives, agents, guardians, heirs, executors, successors, insurers and assigns (all collectively referred to as the, “Releasees”), from any and all liability, loss, damages, claims or expenses whatsoever arising out of or relating in any way to equine activities provided by or associated with Releasees, including without limitation any claims for personal injury, death, lost or potential earnings or benefits, medical expenses, loss of services, society or consortium, pain and suffering, mental anguish, property damage or other economic or non-economic loss, whether caused directly or indirectly, in whole or in part, by the negligence of Releasees.  Without limiting the generality of the foregoing, I hereby expressly agree not to institute any lawsuit or legal action against Releasees arising out of or relating to equine activities associated with Releasees, and agree to indemnify and hold harmless Releasees for Releasees’ negligence.

Finally, by signing below, I acknowledge that I have been afforded adequate time and opportunity to review this release, including the opportunity to obtain and/or the benefit of counsel of my own choosing prior to signing it.  

Date: _____________________________

__________________________________


_____________________________
Name of Volunteer or Horse Owner



Signature

Address:___________________________

Home Phone:_________________________

__________________________________

Cell Phone:__________________________









Work Phone:_________________________


Name of Minor Child, if applicable:______________________________

Date of Birth (if minor child):___________________________________
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