
 H.H.T.L.C VOLUNTEER INFORMATION FORM and HEALTH HISTORY 
 

General Information 

Name_______________________________________ Preferred Phone________________ Alternate Phone__________________ 

Address_________________________________________  City____________________________ State_____ Zip______________ 

E Mail_____________________  Emergency Phone___________________ Date of Birth ___/___/___   Height ____ft. ___in. 

Employer/School________________________________ Address_____________________________________________________ 

Parent/Legal Guardian Name and Address (if under 18 years of age): _______________________________________________ 

Any experience with horses? (Please specify.) ____________________________________________________________________ 

Any experience with people with disabilities? ____________________________________________________________________ 

What do you hope to get out of volunteering? ____________________________________________________________________ 

Please check areas in which you are most interested:     

                                   Program            Special Events                  Administration 

___ Side walker (helps rider during lessons)  

___ Horse Leader (leads horses during lessons – MUST have 
                                                                    experience with horses)  
____Ring assistant during lessons (running errands, opening &  
                                                                closing the arena gate, etc.) 

___ Ring and grounds maintenance (fence painting, etc.) 
___ Cleaning the classroom and rest room 
___ Helping at monthly winter horse grooming sessions  
 

 ____ Fundraising 

 ____ Annual Open House 

 ____ Walk-A-Thon 
 ____ Trail Rides (experienced      
                                riders only) 
 ____Year End Tack Cleaning              
                                    Session 

   ____Public Relations 

   ____Grant Writing 

   ___ Newsletter 
   ___Volunteer Recruitment 
   ___ Board Member 
   ___ Photography/Video 
   ___ Solicit for New Members 

                                 

Please check below the session(s), evening(s), and hours you would be available to volunteer for lessons on a 
regular basis.  We ask for a minimum commitment of one 8-week session. 

Session I (April 25th - June 25th, 2025)     Session II (July 7th - Aug 27th, 2025)     Session III (Sept. 8th – Oct. 15th, 2025)     
___ Mon. 5 – 6 p.m.       ___Wed. 5 - 6 p.m.  

___ Mon. 6 – 7 p.m.       ___Wed. 6 - 7 p.m.  

___ Mon. 7 – 8 p.m.       ___Wed. 7 - 8 p.m. 
___________________________________ 
 

____ In addition to the days/hrs. indicated, 
please put me on the Substitute List for the  
following times_______________________ 

___ Mon. 5 – 6 p.m.       ___Wed. 5 - 6 p.m.  

___ Mon. 6 – 7 p.m.       ___Wed. 6 - 7 p.m.  

___ Mon. 7 – 8 p.m.       ___Wed. 7 - 8 p.m. 
___________________________________ 
 

____ In addition to the days/hrs. indicated, 
please put me on the Substitute List for the  
following times_______________________ 

___ Mon. 5 – 6 p.m.       ___Wed. 5 - 6 p.m.  

___ Mon. 6 – 7 p.m.       ___Wed. 6 - 7 p.m.  

___ Mon. 7 – 8 p.m.       ___Wed. 7 - 8 p.m. 
___________________________________ 
 

____ In addition to the days/hrs. indicated, 
please put me on the Substitute List for the  
following times_______________________ 

 

Health History:  Recent medical tests: ____________________________________________________________ 
 

Last Tetanus Shot:  ___/___/___                         Please circle any current or past health condition: 

 

Asthma  Emphysema   High Blood Pressure      Low Blood Pressure             Diabetes   Tuberculosis  

Chronic Back Pain         Heart Disease      Depression Migraines Hepatitis    Recent Fracture or Surgery  

Other Illness or Medical Condition______________________________________________________________________________ 

Allergies_____________________________________________________________________________________________________ 

Current Medications___________________________________________________________________________________________ 

_____________________________________________________________________________________________________________ 

How would you rate your current health status in regards to your physical and emotional ability for handling the demands 

of volunteering in a therapeutic horseback riding program?  Please circle your answer. 

Excellent               Very Good       Good            Fair        Not Sure (but willing to try)  

Over . . .
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Background Information 

Have you ever been charged with or convicted of a crime?    N    Y      If yes, please explain_____________________________ 

_____________________________________________________________________________________________________________

_____________________________________________________________________________________________________________ 

 

I, ________________________________________________ (volunteer) authorize Horses & Horizons Therapeutic Learning 
Center, Inc. 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 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 a volunteer, and that I expressly DO NOT 
authorize Horses & Horizons Therapeutic Learning Center, Inc., 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 ___/___/____     

   (Volunteer) 

 
Do you have a current driver’s license?        YES  NO 
 
DRIVER’S LICENSE NUMBER _________________________________________________                         STATE  ______________________ 
 

Photo Release: 

I  ____ Do   ___ Do Not    consent to and authorize the use and reproduction by Horses & Horizons Therapeutic Learning 

Center, 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 center. 

I  ____ Do   ___ Do Not  consent to having HHTLC share my email address with other volunteers for the purpose of 

obtaining a lesson substitute. Your email address will not be shared with anyone else for any other purpose. 

Signature___________________________________________________                Date ___/___/___ 
   (Volunteer) 
 

Signature___________________________________________________                Date ___/___/___ 
  (Parent or Guardian, if under 18 years of age) 
 
 

How did you learn about volunteering at Horses & Horizons?  
 
        Newspaper   Which one?  ______________________________        Flyer   Where? __________________________________ 
                 

        Website     Facebook      
   
        Other ___________________________________________________________________________________________________ 
 

Acknowledgement 
 

I understand that the information I have provided on these two pages is accurate to the best of my knowledge.  I know of 
no reason why I should not participate in this center’s program. 
 
Signature___________________________________________________                Date ___/___/___ 
           (Volunteer) 
 

Signature___________________________________________________                Date ___/___/___ 
  (Parent or Guardian, if under 18 years of age) 


