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Comprehensive Center. Quality Services.




Mail: 6625 Highway 53 East
Suite 410 PMB 53

Dawsonville, Georgia 30534

Location: 7985 Knight Road          Gainesville GA 30506
Phone: 770-781-4899 

Fax: 770-781-4094

Email: info@walkertherapy.com
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GENERAL INFORMATION 

Name:_______________________________________________Date:_______________________________

Address:_________________________________________________________________________________

Employer/School:_________________________________________________________________________

Email address:___________________________Cell number: ______________________

Date of Birth:___________________________ Phone:___________________(home)_______________(work) 

Parent/Guardian Name and Address: ___________________________________________________________

_________________________________________________________________________________________

How did you learn about the program?_________________________________________________________

Tuberculosis test  +  -  Date ________
Last Tetanus shot: ___________

CPR/First Aid Certification: Y N Date of expiration: _________ Horse experience: Y N # of years________

Have you ever been charged with or convicted of a crime? Y N; please explain__________________________

___________________________________________________________________________________________________________________________________________________________________________________

I, _______________________, authorize Walker Therapy Services, LLC 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. 

I understand that such access is for the purpose of considering my application as an employee/volunteer, and that I expressly DO NOT authorize Walker Therapy Services, LLC, employees or other volunteers to disseminate this information in any way to any other individual, group, agency, organization, or corporation. 

Signature: _____________________________________ Date:_____________________________

HEALTH HISTORY 

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

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________Medications:_________________________________________________________________________________________________________________________________________________________________________

Alergies:___________________________________________________________________________________________________________________________________________________________________________
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PHOTO RELEASE:

I consent to and authorize the use and reproduction by Walker Therapy Services, LLC 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:____________________

Please use this space to describe your availability.__________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Describe your abilities/experience in working with horses:___________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Describe your abilities/experience working with people with disabilities:_______________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Is this volunteer experience to fulfill requirements for school/other? ___________________________________

__________________________________________________________________________________________

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 hippotherapy program.

Signature:________________________________ Date:________________________

If the applicant is a minor, I __________________________, legal guardian of the applicant minor, attest to the validity of the contents of this application and give permission for my child to participate as a volunteer in the hippotherapy program. _____________________________ (Signature) Date:____________________
Liability Release

______________________, (volunteer’s name) would like to participate in the Walker Therapy Services, LLC program. I acknowledge the risks and potential for risks of horseback riding and working with horses. However, I feel that the possible benefit of the volunteer experience is 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 Walker Therapy Services, LLC, it’s officers, instructors, therapists, volunteers, employees and the owners of the horses or facilities being utilized for the program or any other entity associated with the program for any and all injuries and/or losses I may sustain while participating in the Walker Therapy Services, LLC hippotherapy program. 

WARNING

Under Georgia law, an equine activity sponsor or equine professional is not liable for an injury to or the death of a participant in equine activities resulting from the inherent risks of equine activities, pursuant to Chapter 12 of Title 4 of the Official Code of Georgia Annotated.

Signature:__________________________________ Date:______________________

If the volunteer is a minor, I __________________________, legal guardian of the volunteer minor, have read the above stated warning and liability waiver and agree to it’s terms and conditions.

Signature: _____________________________  Date:____________________
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