15712 Joe Brown Hwy
Murphy, NC 28906

828-835-3739

VOlllIlteel' IIIfOl'matiOll highlonesomestables@gmail.com
\ s o’m www.highlonesomestables.org
\%&m Mission Statement

Our mission is to support the growth and healing of the mind, body, and spirit of
individuals with varying abilities in a therapeutic environment through a partnership with equines.
GENERAL INFORMATION

Name: DATE:
(Last Name) (First Name) (Preferred Name)
Address: City/State/Zip:
School/Employer:
DOB: / / Age: Email:
mm/dd/yyyy
Home #: Cell #: Can we text you? o Yes © No

What is the BEST number to reach you? (Check one) © Homeo Cell

How did you hear about High Lonesome Therapeutic Equestrian Center? o Family o Friends o School o Online o Drive
By
o Other Specify

LESSON VOLUNTEERS

Do you have any physical limitations? Yes o No o Ifyes, please specify:

Can you walk for 60 minutes? Yes o No o Jog Short Distances? Yes o No o

Do you have any experience with horses/ponies? Yes o No o If yes, please specify:

Do you have any experience with individuals with special needs or other skills/training which may be of benefit?

(Certifications, Sign Language, CPR, RN, etc.)

High Lonesome Therapeutic Equestrian Center needs help in various ways in addition to working directly in lessons.
Please check your area(s) of interest.

o Facility Maintenance o Fundraisers/Events

(Additional training and/or testing is required.)
o Barn Helpers (Bring-in, Turn-out)

o Horse Leaders

o Side-walkers

SUB-LIST INFORMATION The Sub-List helps volunteers find replacements when they can’t make their scheduled
class time. 0 Add me to the SUB-LIST.

Please note all available days/times:

Sunday Monday Tuesday Wednesday | Thursday Friday Saturday

From To From To From To From To From To From To From To



mailto:highlonesomestables@gmail.com
http://www.highlonesomestables.org

BACKGROUND INFORMATION
High Lonesome Therapeutic Equestrian Center reserves the right to perform background checks and/or drug
screenings on all volunteers.

Current Driver’s License? Y N License Number: State:

IN CASE OF AN EMERGENCY NOTIFICATIONS
Primary Name: Relationship: Phone:

Secondary Name: Relationship: Phone:

Allergies/medical concerns:

CONFIDENTIALITY STATEMENT
The volunteer shall keep confidential all medical, social, referral, personal and financial information regarding a rider, their
family, other volunteers or staff, including information on High Lonesome Therapeutic Equestrian Center mailing lists.
Additionally, there will be no posting of pictures or other information on any social networking site, i.e. Facebook, Twitter,
YouTube, etc. without expressed permission of High Lonesome Therapeutic Equestrian Center and the parents or guardians
of the High Lonesome Therapeutic Equestrian Center participant.

I understand and will observe the confidentiality policy of High Lonesome Therapeutic Equestrian Center
Volunteer Initials

Volunteer Signature: Date:

Parent/Guardian (if under 18) Phone #:

(Print name)

Parent/Guardian Signature (if under 18):

FORM REVIEWED: 12022 12023 12024 12025 12026 12027
VOLUNTEERS MUST INITIAL ONCE PER YEAR TO VERIFY INFORMATION IS CURRENT.
~ANY CHANGES WILL REQUIRE A NEW FORM. ~




