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Equine-Assisted Psychotherapy/Activities

as Certified by

Equine Assisted Growth and Learning Association
REGISTRATION FORM

Registration
Volunteer:__________________________________Birth Date:_________Age:____

Street Address:_______________________________________________________

City:__________________________State:________________Zip:_____________

Home Phone:________________________Cell Phone:________________________

Emergency Contact:_____________________________Phone No:_______________
Does Volunteer have Insurance?:_____Through Whom?_________________________

Policy No.______________________ Hospital Preference______________________

Please indicate below any conditions of which we need to be aware and provide a summary:

Illnesses Diagnosed ~ __________________________________________________

__________________________________________________________________

__________________________________________________________________

Past/Prospective Surgeries ~ _____________________________________________

__________________________________________________________________

__________________________________________________________________

Medications ~ _______________________________________________________

__________________________________________________________________

__________________________________________________________________

Special Precautions or Needs ~ ____________________________________________

__________________________________________________________________

__________________________________________________________________

Allergies ~ __________________________________________________________

__________________________________________________________________

__________________________________________________________________

Additional Information ~ ________________________________________________

Consent to Treatment
I, ___________________________, legal guardian of _______________________, a minor child,  hereby ___ do/___ do not give authorization to representatives of CaliCos Haven, Inc., and medical personnel (EMT’s, Emergency Room physicians, etc.) to provide medical care to said minor child should the need arise while volunteering at CaliCos Haven, Inc.  
___________________________________

_________________________ Signature of Legal Guardian of Minor Volunteer



 Date
“Building Confidence, Courage, and Compassion one ( at a time.”

