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Connections Equine Therapy Program 
Authorization for Emergency Medical Treatment 

□ Participant  □ Staff  □ Volunteer 

 
 

Name: _____________________________________________  DOB____________  Phone: _____________________   

Address: _______________________________________________________________________________________________          

Physician’s Name: _______________________________________   Preferred Medical Facility: _________________________  

Health Insurance Company: ________________________________  Policy # ________________________________________  

Allergies to medications: __________________________________________________________________________________  

Current medications: _____________________________________________________________________________________  

 ______________________________________________________________________________________________________  

In the event of an emergency, contact: 

Name:_________________________________________ Relation:_________________________ Phone: __________________  

Name:_________________________________________ Relation:_________________________ Phone: __________________  

Name:_________________________________________ Relation:_________________________ Phone: __________________  

 

In the event emergency medical aid/treatment is required due to illness or injury during the process of receiving services, or while 

being on the property of the agency, I authorize Connections Equine Therapy Program to: 

 

 1.  Secure and retain medical treatment and transportation if needed. 

 2.  Release client records upon request to the authorized individual in the medical emergency treatment. 

 

Consent Plan 

This authorization includes x-ray, surgery, hospitalization, medication and any treatment procedure deemed “life saving” by the 

physician.  This provision will only be invoked if the person(s) above is/are unable to be reached. 

 

Date:_______________          Consent Signature: _______________________________________________________________  

            Client, Parent or Legal Guardian 

      Signed in presence of Connections staff 

 

Non-Consent Plan 

I do not give my consent for emergency medical treatment/aid in the case of illness or injury during the process of receiving 

services or while being on the property of the agency. 

 

 □ Parent or legal guardian will remain on site at all times during equine assisted activities. 

 □ In the event emergency treatment/aid is required, I wish the following procedure to take place: 

 ______________________________________________________________________________________________________  

 ______________________________________________________________________________________________________  

 ______________________________________________________________________________________________________  

 

Date:_______________          Consent Signature: _______________________________________________________________  

            Client, Parent or Legal Guardian 

      Signed in presence of Connections staff 
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CONFIDENTIALITY POLICY 

 

 
 Connections Equine Therapy Program shall preserve the right of confidentiality for all individuals in its 

program. 

 

 No one associated with Connections Equine Therapy Program will reveal any medical, social, referral, personal 

and financial information regarding any client or any other person associated with Connections Equine Therapy 

Program to anyone unless required by court order. 

 

 This policy applies to:  participants • full and part-time staff • independent contractors • temporary employees • 

volunteers • board members • guests. 

 

 Infants and children under age 18 do not have legal authority to consent to disclosure.  Only parent(s), legal 

representatives, or others defined by state stature generally have this authority. 

 

 Failure to comply can result in reprimand, loss of certain job responsibilities, or termination. 

 

I understand and will observe the confidentiality policy of Connections Equine Therapy Program. 

 

 

______________________________________                                                _____________________________ 

                           (Signature)                                                                                                     (Date) 

   

 

 

 

CODE OF CONDUCT FOR VOLUNTEERS 

 
 We will honor our commitment to confidentiality, which is signed under the Volunteer Contract. 

 

 We will always abide by the Code of Conduct and the Policies and Procedures for Volunteers. 

 

 We will cooperate fully with our staff supervisor and be open to their guidance. 

 

 We will represent Connections Equine Therapy Program in a positive manner to the larger community. 

 

 We will not represent Connections Equine Therapy Program in any capacity while under the influence of 

alcohol or illegal drugs. 

 

 We will not use drugs or alcohol, or possess a weapon while on Connections Equine Therapy Program property.  

 

 We will smoke only in the designated area and dispose of cigarette butts in the proper manner. 

 

 We will not sexually harass clients, employees, or other volunteers.  

 

 We will not physically or verbally abuse any person or animal while on Connections Equine Therapy Program 

property. 

 

I understand and will abide by the Connections Equine Therapy Program Code of Conduct. 

 

 

___________________________________________  ______________________ 
           (Signature)                                  (Date) 
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ARIZONA 

 

 
 

I acknowledge that the signer has been informed of several inherent risks 

associated with equine activities. 

 

I acknowledge that the signer is aware of the inherent risks of equine activities. 

 

I affirm that the signer is willing and able to accept full responsibilities for his or 

her own safety and welfare. 

 

I agree that the signer is releasing the equine owner or agent (or others affiliated 

with them) from liability unless the owner or agent is grossly negligent of commits 

willful, wanton, or intentional acts or omissions. 
 


