




A therapeutic horseback riding program coordinated by 
Rogers State University and the Oologah-Talala Schools.

Equestrian Center
16544 A. South HWY-169
Oologah, OK 74053
(918) 371-1750
FAX: (918) 371-1930

Oologah-Talala Schools

Authorization for Emergency Medical Treatment Form
   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: ___________________

Consent Plan
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 _____________________________________ to:
                                                                                                                            (Center’s Name)

1. Secure and retain medical treatment and transportation if needed.
2. Release client records upon request to the authorized individual or agency involved in the medical

emergency treatment.

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 unable to be reached.

Date: ____________ Consent Signature: ___________________________________________________________
Client, Parent or Legal Guardian

Signed in presence of center 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: ____________   Non-Consent Signature: ___________________________________________________________
Client, Parent or Legal Guardian

Signed in presence of center staff







  

 

 

 
 
    Directions:       Please complete pages, even if resume is attached 

        Type or print, using black ink 
        If you need additional space, attach a separate sheet  

        Sign the completed application 

GENERAL 
 

________________________________________________________________________________________________________ 

Name (Last)   (First)    (Middle)       Today’s Date 

 

________________________________________________________________________________________________________ 

Present Address (Street, City, State, Zip Code)    

 

________________________________________________________________________________________________________ 

Day Phone with Area Code  Evening Phone With Area Code U.S. Citizen or Permanent Resident? 

         

________________________________________________________________________________________________________ 

Permanent Address if different from present address   Alternate Phone Number 

 

________________________________________________________________________________________________________ 

Beeper Number   Cellular Number   E-Mail Address 

 

________________________________________________________________________________________________________ 

Have you ever  If Yes, Indicate Dates of Volunteer Service Department  Position 

Volunteered for 

RSU?  ___Yes    ___No If Yes, Department Contact Name: 

________________________________________________________________________________________________________ 

 

________________________________________________________________________________________________________ 

Name(s) and Department(s) of any family members employed at Rogers State University 

 

EMERGENCY 
 

________________________________________________________________________________________________________ 

Emergency Contact Name    Relationship to You   Phone No.  

 

________________________________________________________________________________________________________ 

Physician’s Name     Phone No.   

 

REFERENCES 
 

Name    Relationship   E-Mail Address  Phone No. 

1.______________________________________________________________________________________________________ 

 

2.______________________________________________________________________________________________________ 

 

3.______________________________________________________________________________________________________ 

 

EDUCATION AND TRAINING 
 

________________________________________________________________________________________________________ 

Relevant Education   (If student, indicate academic affiliation.) 

 

________________________________________________________________________________________________________ 

Relevant training skills, experience 

 

VOLUNTEER SERVICE 
APPLICATION 
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