
 

Dear Prospective Volunteer, 

Thank you for your interest in volunteering with Bit by Bit Therapeutic Riding Center. We are a community 

outreach program supported by Rogers State University and Oologah‐Talala School District. We currently 

provide equine‐facilitated activities and therapeutic riding lessons to over 75 children and adults with a wide 

spectrum of disabilities. We would not be able to provide these services without the continued dedication of our 

volunteers.  

General volunteer duties range from assisting with fundraisers, to working with our students in lessons. 

Volunteers are needed to sidewalk with riders and/or (with equine coordinator and/or director training and 

approval) lead horses. Bit by Bit provides training and documentation of hours for all volunteers. 

Bit by Bit is a member center recognized by PATH Int’l: Professional Association of Therapeutic Horsemanship, 

International (formerly NARHA). All instructors are certified with PATH at the registered level. We are required 

to maintain documentation on volunteers affiliated with our program. The enclosed volunteer application 

contains all necessary forms for PATH Int’l as well as Rogers State University.  

Because Bit by Bit provides services to minors, Rogers State University and Oklahoma state law require 

background checks on all staff and volunteers. Please provide copies of two valid forms of identification. One 

form must verify US Citizenship/Residency and the other must verify age. A passport satisfies both requirements 

and therefore, if you are using a passport as your identification, it is not necessary to provide additional 

identification. There is a list of Acceptable Documents enclosed at the end of this application. 

Please complete the entire application (including attaching copies of ID) and mail, fax or hand‐deliver to Bit by 

Bit.  After review, we send the application to Rogers State University to complete the background check. This 

process can take up to three weeks, so please try to get your completed paperwork in as soon as possible.   

Please feel free to contact us at any time Monday through Friday: 8am until 5pm (we are closed for lunch from 

12‐1). Our office number is (918) 371‐1750 and our fax number is (918) 371‐1750.  

Volunteering with Bit by Bit is a fun and rewarding experience. You will not only have the opportunity to help 

enhance a participant’s life, but your own life as well. We look forward to working with you and thank you for 

your interest in volunteering with Bit by Bit! 

Sincerely, 

 

Kyla Somerville 

Lead Instructor 





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


Volunteer/Staff Information Form and Health History
General information
Name: _______________________________________________________________ Date: ________________________
Address: ___________________________________________________________________________________________
Date of Birth: ________________ Phone: (H)__________________________  (W)________________________________
Employer/School: ____________________________________________________________________________________
Address: ___________________________________________________________________________________________
Parent/Legal Guardian/Caregiver Name /Address/Phone Number:_________________________________________________
_________________________________________________________________________________________________
How did you learn about the program? ___________________________________________________________________
Recent medical tests: Last Tetanus Shot: ________________    Tuberculosis Test  +  --  Date: __________________


(Consult your physician or local health department if you are not up to date with these shots/tests)


Health History
Please describe your current health status, particularly regarding the physical/emotional demands of working in an equine assisted
program.  Address fitness, cardiac, respiratory, bone or joint function, recent hospitalizations/surgeries, or lifestyle changes.
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________


Allergies: _________________________________________________________________________________________
_________________________________________________________________________________________________


Medications: ______________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________


Check which areas you are interested in:


Program Special Events Administration
Horse Handling Horse Show Public Relations Photography/Video
Sidewalking with a Student Fundraising Grant Writing Budget & Finance
Stable Management Special Olympics Newsletter Future Planning
Facility Repairs Trail Rides Volunteer Recruitment


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 center’s program.


Signature: __________________________________________________________ Date: ________________________
    (volunteer/staff/caregiver; signed in presence of center staff)
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Oologah-Talala Schools


Volunteer/Staff Information Form and Health History -
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Name: ____________________________________________________________________________________________


Address: __________________________________________________________________________________________


Phone: _______________________________________________   Date of Birth: _________________________________


Photo Release
I DO


DO NOT
consent to and authorize the use and reproduction by ________________________________________________________


of any and all photographs and any other audio/visual materials taken of me for promotional material, educational activities, exhibi-


tions or for any other use for the benefit of the center.


Signature: ____________________________________________________________    Date: _______________________


Background Information
Have you ever been charged with or convicted of a crime?  Y    N; please explain ____________________________________


__________________________________________________________________________________________________


__________________________________________________________________________________________________


I, ___________________________________ (volunteer/staff), authorize __________________________________ 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 or animals.


I understand that such access is for the purpose of considering my application as an employee/volunteer, and that I expressly DO


NOT authorize the PATH Int'l center, its directors, officers, employees, or other volunteers to disseminate this information


in any way to any other individual, group, agency, organization, or corporation.


Signature: ____________________________________________________________    Date: ______________________
   (volunteer/staff)


CURRENT DRIVER’S LICENSE    Y    N LICENSE NUMBER ________________________________   STATE _______


Confidentiality Agreement
I understand that all information (written and verbal) about participants at this PATH Int'l center is confidential and will not be
shared with anyone without the expressed written consent of the participant and their parent/guardian in the case of a minor.


Signature: ____________________________________________________________    Date: ______________________
   (volunteer/staff)


(PATH Int'l center)


(center)







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







  


 


   
 
 
 


This form is to be completed by the department that will submit these required documents to the Employment & 
Benefits office, at least two (2) weeks prior to start date.  Incomplete documentation will be returned to the 
department. 


 


 


Volunteers are required to be at least 15 years of age and be a U.S. Citizen or Legal Permanent 


Resident. 
 


 
  
 
 
 
 
 
 
 
 
 
 
 
Required Documentation: 


 Volunteer Service Application 
 Volunteer Service Background Check Authorization 
 Volunteer Service Agreement  & Release or Volunteer Service Parental Consent 


Agreement & Release 
 Copy of proof of age document 
 Copy of proof of U.S. Citizenship or Permanent Residency 


 


VOLUNTEER SERVICE 
CHECKLIST 


 


Volunteer Name:  _______________________________________________ 
Social Security No.:   _______________________________________________ 


Department & Division:  Bit by Bit
Dept Contact Name & Phone #:   Kyla Somerville / 918-371-1750
 
 Start Date:________________ End Date: ______________  (no more than two years) 


 
Check one:    ____15 to 17 years of age OR  ____at least 18 years of age 
Check one:    ____U.S. Citizen                  OR  ____Permanent Resident 


 
 
 
 
 
D 


 
 Volunteer Services Application 
 Volunteer Services Background Search Form (n/a for under the age of 18????) 
 Volunteer Services Agreement (n/a if the participant is 15 years of age????) 
 Curriculum Vitae (n/a for under the age of 18) 
 Environmental Health & Safety Mandatory Training Checklist 
 Proof of Age Form (attach copy of supporting document) 
 Proof of U.S. Citizenship or Permanent Resident (attach copy of supporting 


document) 
 Proof of TB Test (attach copy) – only for participants dealing with human subjects or 


patients??? 
 Proof of Medical Insurance (attach copy) 
 
 


Additional form required for Volunteers under 18 years of age: 
 Parental Consent Form  


 
 







  


 
       
       (For Use in Conducting Criminal Background Check) 


 
PRINT NAME:  Last  
                            


First 
 


Middle Initial 
 


Maiden Name 
 


SOCIAL SECURITY NUMBER 


 
DATE OF BIRTH 
 


SEX 
 


RACE 
 


DEPT CONTACT NAME DEPARTMENT DIVISION PHONE 


ACCOUNT NUMBER 
 


DURATION OF ASSIGNMENT 
           Start Date                              End Date 


BACKGROUND CHECK 
Have you ever pled guilty to a crime?  Yes  No    
Have you ever been convicted of a crime?  Yes  No  
Have you ever pled no contest or had adjudication withheld on any criminal charge?   Yes  No 
Do you have any criminal charges pending (excluding minor traffic violations)? Yes No 
 
If you answered yes to any of the above questions, please provide dates, places, details and dispositions of any convictions, 
pleas, sentences or pending issues:   (Attach a separate sheet, if necessary.) 
 
 


 


Have you been a defendant in a civil action for intentional tort?  Yes No    
If yes, explain the nature of the tort and the disposition of the action:  (Attach a separate sheet, if necessary.) 
Tort means a wrongful act (e.g., assault, battery, fraud, or injury) for which a civil action can be brought. 
 
 


CITIES/STATE(S) RESIDED IN WITHIN THE LAST THREE YEARS 
CURRENT ADDRESS 
 


HOME PHONE NUMBER 
(         ) 


PREVIOUS CITY/STATE/ZIP 
1.  


PREVIOUS CITY/STATE/ZIP 
2.    


PREVIOUS CITY/STATE/ZIP 
3.  


PREVIOUS CITY/STATE/ZIP 
4.  


 
If you receive an ID badge, this badge is the property of the University and is being issued to you at the University’s sole 
discretion, for identification purposes only while you are on the University premises.  This ID badge must not be used to 
represent the University, represent yourself as a University employee or agent, or as having any affiliation with the 
University other than that identified on the badge.  The University will perform a complete background investigation on you.  
The results of this investigation may result in you not being assigned to University facilities.  Additionally, the University may 
revoke your access to its facilities and/or require that you return the ID badge at any time for any reason.  By signing below 
you indicate your understanding, agreement and authorization of the above.   


 


I agree to conform to the rules and regulations of the University. 


SIGNATURE DATE 
 


The department must submit this completed form to contact office 


AT LEAST TWO (2) WEEKS PRIOR TO START DATE. 


 
 


VOLUNTEER SERVICE 
BACKGROUND CHECK 


AUTHORIZATION 







  


 
 


 
 
    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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VOLUNTEER SERVICE INFORMATION 


________________________________________________________________________________________________________ 
RSU Department  Division   Dept. Contact Name   Dept. Phone No. 
 
________________________________________________________________________________________________________ 
RSU Department Address:  Street Address  Building/Room No.  Zip    
 
________________________________________________________________________________________________________ 
Start Date  End Date  (not to exceed two years)    Estimated Hours Per Week         
 
Describe Roles and Activities as a Volunteer to be completed by center staff: 
 1.______________________________________________________________________________________________________ 
 
2.______________________________________________________________________________________________________ 
 
3.______________________________________________________________________________________________________ 
 
4.______________________________________________________________________________________________________ 
 
 
SIGNATURES 


 
I certify that all statements in this application are true.  I also agree that if I am accepted as a volunteer, I will abide by all 
regulations of Rogers State University. 
 
_______________________________________________________________________________________________________  
Participant Signature             Date 
 
_______________________________________________________________________________________________________  
Parental signature required if volunteer under 18 years of age     Date 
 
_______________________________________________________________________________________________________  
Department Sponsor:  Print Name and Title   Signature    Date 
 
_______________________________________________________________________________________________________  
Department Chair Signature         Date 
 
 


Hazardous Materials & Safety Issues – to be completed by the department 
 
Will any of the following be present 
during this voluntary service? 


Yes No Will any of the following be present 
during this voluntary service? 


Yes No 


Bloodborne pathogens   Contact with patients   
Chemicals   Contact with minors   
Formaldehyde/Xylene   Laboratory animals   
Radioactive materials   Lasers   
Infectious agents   Other (specify)   
         
 


The department must submit this completed form to the  


Employment & Benefits office 


AT LEAST TWO (2) WEEKS PRIOR TO START DATE. 


VOLUNTEER SERVICE 
APPLICATION 
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We are pleased that you have decided to volunteer your services to Rogers State 
University, Department of ___________________________________________. 
 
Please affirm your acceptance of the terms of this agreement, stated below, with your signature.  Also, 


please accept our sincere thanks for your valuable contribution to Rogers State University. 
 
 


I, Dr./Mr./Mrs./Ms.______________________________________________________________________ 
        (First name)          (Middle initial)              (Last name) 


in consideration of being allowed to participate in the volunteer service of Rogers State University (the 


“University”) do hereby agree that: 
 


 
1. I understand and agree that my volunteer service will be from   __       ____  to  ________   ___.   


    (Month/Day/Year)       (Month/Day/Year) 


At the end of such period, I understand that my volunteer service will cease and I will no longer be 
permitted access to University facilities in a volunteer capacity. 


 
2. I understand and agree that my volunteer service is in no way an offer of or employment by the 


University and that I shall not receive, nor be entitled to receive, any compensation, reimbursement or 


remuneration for my participation in my volunteer service.  I further agree to release the University from 
any and all claims to compensation, reimbursement or remuneration related to my volunteer service.  I 


also understand and agree that at no time will I be considered or deemed to be an agent, servant or 
employee of the University.   


 


3. I understand that I will be volunteering at a regional public university and I therefore agree to 
act appropriately and in a professional, courteous manner during my volunteer service.  I understand and 


agree that the University may terminate my volunteer service at any time, with or without cause. 
 


4. I understand that during my volunteer service, I may have access to, or may observe, certain 
information that is proprietary to the University and I hereby agree not to disclose, discuss or reveal any 


such information to parties outside of the University and to keep any University records or files, 


confidential. 
  


5. In consideration of my being allowed to participate in the volunteer service, I agree to release, 
indemnify and hold harmless the Board of Regents for Rogers State University, including its present and 


former Board, Rogers State University’s officers, directors, faculty, employees, and agents, and 


Participants, from and against any and all losses, expenses, claims, actions, liabilities and judgments 
(including attorney fees through the appellate levels), which I, my dependents, assigns, personal 


representatives, heirs or next of kin may sustain or suffer as a result of or arising out of my participation 
in the volunteer service, whether caused by the negligence, action or inaction of Rogers State University 


persons acting on its behalf or otherwise.  I also agree that I shall be fully responsible for any and all loss 
or damage that I inflict upon any person or upon the University’s facilities during my participation in the 


volunteer service.   


 
 


 


VOLUNTEER SERVICE  
AGREEMENT & RELEASE 
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6. I understand that as a university volunteer, Rogers State University does not provide me with 
accident or medical insurance, and is therefore not responsible for any accident or medical expenses 


incurred by me.  Further, I understand that I am not entitled to employee benefits as a result of my 
University volunteer affiliation. 


 


7. I understand that this release is intended to be as broad and inclusive as is permitted by the laws 
of the State of Oklahoma. 


 
8. I have read and understood this Volunteer Service Agreement and Release and I do voluntarily 


sign said document of my own accord and as a condition of being allowed to participate with my 


volunteer service.  Further, by signing this agreement I attest to the fact that I am eighteen years of age 
or older. 


 
 


___________________________________________________________________________________ 
Print Name 


 


___________________________________________________________________________________ 
Participant Signature       Date 


 
Provide one copy of this agreement to the university volunteer. 
Retain this agreement for seven years from the end of service.


VOLUNTEER SERVICE 
AGREEMENT & RELEASE 
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By signing below, I ____________________________________________, hereby attest to the following: 


 


 
1. I am the legal guardian of _________________________________, who is under eighteen years 


of age, and has my permission to participate as a volunteer from ____________ to __________at the 
Department of ________________________ at Rogers State University, according to the duties 


described in her/her Volunteer Service Application which I have read and signed.  At  the end of such 


period, I understand that his/her volunteer service will cease and he/she will no longer be permitted 
access to University facilities in a volunteer capacity. 


 
2. I understand and agree that his/her volunteer service is in no way an offer of or employment by 


the University and that he/she shall not receive, nor be entitled to receive, any compensation, 


reimbursement or remuneration for his/her participation in volunteer service.  I further agree to release 
the University from any and all claims to compensation, reimbursement or remuneration related to 


his/her volunteer service.  I also understand and agree that at no time will he/she be considered or 
deemed to be an agent, servant or employee of the University.   


 
3. I acknowledge that he/she will be volunteering at a regional public university and he/she will be 


expected to act appropriately and in a professional, courteous manner during his/her volunteer service.  I 


understand and agree that the University may terminate him/her volunteer service at any time, with or 
without cause. 


 
5. I acknowledge that during his/her volunteer service, he/she may have access to, or may observe, 


certain information that is proprietary to the University and he/she is hereby expected not to disclose, 


discuss or reveal any such information to parties outside of the University and to keep any University 
records or files, confidential. 


  
6. In consideration of allowing him/her to participate in the volunteer service, I agree to release, 


indemnify and hold harmless the Board of Regents for Rogers State University, including its present and 
former Board, Rogers State University’s officers, directors, faculty, employees, and agents, and 


Participants, from and against any and all losses, expenses, claims, actions, liabilities and judgments 


(including attorney fees through the appellate levels), which he/she, I, my dependents, assigns, personal 
representatives, heirs or next of kin may sustain or suffer as a result of or arising out of his/her 


participation in the volunteer service, whether caused by the negligence, action or inaction of Rogers 
State University persons acting on its behalf or otherwise.  I also agree that I shall be fully responsible for 


any and all loss or damage that he/she inflicts upon any person or upon the University’s facilities during 


his/her participation in the volunteer service. 
 


7. I understand that as a university volunteer, Rogers State University does not provide him/her 
with accident or medical insurance, and is therefore not responsible for any accident or medical expenses 


incurred by him/her or me.  Further, I understand that he/she is not entitled to employee benefits as a 


result of his/her University volunteer affiliation. 
 


8. I understand that this release is intended to be as broad and inclusive as is permitted by the laws 
of the State of Oklahoma. 


 
 


VOLUNTEER SERVICE PARENTAL 
CONSENT AGREEMENT & RELEASE 


 
Required for participants under 18 years of 


age 
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9. I have read and understood this Volunteer Service Agreement and Release and I do voluntarily 


sign said document of my own accord and as a condition of him/her being allowed to participate in 


volunteer service. 
 
 
___________________________________________________________________________________ 


Print Name 
 


___________________________________________________________________________________ 


Signature of Legal Guardian      Date 
 


 
Print the full name and address of a person who can be reached between the hours of 8:30 a.m. and 


5:00 p.m. in case of emergency. 


 
___________________________________________________________________________________ 


Print Name       Relationship 
 


__________________________________________________________________________________ 
Address        Phone Number 
 
 
 


Provide one copy of this agreement to the university volunteer. 
Retain this agreement for seven years from end of service. 


VOLUNTEER SERVICE PARENTAL 
CONSENT AGREEMENT & RELEASE 


 
Required for participants under 18 years of 


age 
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