Animal Assisted Therapy Services
4 Oxford Road, Building D, Suite 5/6, Milford, CT 06460
 (203) 804-5343
chris.patella@aatsct.org
The mission of Animal Assisted Therapy Services is to provide persons with physical, cognitive, or psychosocial disabilities the opportunity to experience the power of the human/animal bond as therapeutic intervention thus promoting lifelong health and wellness.

POLICIES AND GUIDELINES

Enrollment:
No one may participate in any AaTs activities until the following mandatory forms are filled out, signed, and dated by the appropriate party.
1. Registration and Release Form
2. Authorization for Emergency Medical Treatment
3. Photo/Video Release Form
AaTs staff is available for consultation throughout the application process and at any time during the program session. Please call with any questions, concerns, suggestions, or comments: (203) 804-5343.

Attendance:
Regular attendance is expected from all participants. There are NO refunds for missed classes and NO refunds beyond the start of the session. 
Participants who must be absent should notify the office by phone or email 24 hours in advance. 
In the event of unforeseen circumstances such as inclement weather or teacher illness, all reasonable attempts will be made to notify clients at least two hours prior to a schedule change. In the event that a class must be cancelled, the client will receive a make-up class.

Payment:
[bookmark: _GoBack]All payments are due on, or before, the first class of the session via check or cash. 













Animal Assisted Therapy Services, Inc.
Equine and Canine Programs

"FOR THE LOVE OF THERAPY ANIMALS!"

REGISTRATION AND RELEASE FORM

Participant’s Name:________________________________DOB:______________________________

Address:__________________________________________________________________________________

Home Phone:___________________________________Cell Phone:___________________________

Email:_____________________________________________________________________________________

Found out about the program through:   ______________________________________________

Medical Problems/meds/food allergies:_______________________________________


Liability Release (Required): (Name)____________________________________would like to participate in Animal Assisted Therapy Services program. I acknowledge the risks and potential for risks of working with animals, including the potential for bodily harm. However, I feel that the possible benefits are greater than the risk assumed. I hereby, intending to be legally bound for myself, my heirs and assigns, executors, and administrators, waive and release forever all claims for damages against Animal Assisted Therapy Services, its Board of Directors, Instructors, Aids, Volunteers, and/or Employees for any and all injuries and/or losses sustained while participating in the program from whatever cause including but not limited to the negligence of these released parties.
The undersigned acknowledges that he/she has read this Registration and Release Form in its entirety; that he/she understands the terms of this release and has signed this release voluntarily and with full knowledge of the effects thereof.

Signature:_________________________________________________________________________________

Date:_______________________________________________________________________________________



Date received:_________________________________________

Payment received: ___________________________________








AUTHORIZATION FOR EMERGENCY MEDICAL TREATMENT


Name:________________________________________________________DOB:________________________

Address:____________________________________________________________________________________

Home Phone:______________________________________Cell Phone:___________________________

Email:________________________________________________________________________________________

Physician’s Name:__________________________Preferrred MedicalFacility:_______________ 

Health Insurance Co:__________________________ Policy Number:_________________________

Emergency Contact:_________________________________________Relationship:_______________

Home Phone:________________________________________Cell Phone:__________________________

Emergency Contact:_________________________________________Relationship:_______________

Home Phone:________________________________________Cell Phone:__________________________

In the event that 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 Animal Assisted Therapy Services to secure and retain medical treatment and transportation, if needed. I also authorize the release of client records upon request to the authorized individual or agency involved 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) listed cannot be reached.
Consent Signature:________________________Date:__________________Relationship:________


NON-CONSENT PLAN
I do not give 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. In the event emergency treatment/aid is required, I wish the following procedures to take place. Please give details:____________________________________________

Non-Consent Signature:____________________Date:_________________Relationship:___________





AUTHORIZATION FOR TAKING AND USE OF PHOTOGRAPHS AND VIDEO AND AUDIO RECORDING

I AUTHORIZE ANIMAL ASSISTED THERAPY SERVICES (AaTs), and any person acting on AaTs’s behalf, to take my photograph, or to create a video or audio recording of me, and to use that photograph or video or audio recording, or to use a photograph or video or audio recording previously taken by AaTs, for AaTs business purposes. I understand that AaTs’s business purposes include, but are not limited to, the creation of AaTs-sponsored publications, educational materials, and external marketing. I acknowledge that I am not a professional actor and am not generally known to the public. I understand that any photographs or video or audio recordings created by AaTs are AaTs’s property. I understand I will not be compensated for such photographs or video or audio recordings.

I hereby irrevocably authorize AaTs, or any person acting on its behalf, to edit, alter, copy, exhibit, publish or distribute any photograph or video or audio recoding of me for the purposes described above. In addition, I irrevocably consent to such use or disclosure without my prior inspection or approval of the finished product including written or electronic copy, wherein my likeness appears.

I understand that AaTs is not responsible for any use or disclosure of any photograph or video or audio recording of me not authorized by AaTs. I hold AaTs harmless from any loss, damage or injury resulting from any such unauthorized use or disclosure.


Full Name: (printed)_____________________________________________________

Signature:________________________________________________________________

Signature (Parent/Guardian)___________________________________________

Date:______________________________________________________________________













