*

Allblale 1 o Sockl Becuity APPLICATION FOR ATHLETE Fisne chackappropistaie:
e o= PARTICIPATION IN SPECIAL OLYMPICS [ Special Olympics Athiste
Date of Birth / / [ ] unified Teammate / Partner
Height Weight COUNTY School or Agency
[Nameot Day Phone ing Phone
Athlete: Number{ ) Number:{ )
Address: City: State: Zip:
Parent o Bay Phone Evening Phone
Guardian: Member | ); Number )i
Address: Cay: Sl yis
TRERGENCY INFORMATION
Emergency Day Phone Evening Phone
Contact Person: Number: ( ) Number.{ )
Address: City: State: Zip:
HEALTH AND ACCIDENT BNSURANCE INFORMATION
Company Name:
(Athietes without insurance, write NONE) Policy Number:
HERLTH WY ORMATION
Please Circle Appropriate:
Down Syndrome YES NO Fainting Spefis YES NO
Atfonio-axial instabilily Svaluation by X-may YES RO Heat ifness or Coli Injury YES NO
{circle YES for posiive, NO for negafive Hemia or Absence of 1 Testicie YES NOC
and NONE for no X-Ray avaiable) NONE Recent Contagious Disease or Hepatifis YES NO
Kidney problems or loss of function
HISTORY OF in one kidney YES NO
Diabeles YES NO Pregnancy YES NO
Heart Problems YES NO Bone or Joint problems YES NO
Seizures YES NO Conlacl Lens / Blasses YES NO
Legafly Bind YES NO Dentures / False Testh YES ND
Vision problems andlor less than 20720 Emotional problems YES NO
vision in cne or both eyes YES NO Special Diel neads YES NO
Eegafy Deaf YES KRG Asihmz ¥ES MO
Hearing Aid / Hearing problems YES KO High [ Low Siood Pressae YES NO
Requires Wheelchair YES NO Other
Motor impariment requiring special equipment  YES NO
Non-Verbai Individual YES NO Biood Pressure: / Pulse:
Bleeding Problem YES NO
COMMENTS - SEE BACK
MEDICATIONS
{Medication Name: Amount: Time: |Date Prescribed:
Alfergies to Medication
BAMUNZATIONS
elanus: Yes No Date of Last Tetanus Shot: Polio:  Yes No
Signature of Person Who Completed Health information (Normally signed by Parent, Guardian or Adult Athlete)
SIGNATURE: DATE:
I THERE IS ANY SIGNIFICANT CHARGE IN THE ATHLETE'S HEALTH, THE ATHLETE'S CORDITION SHOULD BE REVEMWED BY A PHYSICIAN BEFORE FURTHER PARTICIPATION
MEDICAL CERTIFICATION
NOTICE TO PHYSICIAN: If ihe athiete has Down Syndrome, Special Olympics requires that the athiete have a full radiclogical examination establishing fhe absence of Atianto-
axial Instability before hefshe may parlicipate in spors or events which, by their nature, may result in hyper-extension, radical flexion or direct pressure on the neck or upper sping
The spors and events for which such a radiological examination is required are equestrian sports, gymnastics, diving, pentathion, butterfly stroke, diving starts in swimming. high
BHECK:::E tmmmmmmvmmm d iy e apph S centify heTe is 1o Mefical SRGencE aualiahie 10 me WINGCH Woulll
preclude the aihiele’s particioalion in Scecial Olvamics.
jAthiete Restrictions:
Physician’s Name: Phone Number { )
Address: City: State: Zip:
PHYSICIAN'S SIGNATURE: DATE:

‘Croated by 1he Joseph B. Kennedy, Jr. FounGation
MUST BE SIGNED BY MD, DO, CRNP, FNP or PA



