APPLICATION FOR PARTICIPATION IN SPECIAL OLYMPICS

	DEMOGRAPHICS


	LOCAL PROGRAM:
	
	Athlete School/Workplace:  __________________
Grade (if applicable)  _______________________

	
	
	
	
	
	
	
	 FORMCHECKBOX 
 Male  

 FORMCHECKBOX 
 Female
	Date of Birth (month/day/year)

	Athlete’s Name
	
	
	
	_____/_____/___
	

	Athlete’s Address
	
	
	Athlete Home Phone #
	
	

	
	City                                                                      State                              Zip
	
	Athlete Mobile Phone #
	_________________

	Parent/Guardian’s Name
	
	
	Parent Primary Phone  #
	
	

	Parent/Guardian’s Address (if different than athlete)
	
	
	Parent  Secondary Phone #
	
	

	
	
	
	
	

	Emergency Contact (if other than parent/guardian)
	
	
	Primary Phone #
	
	

	Alternate Emergency Contact 
	
	
	Primary Phone #
	
	

	Health/Accident Insurance Company
	
	
	Policy #
	
	

	SONC receives inquiries from various agencies and granting organizations regarding racial/ethnic composition.  

Please mark the appropriate box in each category:

Race:   FORMCHECKBOX 
 White       FORMCHECKBOX 
  Black/African American          FORMCHECKBOX 
  American Indian/Alaskan Native

            FORMCHECKBOX 
Asian        FORMCHECKBOX 
Two or More Races                    FORMCHECKBOX 
  Other

Ethnicity:                 FORMCHECKBOX 
  Hispanic/Latino (any race)       FORMCHECKBOX 
  Not Hispanic/Latino

	HEALTH HISTORY

	Yes
	No
	
	Yes
	No
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	*Heart disease/heart defect / high blood pressure
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Allergy:

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	*Chest pain
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Medicines:
	
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	*Seizures / epilepsy / fainting spells
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Food:
	
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	*Diabetes
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Insect stings/bites:
	
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	*Concussion or serious head injury
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Special diet

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	*Major surgery or serious illness
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Tobacco use

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	*Blindness / visual problem
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Easy Bleeding

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	*Asthma
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Emotional / psychiatric/ behavioral

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Heat stroke / exhaustion
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Sickle cell trait or disease

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Contact lenses / glasses
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Immunizations up to date

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Hearing loss / hearing aid
	
	
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Bone or joint problem
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Other:

	Date of most recent tetanus immunization ______/_____/_____
	
	
	
	
	

	(*) Requires physical examination every three years if checked “yes”
	
	

	

	Signature of parent/guardian/caregiver/adult athlete:
	
	Date
	_____/_____/_____

	
	
	
	

	FOR ATHLETES WITH DOWN SYNDROME

	EXAMINER’S NOTE: If the athlete has Down Syndrome, Special Olympics requires a full radiological examination establishing the absence of Atlanto-Axial Instability before he/she may participate in sports or events which by their nature may result in hyperextension, radical flexion or direct pressure on the neck or upper spine.  The sports and events for which such radiological examination is required are: judo, equestrian sports, gymnastics, diving, pentathlon, butterfly stroke and diving starts in swimming, high jump, alpine skiing, snowboarding, squat lift, and football team competition (soccer).

	Yes
	No
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Does the athlete have Down Syndrome?

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Has an x-ray evaluation for atlanto-axial instability been done?

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	If yes, was it positive for atlanto-axial instability? (positive indicates that the atlanto-dens interval is 5mm or more)

	PHYSICAL EXAMINATION

	Blood pressure: _____/_____  Weight: _____ Height: _____

	Normal/Abnormal
	
	Normal/Abnormal
	
	Normal/Abnormal
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Vision
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Cardiovascular system
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Cranial nerves

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Hearing
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Respiratory system
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Coordination

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Oral cavity
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Gastrointestinal system
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Reflexes

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Neck
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Genitourinary system
	
	
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Extremities
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Skin
	
	

	Other:
	
	

	Primary MR Etiology/Category:
	
	

	
	
	

	I have reviewed the above health information and have performed the above examination on this athlete within the past 6 months and certify that the athlete can participate in Special Olympics.

	RESTRICTIONS:
	
	

	EXAMINER’S SIGNATURE:
	
	Date
	_____/_____/_____

	EXAMINER’S NAME:
	
	
	

	ADDRESS:
	
	

	
	
	PHONE:
	
	

	


OFFICIAL SPECIAL OLYMPICS RELEASE FORM

TO BE COMPLETED BY PARENT, GUARDIAN, CAREGIVER OR ADULT ATHLETE

Local Program ​​​​​​​​​​​​​​​​​​​​​​​​​​​​​_________________________________________________________________________________________



I represent and warrant that to the best of my knowledge and belief, ______________________________________________ is physically and mentally able to participate in Special Olympics.  With my approval, a licensed physician has reviewed the health information set forth in the Application for Participation, and has certified, based on an independent medical examination, that there is not medical evidence which would preclude the athlete’s participation.  I understand that if the athlete has Down Syndrome, he/she cannot participate in sports or events which, by their nature result in hyper-extension, radical flexion or direct pressure on the neck or upper spine unless a full radiological examination establishes the absence of Atlanto-Axial instability.  I am aware that the sports and events for which this radiological examination is required are equestrian sports, gymnastics, diving, pentathlon, butterfly stroke and diving starts in swimming, high jump, alpine skiing, and soccer.


In permitting the athlete to participate, I am specifically granting my permission to Special Olympics to use the athlete’s likeness, name, voice and words in television, radio, film, newspapers, magazines, and other media, and in any form for the purpose of advertising or communicating the purposes and activities of Special Olympics and/or applying for funds to support those purposes and activities.


If a medical emergency should arise during the athlete’s participation in any Special Olympics activities at a time when I am not personally present so as to be consulted regarding the athlete’s care, I hereby authorize Special Olympics on my behalf, to take whatever measures are necessary to insure that the athlete is provided with any emergency medical treatment, including hospitalization, which Special Olympics deems advisable in order to protect the athlete’s health and well-being.


I authorize the participation of the athlete in the Healthy Athletes Programs which offer non-invasive health care services to athletes at Special Olympics events.  Services may be offered in the following areas:  vision; oral health; hearing; physical therapy; and a variety of health promotion areas (height, weight, sun protection, etc.).  I understand the following:  1) participation in the Healthy Athletes venues is free of charge, 2) participation is voluntary and that authorization can be withdrawn at any time without penalty, 3) participation in Healthy Athletes is not a requirement for participation in other Special Olympics activities, 4) the provision of these health services is not intended as a substitute or alternative to regular care that has been received in the past or that may be recommended in the future, and 5) information that is gathered as a part of the screening process may be used in group form (anonymously) to assess and communicate the overall health needs of athletes and to develop programs to address those needs.


I, the undersigned, am parent, guardian, caregiver, athlete (own guardian) of the below specified person.  I have read and fully understand the provisions of the above release and have explained them to that person.  I hereby agree that I and said person will be bound thereby and I shall defend you and hold you harmless for any disaffirmation thereof by said person.


I hereby give my permission for _______________________________________________________________ to participate in

Special Olympics training, competition, and physical activity programs.

________________________________________________________________          _________________________________

Signature of Parent/Guardian/Caregiver/Athlete (over 18-own guardian)                                          Date

ATHLETE VOLUNTEER SCREENING INFORMATION:  Only to be completed if athlete is serving in a volunteer capacity (i.e. Global Messenger, speech coach,

sport coach, etc.)

Please check yes or no


1.  Do you use illegal drugs?                                                                                                  *yes _________     no __________


2.  Have you ever been convicted of a criminal offense?                                                       *yes _________     no __________


3.  Have you ever been charged with neglect, abuse, or assault?                                         *yes _________     no __________


4.  Has your driver’s license ever been suspended or revoked in any state?                         *yes _________    no __________

                                                                 * You may be asked to provide a written explanation for questions answered “yes”
CENSUS UPDATE FORM          


1
Please indicate all sports in which this athlete has participated in within the past three years.


Aquatics
Bowling
Golf
Tennis
Unified Sports (:

Athletics
Ramp
Ind. Skills
Ind. Skills
Bocce Doubles

Basketball
Singles
9 hole Ind.
Short Court
Bocce Team

5 on 5
Doubles
Alt shot 
       Match Play
Bowling Doubles

3 on 3
Team
Team Play
Volleyball
Bowling Team

Ind. Skills
Cheerleading
18 hole Ind.
Team
Golf

Bocce
Cycling
Gymnastics
Ind. Skills
Tennis

Singles
Equestrian
Powerlifting
MATP

Softball


Floor Hockey
Rollerskating
Play Activities
Volleyball 

     Doubles             Soccer
Softball
Winter Sports:
Other Sports: ___________________

Team
Team
                   Team   
Alpine Skiing
 
                                       Ind. Skills
             Ind. Skills

Figure Skating




Speed Skating






2
Does this person only participate in Special Olympics Training?  Yes      No 

3
Does this person participate in Special Olympics Athlete Leadership Programs (ALPs)?  Yes      No 



If yes, which programs? _____________________________



Does s/he only do ALPs (no sports training)?  Yes     No

