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‘ APPLICATION FOR PARTICIPATION SPECIAL OLYMPICS MICHIGAN  AREA LOCAL

(Athlele first name and Inftial Alhlsle lastname Emaf addrass Atrtele dafe of birth (mmv/ddfvy) )
] / /.
Homa address {number and skeel) Apl. rio. Phone number for athlete Plaase Indicate the alhlele's gendar:
. 1 Male i’} Female
Cily or tovm, state, and 2ip coda Alhlefe’s health /insurance company Policy number
Parent/guardian hrstname and initial Parent/guardian fast name Name for an emergency conlact

Parentiguerdian sddress (number and street) ifdifferent from above

FPhona number foremergency contact

City or fown, sfate, and zip code

Piease Indicats the athlele's race/efhnicity {optional):

Salzure f Epllepsy
Indlcate frequency

Diabeles
Please Indicate: [} Type |

Down syndrome

Concussion/Serious head Infury
Date of Infury

Bedwetter

Shun!

1 Mediclnes

Asthma oraxerclse-nduced wheezing

Have x~ays been laken te check for allantoaxiel

Instadiity (A} Ol es ClNe [ Daleofxray
W/as Al present? Oves ClNo |

Mofor Impairment requ!r'fng speclal equipment
Allargies (please check box and llst specific affergy)

7] American Indien ] Black or Afiican American
Parenliguardian home phone Parentiguardian work phone [ Astan [1 Hispanic orLatino
] white O otrer
\ J
(" Fieass check yes orno fo the following haalh condiiions: UszeTioNG | GUARDIAN RELEASE
Yes 1o By submillling this form, | hereby request permisslon for the above-named applicart (hergafler N

Crypeti

B Foods

[} insect bitesfstings
O other

Immunizations are up lo dale
Dale of last felanus shot

Tendancy to bleed

Chest pain/ Falnting spelif Heat

Deformitias {for exampls, curvall
kidney, ona testicls, efc.}

Special diel

{for axarnple, HIV, Hepatilis B}

Bone or foint disorder

Urination/bowel problem

bind or wears glasses/contacls

chipped leeth, bridges)

Hajor surgery or serious llness

other assistive devices)

Heart disease/ Hearl defact! High blood pressure

Blovd-borne contaglous Ifection carrier

Emotionalf Psychlalric/ Befavioral problems

Visual/Hearing impafrment or correction (for example,
Dental concerns (for exampla, denlures, braces,
Cthar or new problams that would Inlerfere with or
modify sports participation {for example, wheeichalr,

Have you ever been convicled or cherged with @ criminal

slroke/ Exhaustion
ure of back, ong

orhearing alds)

uwit?

offense, neglect, abuse, or assal
For any ‘yes’ responses fo questions

12-24, please explah:

referred fo as “enlrant’} fo particlpate In Special Qlympics. | represent and warrant fhal the entrant Is
physically and menfally abla fo parlicipate In Speclal Clympics, and | submit @ subscribed medlcal
certiicate. | understand that it Is the entrants responsibliily lo acquire, review and complele the
Athlote Code of Conduct form for the safsly and heaith of hoth the entrant and fellow alilefes. 1 grant
permission for Spsclal Olympics fo use the likendss, volce, and words of the anirant in TV, radio,
newspapers, magaezines, and other medla for the purpose of communicating the misslon and activities
of Special Qlympics andfor applying for funds to support the mission and activitles of Speclal Olymples.
| authorize Special Olymples to teke such measures and arrange for such medical and hospital
treatment as may be deemed advisable for tha health end well-balng of the gnfrant in the event that
hefsha becomes ilf or injured at any Speclel Olymples activily and no responsible aduit auihorized fo
act on the snlrant's behalf Is Immedialely avaliable fo be consulfed as fo the appropriale medical care
for the entrant. | understand that if housing fs provided af evanls, entrants will ba sharlng rooms with
other entranis or volunfesrs of the same gender.

This forn Is not valid without tha dated slgnafure of a Parenb'!.‘egaf Guardian end a Medical Examiner
or if alfered In any way. This form is valid for three yesrs from the medical exam dafe.

By signing below, | acknowledge fhat | have read, fully understand, and agree fo bo bound by the
provision of this release,

Signature of Parent/l egal Guardian Dala

Nole ta enltrant {or parent of entraaf) with Down Syndrome: If a radiolagical exam cartifies the presence of atlanloaxial
Instablity, the enirant and two physicians musk complefe the “Speclal Refease for Alhteles willk Allantoaxia!
Instabiiity™ to participate in sporfs that may cause hyper-extension, ragial flexton, or direct pressure on the neck or
upperspine.

SECTIOND | MEDICAL CERTIFICATION To be completed by craminer

(Skin Head Eyes Ears 1
Nose Mouth/Throat Neck Lungs

Heart |Abdomen Exiremifies Genital

Athlate hefght IAlnfei‘e weight |B.'ood pressure

List health concernsiconditions that Speclal Olympics should be aware of for this athiale:

Pigase read and check box ) .

31 have exemined the Individual named In thls application and reviewed the Athlate Health Dafain Section B, and!
certify that there s na medical evidsrice avallable to me which would preciude this athiete from participabion fn
Speclal Olymples.

Signalure of Exanyiner Data
Examiner's Name Examiners Tile {M.D.,, D.O,, CN.F PA)
Address Phone

Note to examiner: if the atilele has Down Syndrome, Speclal Olymplcs [equlres thata il ratfiologlcal exam ba
conduelad which certifiss the absence of aliantasxial Instability before the slhiste mey participala In sporls orevenls
which may resull In hyperextension, radial fiexdon, or diract pressure on the neeX or upper spine.

",

(st medications being taken by athlete. if more than 3 medicaiions, silach a separale sheel lisling alf medications: 1
Medicalion Name Dosage | Time(s) Adminisfered | Date Prestribed

Lz& Please indicate intellectual disability diagnosis If know {condition or cause):
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