$WKOHWH0HGLFDO)RUP±HEALTH HISTORY

Pages 1-3 to be completed by the athlete or parent/guardian/caregiver.
SEND TO: SPECIAL OLYMPICS DELAWARE, 619 S. COLLEGE AVE., NEWARK, DE 19716

AREA:
NAME OF SCHOOL:
ATHLETE INFORMATION
)LUVW1DPH 
/DVW1DPH

PARENT

0LGGOH1DPH





'DWH%LUWK(mm/dd/yyyy)  
$GGUHVV 6WUHHW 

)HPDOH 

0DOH 



1DPH



3KRQH



(PDLO



GUARDIAN INFORMATION (if not own guardian)

Cell:

(PHUJHQF\&RQWDFW1DPH

$GGUHVV &LW\6WDWH=LS  

6DPHDV$ERYH 

(PHUJHQF\&RQWDFW3KRQH FHOO 

3KRQH 

&HOO

(PHUJHQF\&RQWDFW5HODWLRQVKLS

(PDLO 



(\HFRORU

(WKQLFLW\



(optional)

'RHVWKHDWKOHWHKDYHDSULPDU\FDUHSK\VLFLDQ"

,QVXUDQFH3ROLF\ &RPSDQ\DQG1XPEHU 
<HV 

I am my own guardian.



Does the athlete have (check any that apply):
'RZQV\QGURPH

&HUHEUDO3DOV\

)HWDO$OFRKRO6\QGURPH

2WKHUV\QGURPHSOHDVHVSHFLI\

)UDJLOH;6\QGURPH

Form.

List any sports the athlete wishes to play: 





Is the athlete allergic to any of the following (please list):
/DWH[



'RHVWKHDWKOHWHKDYHDQ\REMHFWLRQVWRHPHUJHQF\PHGLFDOFDUH"
 1R

<HVIf yes, contact your local Program to get the Emergency Care Refusal

1R

$XWLVP

1RIf yes, list.

3K\VLFLDQ
3KRQH

3K\VLFLDQ1DPH

$WKOHWH(PSOR\HULIDQ\

<HV

Has a doctor ever limited the athlete’s participation in sports?
 1R
<HV If yes, please describe:

1R.QRZQ$OOHUJLHV


0HGLFDWLRQV

Does the athlete use (check any that apply):

,QVHFW%LWHVRU6WLQJV
)RRG

 %UDFH

 &RORVWRP\

 &RPPXQLFDWLRQ'HYLFH

List any special dietary needs:

 &3$30DFKLQH

 &UXWFKHVRU:DONHU


 'HQWXUHV



 *ODVVHVRU&RQWDFWV

 *7XEHRU-7XEH

 +HDULQJ$LG

List all past surgeries:

 ,PSODQWHG'HYLFH

 ,QKDOHU

 3DFHPDNHU

 5HPRYDEOH3URVWKHWLFV

 6SOLQW

 :KHHO&KDLU

Does the athlete currently have any chronic or acute infection?
 1R
<HVIf yes, please describe:




Has the athlete ever had an abnormal Electrocardiogram (EKG) or
Echocardiogram (Echo)? If yes, select below and describe
 <HVKDGDEQRUPDO(.*
<HVKDGDEQRUPDO(FKR


Has the athlete had a Tetanus vaccine in the past 7 years?  1R  <HV
FAMILY HISTORY
+DVDQ\UHODWLYHGLHGRIDKHDUWSUREOHPEHIRUHDJH"

No

Yes

+DVDQ\IDPLO\PHPEHURUUHODWLYHGLHGZKLOHH[HUFLVLQJ"

No

Yes

/LVWDOOPHGLFDOFRQGLWLRQVWKDWUXQLQWKHDWKOHWH¶VIDPLO\

SPECIAL OLYMPICS DELAWARE, 619 S. COLLEGE AVE., NEWARK, DE 19716
WWW.SODE.ORG
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$WKOHWH0HGLFDO)RUP±HEALTH HISTORY

Pages 1-3 to be completed by the athlete or parent/guardian/caregiver.

Athlete’s Name:



HAS THE ATHLETE EVER BEEN DIAGNOSED WITH OR EXPERIENCED ANY OF THE FOLLOWING CONDITIONS

/RVVRI&RQVFLRXVQHVV

'L]]LQHVVGXULQJRUDIWHUH[HUFLVH
+HDGDFKHGXULQJRUDIWHUH[HUFLVH

<HV

+LJK%ORRG3UHVVXUH

1R

<HV

+LJK&KROHVWHURO

1R

<HV

9LVLRQ,PSDLUPHQW

1R

<HV

6WURNH7,$

1R

<HV

1R

<HV

&RQFXVVLRQV

1R

<HV

1R

<HV

$VWKPD

1R

<HV

1R

&KHVWSDLQGXULQJRUDIWHUH[HUFLVH

1R

<HV

+HDULQJ,PSDLUPHQW

1R

<HV

'LDEHWHV

1R

<HV

6KRUWQHVVRIEUHDWKGXULQJRUDIWHUH[HUFLVH

1R

<HV

(QODUJHG6SOHHQ

1R

<HV

+HSDWLWLV

1R

<HV

,UUHJXODUUDFLQJRUVNLSSHGKHDUWEHDWV

1R

<HV

6LQJOH.LGQH\

1R

<HV

8ULQDU\'LVFRPIRUW

1R

<HV

1R

<HV

6SLQD%LILGD

1R

<HV

1R

<HV

$UWKULWLV

1R

<HV

&RQJHQLWDO+HDUW'HIHFW

1R

<HV

2VWHRSRURVLV

+HDUW$WWDFN

1R

<HV

2VWHRSHQLD

1R

<HV

+HDW,OOQHVV

1R

<HV

1R

<HV

%URNHQ%RQHV

1R

<HV

'LVORFDWHG-RLQWV

1R

<HV





&DUGLRP\RSDWK\

1R

<HV

6LFNOH&HOO'LVHDVH

+HDUW9DOYH'LVHDVH

1R

<HV

6LFNOH&HOO7UDLW

+HDUW0XUPXU

1R

<HV

(QGRFDUGLWLV

1R

(DV\%OHHGLQJ

1R



<HV

Difficulty controlling bowels or bladder



<HV




Describe any past broken bones or dislocated joints(if yes is 
checked for either of those fields above)

1R

<HV



1R

<HV



1R

<HV



1R

<HV

Weakness in legs, arms, hands or feet



1R

<HV

Epilepsy or any type of seizure disorder

If yes, is this new or worse in the past 3 years?



1R

<HV

If yes, list seizure type:

1R

<HV

If yes, is this new or worse in the past 3 years?
Numbness or tingling in legs, arms, hands or feet
If yes, is this new or worse in the past 3 years?

Burner, stinger, pinched nerve or pain in the neck, back,
shoulders, arms, hands, buttocks, legs or feet



If yes, is this new or worse in the past 3 years?



1R

Head Tilt



If yes, is this new or worse in the past 3 years?
Spasticity


If yes, is this new or worse in the past 3 years?
Paralysis


If yes, is this new or worse in the past 3 years?

1R

<HV



If yes, had seizure during the past year?



1R

<HV

<HV

Self-injurious behavior during the past year

 1R

<HV

1R

<HV

Aggressive behavior during the past year

1R

<HV

1R

<HV

Depression (diagnosed)



1R

<HV

1R

<HV

Anxiety (diagnosed)



1R

<HV

1R

<HV

Describe any additional mental health concerns:

1R

<HV

1R

<HV




List any other ongoing or past medical conditions:

PLEASE LIST ANY MEDICATION, VITAMINS OR DIETARY SUPPLEMENTS BELOW(includes inhalers, birth control or hormone therapy)

Medication, Vitamin or Supplement

Medication, Vitamin or Supplement
Dosage Times
per Day

Dosage Times
per Day

Medication, Vitamin or Supplement

Dosage Times
per Day





























































Is the athlete able to administer his or her own medications?

Name of Person Completing this Form

1R <HV If female athlete, list date of last menstrual period:

Relationship to Athlete

SPECIAL OLYMPICS DELAWARE, 619 S. COLLEGE AVE., NEWARK, DE 19716
WWW.SODE.ORG

Phone

Email

6SHFLDO2O\PSLFVMedical Form _  2RI5

Waiver and Release Form
Pages 1-3 to be completed by the athlete or parent/guardian/caregiver.

PARTICIPANT RELEASE FORM
Name: _______________________________________

I want to take part in Special Olympics and agree to the following:
1.

Able to Participate. I am able to take part in Special Olympics. I know there is a risk of injury.

2.

Photo Release. Special Olympics organizations may use my picture, video, name, voice, and words to promote
Special Olympics.

3.

Overnight Stay. For some events, I may stay in a hotel or someone’s home. If I have questions, I will ask.

4.

Emergency Care. I consent to medical care if needed in an emergency, unless I check one of these boxes:



I have a religious or other objection to receiving medical treatment.
I consent to emergency medical care, but I do not consent to blood transfusions.
(If either box is checked, an EMERGENCY MEDICAL CARE REFUSAL FORM must be completed.)

5.

Health Programs. If I take part in a health program, I consent to health activities, exams, and treatment. This
should not replace regular health care. I can say no to treatment or anything else any time.

6.

Personal Information. I understand my information may be used and shared by Special Olympics to:
• Make sure I am eligible and can participate safely;
• Run trainings and events and share results;
• Put my information in a computer system;
• Provide health treatment, make referrals, consult doctors, and remind me about follow-up services;
• Research, share, and respond to needs of Special Olympics participants (identifying information removed if
shared publically); and
• Protect health and safety, respond to government requests, and report information required by law.
I can ask to see and revise my information. I can ask to limit how my information is used.

7.

Concussions. I understand the risk of concussions and continuing to play sports with a concussion. I may have to
get medical care if I have a suspected concussion. I also may have to wait 7 days or more and get permission from a
doctor before I start playing sports again.

PARTICIPANT NAME: __________________________________________
PARTICIPANT SIGNATURE (required if over 18 years old and signing on own behalf)
I have read and understand this release. If I have questions, I will ask. By signing, I agree to this form.
Participant Signature: ____________________________________________ Date: ____________________________
PARENT/GUARDIAN SIGNATURE (required if under 18 years old or has a legal guardian)
I am a parent or guardian of the Participant. I have read and understand this form and have explained the contents to the
Participant as appropriate. By signing, I agree to this form on my own behalf and on behalf of the Participant.
Parent/Guardian Signature: _______________________________________ Date: ____________________________
Printed Name: _________________________________________________ Relationship: ______________________

SPECIAL OLYMPICS DELAWARE, 619 S. COLLEGE AVE., NEWARK, DE 19716
WWW.SODE.ORG
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$WKOHWH0HGLFDO)RUP±PHYSICAL EXAM
(to be completed by a Medical Professional only)
Athlete’s Name:

Height

Weight
FP  

MEDICAL PHYSICAL INFORMATION(TO BE COMPLETED BY EXAMINER ONLY)
BMI (optional)

NJ


Temperature

 %0,

Pulse

 & 

O2Sat

Blood Pressure



%35LJKW


%3/HIW


5LJKW9LVLRQ

Vision
1R

<HV

 1$


1R

<HV

 1$


RUEHWWHU
LQ  

OEV


 %RG\
)DW

 )

/HIW9LVLRQ
RUEHWWHU

5LJKW+HDULQJ )LQJHU5XE 

5HVSRQGV

1R5HVSRQVH

&DQ¶W(YDOXDWH

%RZHO6RXQGV

<HV

1R

/HIW+HDULQJ )LQJHU5XE 

5HVSRQGV

1R5HVSRQVH

&DQ¶W(YDOXDWH

+HSDWRPHJDO\

1R

<HV

5LJKW(DU&DQDO

&OHDU

&HUXPHQ

)RUHLJQ%RG\

6SOHQRPHJDO\

1R

<HV

/HIW(DU&DQDO

&OHDU

&HUXPHQ

)RUHLJQ%RG\

$EGRPLQDO7HQGHUQHVV

1R

584

5/4

5LJKW7\PSDQLF0HPEUDQH

&OHDU

3HUIRUDWLRQ

,QIHFWLRQ 1$

.LGQH\7HQGHUQHVV

1R

5LJKW

/HIW

/HIW7\PSDQLF0HPEUDQH

&OHDU

3HUIRUDWLRQ

,QIHFWLRQ 1$

5LJKWXSSHUH[WUHPLW\UHIOH[

1RUPDO

'LPLQLVKHG

+\SHUUHIOH[LD

2UDO+\JLHQH

*RRG

)DLU

3RRU

/HIWXSSHUH[WUHPLW\UHIOH[

1RUPDO

'LPLQLVKHG

+\SHUUHIOH[LD

/84

//4

7K\URLG(QODUJHPHQW

1R

<HV

5LJKWORZHUH[WUHPLW\UHIOH[

1RUPDO

'LPLQLVKHG

+\SHUUHIOH[LD

/\PSK1RGH(QODUJHPHQW

1R

<HV

/HIWORZHUH[WUHPLW\UHIOH[

1RUPDO

'LPLQLVKHG

+\SHUUHIOH[LD

+HDUW0XUPXU VXSLQH 

1R

RU

RUJUHDWHU

$EQRUPDO*DLW

1R

<HVGHVFULEHEHORZ

+HDUW0XUPXU XSULJKW 

1R

RU

RUJUHDWHU

6SDVWLFLW\

1R

<HVGHVFULEHEHORZ

+HDUW5K\WKP

5HJXODU

,UUHJXODU

7UHPRU

1R

<HVGHVFULEHEHORZ

/XQJV

&OHDU

1RWFOHDU

1HFN %DFN0RELOLW\

)XOO

1RWIXOOGHVFULEHEHORZ

5LJKW/HJ(GHPD

1R









8SSHU([WUHPLW\0RELOLW\

)XOO

1RWIXOOGHVFULEHEHORZ

/HIW/HJ(GHPD

1R









/RZHU([WUHPLW\0RELOLW\

)XOO

1RWIXOOGHVFULEHEHORZ

5DGLDO3XOVH6\PPHWU\

<HV

5!/

8SSHU([WUHPLW\6WUHQJWK

)XOO

1RWIXOOGHVFULEHEHORZ

&\DQRVLV

1R

<HVGHVFULEH

/RZHU([WUHPLW\6WUHQJWK

)XOO

1RWIXOOGHVFULEHEHORZ

&OXEELQJ

1R

<HVGHVFULEH

/RVVRI6HQVLWLYLW\

1R

<HVGHVFULEHEHORZ

/!5

ATLANTO-AXIAL INSTABILITY (AAI)
Athlete shows NO EVIDENCE of neurological symptoms or physical findings associated with spinal cord compression or atlantoaxial instability.
Athlete has neurological symptoms or physical findings that could be associated with spinal cord compression or atlantoaxial instability and must
receive an additional neurological evaluation to rule out additional risk of spinal cord injury prior to clearance for sports participation.

RECOMMENDATIONS(TO BE COMPLETED BY EXAMINER ONLY)
Licensed Medical Examiners: It is recommended that the examiner review items on the medical history with the athlete or their guardian, prior to performing the
physical exam. If an athlete needs further medical evaluation please use the Special Olympics Further Medical Evaluation Form, page 4, to provide the athlete
with medical clearance..
This athlete is ABLE to participate in Special Olympics sports without restrictions/limitations
This athlete is ABLE to participate in Special Olympics sports WITH restrictions/limitations
This athlete MAY NOT participate in Special Olympics sports at this time and MUST be further evaluated by a physician for the following concerns:
 &RQFHUQLQJ&DUGLDF([DP

 $FXWH,QIHFWLRQ


26DWXUDWLRQ/HVVWKDQRQ5RRP$LU

 &RQFHUQLQJ1HXURORJLFDO([DP

 6WDJH,,+\SHUWHQVLRQRU*UHDWHU


 +HSDWRPHJDO\RU6SOHQRPHJDO\

 2WKHUSOHDVHGHVFULEH

Additional Licensed Examiner’s Notes and Recommended Follow-up:



 )ROORZXSZLWKDFDUGLRORJLVW

 )ROORZXSZLWKDQHXURORJLVW

 )ROORZXSZLWKDSULPDU\FDUHSK\VLFLDQ

 )ROORZXSZLWKDYLVLRQVSHFLDOLVW

 )ROORZXSZLWKDKHDULQJVSHFLDOLVW

 )ROORZXSZLWKDGHQWLVWRUGHQWDOK\JLHQLVW

 )ROORZXSZLWKDSRGLDWULVW

 )ROORZXSZLWKDSK\VLFDOWKHUDSLVW

 )ROORZXSZLWKDQXWULWLRQLVW

 2WKHU([DP1RWHV

1DPH
(PDLO
/LFHQVHG0HGLFDO([DPLQHU¶V6LJQDWXUH'DWHRI([DP

3KRQH/LFHQVH

SPECIAL OLYMPICS DELAWARE, 619 S. COLLEGE AVE., NEWARK, DE 19716
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$WKOHWH0HGLFDO)RUP±MEDICALREFERRAL FORM

(to be completed by a Medical Professional only if referral is needed)

Athlete’s Name:

This page only needs to be completed and signed if the physician on page four does not clear the athlete and indicates
follow-up is required. Athlete should bring the previously completed pages to the appointment with the specialist.
([DPLQHU¶V1DPH 
6SHFLDOW\



IKDYHH[DPLQHGWKLVDWKOHWHIRUWKHIROORZLQJPHGLFDOFRQFHUQ V 
Please describe

In my professional opinion, this athlete MAY participate in Special Olympics sports (indicate restrictions or limitations below):

Yes, without restrictions

Yes, but with restrictions(list below)

No

$GGLWLRQDO([DPLQHU1RWHV5HVWULFWLRQV


([DPLQHU(PDLO
([DPLQHU3KRQH

/LFHQVH

Date

Examiner’s Signature

This section to be completed by Special Olympics staff only, if applicable.
7KLVPHGLFDOH[DPZDVFRPSOHWHGDWD0HG)HVWHYHQW" <HV
7KHDWKOHWHLVD8QLILHG3DUWQHURUD<RXQJ$WKOHWH3DUWLFLSDQW"

1R

8QLILHG3DUWQHU

SPECIAL OLYMPICS DELAWARE, 619 S. COLLEGE AVE., NEWARK, DE 19716
WWW.SODE.ORG

<RXQJ$WKOHWH

6SHFLDO2O\PSLFVMedical Form _
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