
Male Other

Mobile

Mobile          Landline

Relationship to athlete:� Parent/guardian Caregiver Family member Healthcare provider Coach Other

Associated Conditions - 0DQGDWRU\

Assistive Devices and Accommodations - Mandatory -  Do you use any of the following? Check all that apply: 
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          Cerebral Palsy       

          Spina Bifida 

          Down Syndrome        

          Epilepsy 

          Fetal Alcohol Syndrome 

          Fragile X Syndrome         

          Autism        

          Marfan Syndrome 

          Other                  Unknown 

Please specify other 
known intellectual 
disability diagnoses: 

Associated 
Conditions 

Check all that apply:

Mobility           Walker                  Wheelchair                  Removable orthotics 

          Prosthetics        

          Braces or crutches        

          None 

Lifestyle Aids           CPAP                  Dentures           Glasses, contact lenses, or protective eyewear 

          None       

Communications           Hearing Aid                  Communication 
          devices 

          Sign Language         None 

Medical Devices           Implantable cardioverter defibrillator (ICD)        

          VP Shunt                             Pacemaker        

 Implantable device for seizure management 

 None 

3aUent�*XaUdian ,nIoUmation - 5HTXLrHd LI a PLnor or otherwise has a legal guardian.

Relationship to athlete: BBBBBBBBBBBBBBBBB

 Date of birth (PP/dd/yyyy): BBBBBB/BBBBBB/BBBBBBBBBB FemaleGender:

Email: BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB Phone number: BBBBBBBBBBBBBBBBBBBBBBBBBB Landline

Last name: BBBBBBBBBBBBBBBBBBBBBBBBBBFirst name: BBBBBBBBBBBBBBBBBBBBBBBBBB MLddlH name: BBBBBBBBBBBBBBBBBBBBBBBBBBBB

First Name: BBBBBBBBBBBBBBBBBBBBBBBBBB Last Name: BBBBBBBBBBBBBBBBBBBBBBBBBB 

Email: BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB Phone number: BBBBBBBBBBBBBBBBBBBBBBBBBB 

Home address: BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

Mobile Landline

First name: BBBBBBBBBBBBBBBBBBB Phone number: BBBBBBBBBBBBBBBBBBBBLast name: BBBBBBBBBBBBBBBBBBB

(meUJenc\ Contact - Mandatory Same as Parent/Guardian

U�S� Athlete Registration Form

AtKOete ,nIoUmation  - Mandatory - To be completed by the athlete or parent/guardian/caregiver.

Home address: BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 

5HTXLrHd IRr all aWhlHWHV SarWLcLSaWLnJ Ln 6SHcLal 2lyPSLcV� 

/oFaO $rea�&ounty 3UoJUam�         BBBBBBBBBBBBBBBBBBBBBBBBBBBBB      

Optional – Check all that apply: 
Race / Ethnicity           American Indian / Alaskan Native 

          Black / African American 
          Middle Eastern / North African 
          White / Caucasian 
          Other: ________________________________ 

          Asian American 
          Hispanic / Latino 
          Native Hawaiian / Other Pacific Islander 
          Unknown 
          Prefer not to answer 

Language(s) Spoken 
by Athlete 

          English           French           Spanish           American Sign Language (ASL) 
          Other (please list): ________________________________ 

Do you have a specific dietary reTuirement"           <es  No If yes, please specify: 

Do you use other assistive devices"           <es  No If yes, please specify: 



*eneUaO +eaOtK 4Xestions  - Mandatory

Do you have a heart condition"           <es  No 

Do you have asthma"           <es  No 

Do you have diabetes that reTuires you to take insulin"           <es  No 

Do you have a vision impairment"           <es  No 

Do you have a hearing impairment"           <es  No 

Do you have a bleeding disorder"           <es  No 

Has a doctor ever limited your participation in sports"           <es  No 

Do you have epilepsy or any type of seizure disorder"           <es  No 

Do you have sickle cell disease"           <es  No 
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0edication and 7Ueatment � Mandatory - 3lease list:

Healthcare provider Coach Other

 No 

1aPH RI SHrVRn cRPSlHWLnJ WhH IRrP�  BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 

7oday
s date (PP/dd/yyyy): BBBBBB/BBBBBB/BBBBBBBBBB

Is this form being completed by someone other than the athlete"          <es       

If yHV� please select the relationship to athlete�

Relationship to athlete:� Parent/guardian Caregiver Family member

0edication� 9itamin� oU 
6XSSOement 1ame

DosaJe 7imes 
SeU da\

0edication� 9itamin� oU 
6XSSOement 1ame 

DosaJe 7imes 
SeU da\ 

Have you ever had a concussion"           <es  No If yes, please specify how many in your lifetime: BBBBBBBBB 

Date of last one (mm/yyyy): BBBBBBBBBBBBBBBB 

Do you have behavioral, mental health, 
and/or sensory conditions" 

          <es  No If yes, please specify: 

Do you have severe allergies that reTuires 
the use of an EpiPen Rr VLPLlar dHYLcH" 

          <es  No If yes, please specify if it is to any of the following: 
          Insect stings                           Medication/drugs        

          Food                            Late[ 

          Other (please specify): BBBBBBBBBBBBBBBBBBBB 

Are you taking any prescription or over�the�counter medications or treatments" (Including birth control pills, insulin, multivitamins 
allergy shots or pills, EpiPen, asthma inhalers, epilepsy medication, anti�inflammatory medication, supplements of any kind� etc�)  

          <es  No 

,I \es� SOease Oist�

6SHFLDO 2O\PSLFV HQFRXUDJHV DOO SDUWLFLSDQWV WR JHW D \HDUO\ SK\VLFDO H[DPLQDWLRQ� 



:A,9(56� 5(/(A6(6� A1D 32/,C,(6 
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Please read the following information and check bo[es fully before signing� 

I agree to the following: 

�� AEiOit\ to 3aUticiSate� I am physically able to take part in Special Olympics activities, and will abide by all applicable rules, 
reTuirements and codes of conduct�

�� /iNeness 5eOease� , JLYH SHrPLVVLRn WR 6SHcLal 2lyPSLcV� ,nc�� 6SHcLal 2lyPSLcV JaPHV RrJanL]LnJ cRPPLWWHHV� 6SHcLal 2lyPSLcV
accrHdLWHd 3rRJraPV �cRllHcWLYHly p6SHcLal 2lyPSLcVq�� aV ZHll aV  RIILcLal 6SHcLal 2lyPSLcV VXSSRrWHrV and SarWnHrV WhaW haYH
aXWhRrL]aWLRn IrRP 6SHcLal 2lyPSLcV� WR XVH Py lLNHnHVV� ShRWR� YLdHR� naPH� YRLcH� ZRrdV� ELRJraShLcal LnIRrPaWLRn and VLPLlar
Rr rHlaWHd PaWHrLal �Py plLNHnHVVq� WR SrRPRWH 6SHcLal 2lyPSLcV and raLVH IXndV IRr 6SHcLal 2lyPSLcV� , XndHrVWand WhaW Py
lLNHnHVV Pay EH XVHd Ln all IRrPV RI PHdLa Ln lRcal Rr JlREal caPSaLJnV s LnclXdLnJ WhRVH Ey VXSSRrWHrV and SarWnHrV RI 6SHcLal
2lyPSLcV s EXW XndHrVWand WhaW Py lLNHnHVV ZLll nRW EH XVHd WR HndRrVH cRPPHrcLal SrRdXcWV Rr VHrYLcHV�  , XndHrVWand WhaW , ZLll
nRW EH cRPSHnVaWHd IRr WhH XVH RI Py lLNHnHVV�

�� (meUJenc\ CaUe� If I am unable, or my guardian is unavailable, to consent or make medical decisions in an emergency, I authorize 
Special Olympics to seek medical care on my behalf, unless I mark one of these bo[es:

I have a religious or other obMection to receiving medical treatment� 

I do 127 consent to blood transfusions� 

�,I HLtKHr Eo[ aEoYH LV ParNHd� an (M(5*(1&< M(',&$/ &$5( 5()86$/ )25M PXVt EH FoPSOHtHd�� 

4� 2veUniJKt 6ta\� For some events, overnight accommodations may be reTuired� If I have Tuestions, I will contact my Special 
Olympics Program�

�� +eaOtK 3UoJUams� If I take part in a health program, I consent to health activities, screenings, and treatment�  7his should not
replace regular health care�  I have the right to decline Health programming treatment (which is different from sideline or
emergency medical care) at any time�q

�� 3eUsonaO ,nIoUmation� I understand that Special Olympics will be collecting my personal information as part of my participation, 
including my name, image, address, telephone number, health information, and other personally identifying and health related 
information I provide to Special Olympics (ppersonal informationq)�

I agree and consent to Special Olympics: 

� using my personal information in order to: make sure I am eligible and can participate safely� run trainings and events� share 
competition results (including on the Web and in news media)� provide health treatment if I participate in a health program�
analyze data for the purposes of improving programming and identifying and responding to the needs of Special Olympics 
participants� perform computer operations, Tuality assurance, testing, and other related activities� and provide event�related
services�

� using my contact information for communicating with me about Special Olympics�

� sharing my personal information confidentially with (i) researchers such as universities and public health agencies that are 
studying intellectual disabilities and the impact of Special Olympics activities, (ii) medical professionals in an emergency, and (iii)
government authorities for the purpose of assisting me with any visas reTuired for international travel to Special Olympics events 
and for any other purpose necessary to protect public safety, respond to government reTuests, and report information as 
reTuired by law�

� I have the right to ask to see my personal information or to be informed about the personal information that is processed about
me�  I have the right to ask to correct and delete my personal information, and to restrict the processing of my personal
information if it is inconsistent with this consent�

3Uivac\ 3oOic\� Personal information may be used and shared consistent with this form and as further e[plained in the Special 
Olympics privacy policy at www�SpecialOlympics�org/Privacy�Policy� 

6<037206 )25 63,1A/ C25D C2035(66,21 and A7/A172A;,A/ ,167A%,/,7< 
�)oU atKOete ZitK DoZn s\ndUome onO\� 

If I (or the athlete) have been diagnosed with or e[perienced any of the following symptoms that have increased in severity over the 
past three years – difficulty controlling bowels or bladder� numbness or tingling in legs, arms, hands, or feet� weakness in arms, legs, 
hands or feet� burner/stinger/pinches nerve, pain in neck, back shoulders, arms, hands, buttocks, legs or feet� spasticity or paralysis – I 
must obtain a review and permission from a licensed medical practitioner to train and/or participate in Special Olympics activities� 



:A,9(5 A1D 5(/(A6( 2) /,A%,/,7< � A668037,21 2) 5,6. � ,1D(01,),CA7,21 

In consideration of being allowed to participate in any way in Special Olympics activities, the undersigned acknowledges, appreciates, 
and agrees that: 

�� While particular rules and personal discipline may reduce this risk, the risk of illness (including communicable diseases), inMury 
(including concussion), disability, and death does e[ist�

�� If I observe any unusual or significant hazard during my presence or participation, I will remove myself from participation and bring
such to the attention of the nearest Special Olympics representative immediately� and,

�� , underVtand tKe riVNV inYoOYed ZitK SartiFiSation in 6SeFiaO 2OyPSiFV aFtiYitieV� , IuOOy aFFeSt and aVVuPe aOO riVNV and aOO
reVSonViEiOity Ior OoVVeV� FoVtV� and daPaJeV , Pay inFur aV a reVuOt oI Py SartiFiSation� 7o tKe IuOOeVt e[tent oI tKe OaZ� ,
reOeaVe and aJree not to Vue any 6SeFiaO 2OyPSiFV orJani]ation� itV direFtorV� aJentV� YoOunteerV� and ePSOoyeeV� otKer
SartiFiSantV� VSonVorinJ aJenFieV� VSonVorV� adYertiVerV� and� iI aSSOiFaEOe oZnerV and OeVVorV oI SrePiVeV on ZKiFK any
6SeFiaO 2OyPSiFV aFtiYity iV oFFurrinJ �pReOeaVeeVq� reOated to any OiaEiOitieV� FOaiPV� or OoVVeV on Py aFFount FauVed or
aOOeJed to Ee FauVed in ZKoOe or in Sart Ey tKe ReOeaVeeV eYen iI ariVinJ IroP tKe neJOiJenFe oI tKe ReOeaVeeV� , KaYe read
tKiV reOeaVe oI OiaEiOity and aVVuPStion oI riVN SroYiVion� IuOOy underVtand itV terPV� aFNnoZOedJe tKat , KaYe JiYen uS
VuEVtantiaO riJKtV Ey ViJninJ it� and ViJn it IreeOy and YoOuntariOy ZitKout any induFePent� , IurtKer aJree tKat iI� deVSite tKiV
reOeaVe� ,� or anyone on Py EeKaOI� PaNeV a FOaiP aJainVt any oI tKe ReOeaVeeV� , ZiOO indePniIy and KoOd KarPOeVV eaFK oI tKe
ReOeaVeeV IroP any VuFK OiaEiOitieV� FOaiPV� or OoVVeV aV tKe reVuOt oI VuFK FOaiP� , aJree tKat iI any Sart oI tKiV IorP iV KeOd to
Ee inYaOid� tKe otKer SartV VKaOO Fontinue in IuOO IorFe and eIIeFt�

Athlete Name: BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 

A7+/(7( 6,*1A785( 
(reTuired for adult athlete with capacity to sign legal documents) 

I have read and understand this form�  If I have Tuestions, I will ask�  By signing, I agree to this form� 

Athlete Signature: BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB  Date (PP/dd/yyyy): BBBBBB/BBBBBB/BBBBBBBBBB 

3A5(17�*8A5D,A1 6,*1A785( 
(reTuired for athlete who is a minor or lacks capacity to sign legal documents) 

I am a parent or guardian of the athlete�  I have read and understand this form and have e[plained the contents to the athlete 
as appropriate�  By signing, I agree to this form on my own behalf and on behalf of the athlete� 

Parent/Guardian Signature: BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB  Date (PP/dd/yyyy): BBBBBB/BBBBBB/BBBBBBBBBB

Printed Name: BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB  Relationship: BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

(9A/8A7,21 A1D 5(6(A5C+ 
�2StionaO� 

Special Olympics wants to help our athletes and their families stay healthy and happy� We may take part in research studies and would 
share information for your potential participation� All studies will be checked by the Special Olympics Chief Health Officer� 

Would you or your family be interested in learning about research studies" 

 <es  No 
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Signatures in this section MUST be  
either "live" handwritten signatures 
or valid electronic signatures 
(including the e-signature provider
s 
certification stamp). 
Typing in a name is NOT sufficient 
and will NOT be accepted.

2nFH rHYLHZHd and FonILrPHd aV FoPSOHtH Ey 62M' +4� tKLV $tKOHtH 
5HJLVtratLon )orP LV YaOLd Ior �� PontKV IroP tKH datH oI tKH aEoYH VLJnatXrH� 
,t PXVt EH FoPSOHtHd and VXEPLttHd annXaOOy�
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