SPECIAL OLYMPICS NEWFOUNDLAND & LABRADOR  2020-2021
ATHLETE REGISTRATION FORM - Generic
PAYMENT
ANNUAL REGISTRATION FEE: FEE: [OJCash [Cheque [JOther:
MIDDLE NAME/
FIRST NAME INITIAL
NICKNAME/
LAST NAME PREFERRED NAME
Athleteis Cell Phone Athletets Home Phone Athleteis Email Address
ATHLETEOS | Cell Phone Provider (for clubs to send emails as a text)
CoNTACT | OBell OEastlink [Koodo [Rogers [Telus [JVirgin Mobile [ Other:
INFORMATION Street Number and Name:
AND HOME
ADDRESS
PO Box or Mailing Address City Province | Postal Code
NL
MCP # MCP EXPIRY yyyy.mm.dd
DATE
DATE OF yyyy [ mm / dd i
BIRTH AGE: GENDER | [OMale [Female
First Name Last Name
Street Number and Name (if different from the Athlete)
CONTACT [P0 Box or Mailing Address City Province | Postal Code
PERSON FOR N L
ATHLETE
(GENERALLY | Cell Phone Email Address
PARENT OR
YRR Secondary or Home Phone Secondary Email Address
Cell Phone Provider (for clubs to send emails as a text)
OBell OEastlink [OKoodo [ORogers [Telus [Virgin Mobile [JOther:
[ Parental [J Non-parental Family [] Foster Parents/Caregiver/Guardian [] Independent
Living | JGroup Home [ Supported Independant Living [ Prefer not to say
SITUATION | Name of Group Home Group Home Phone Number
SOCIAL Name of Social Worker Social Worker Phone Number
WORKER
o Will a one-on-one person accompany this athlete | CODE OF CONDUCT &|[] Agree | MEDIA RELEASE|[] Agree
ESPITE | 15 Special Olympics Programs? [ Yes [ No | ETHICS AGREEMENT |[] Disagree WAIVER|[] Disagree
Requested: Approved: (Club Use Only. DO NOT FILL OUT!)
SPORTS
ATHLETE IS
REGISTERING
FOR THIS

YEAR




SPECIAL OLYMPICS NEWFOUNDLAND & LABRADOR
ATHLETE MEDICAL FORM - Generic

MIDDLE NAME/

FIRST NAME INITIAL
NICKNAME/
LAST NAME PREFERRED NAME
yyyy / mm / dd
DATE OF BIRTH AGE: GENDER | [OMale [JFemale
yyyy.mm.dd
MCP # McP
EXPIRY DATE
DOCTORGS Doctoris Phone Number
NAME
Name Relationship to Athlete
PRIMARY
EMERGENCY Cell Phone Alternate Phone
CONTACT
Name Relationship to Athlete
SECONDARY
EMERGENCY Cell Phone Alternate Phone
CONTACT
[ Asthma If yes, do they use an inhaler> [Yes [ONo
(month)  (year)
[CDown Syndrome  If yes, Atlanto-Axial xray? [1Yes [ONo Date: [Positive CINegative
[JCerebral Palsy
[ Diabetic If yes, treatment: [] Diet [JPills [JInjection
MEDICAL | [JHeart Disease If yes, specify:
HISTORY . .
[OIMajor Surgery If yes, specify:
[Jseizures If yes, Type: How are seizures controlled?
[OTetanus Shot Wwithin [J5years []10 Years
Any Reactions and/or Special Care:
MEDEADI; [OGlasses [ODentures [JHearing Aid [JContact Lenses []Other:
Does this Athlete require the assistance of a respite worker?
RESPITE
Ovyes ONo
Medication, Food, Stings/Bites, etc
ALLERGIES
ALLERGY Symptoms, Treatment, etc
CONTROL

SEE REVERSE SIDE




SPECIAL OLYMPICS NEWFOUNDLAND & LABRADOR
ATHLETE MEDICAL FORM, PAGE 2 - Generic

ATHLETE
FuLL NAME

MEDICATIONS

Medications (if more space is required, please attach an additional sheet):

Medication & Dosage:

Times:

Medication & Dosage:

Times:

Is this medication Self Administered? [JYes [JNo

Medication & Dosage:

Times:

Is this medication Self Administered? [1Yes [ No

Medication & Dosage:

Times:

Is this medication Self Administered? []Yes [] No

Medication & Dosage:

Times:

Is this medication Self Administered? [1Yes [ No

Medication & Dosage:

Times:

Is this medication Self Administered? [1Yes [] No

Medication & Dosage:

Times:

Is this medication Self Administered? [1Yes [ No

Is this medication Self Administered? [] Yes [ No

SPECIAL DIET
REQUIREMENTS

BEHAVIOURAL

Please indicate any behavioural problems this athlete might exhibit as well as describe effective strategies to
deal with the behaviour. Please elaborate on a separate sheet where needed.

One copy of this form should be kept on file with the Regional Coordinator, and another with the head coach of any program in
which the athlete is participating. Please inform the coaches and Regional Coordinator of all changes in the athlete’s medical
condition or treatment as they occur. Please ensure an updated medical form accompanies the athlete each time they travel to a
competition, and that coaches are made aware of all pertinent medical facts both current and past.

SIGNATURE

Date (yyyy/mm/dd)

Print Name

Signature
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