
 
 
 

  
HOW TO JOIN 

The only requirement is that the attached “Application for Participation in Special Olympics” be completed and returned to 
our office.  Visit www.BecomeAnAthleteSONC.org (Northern California) or www.BecomeAnAthleteSONV.org (Nevada) for 
the electronic version of the Application.  Below is a checklist of how to complete each section: 

  
Ø Area Residing- Fill in the city the athlete lives in. 
Ø Area Participating- Fill in the city of the team with which the athlete will be participating, if known. 
  
Ø Section A - Demographics 

The adult athlete or family member/care provider completes.  Please be sure to print clearly. All areas must be 
completed. If certain areas do not apply, please indicate with “N/A.” If MediCare is Health accident/insurance 
company, under insurance policy number, please write “Same as social security number.” 
  

Ø Section B - Health History 
The adult athlete or family member/care provider completes.  Be very accurate when answering the questions.  It is 
important we have the correct medical information for the safety of your athlete.  Don't forget your signature/date 
required below the medication information.  All areas must be completed.  If certain areas do not apply, please 
indicate with “N/A.” 
  

Ø Section C - Physical Examination 
This section must be completed by a licensed medical professional.  If your athlete has been to the doctor within the 
last 6 months, an examination is not required, but the form must be signed by your athlete's Licensed Medical 
Professional. 
  

Ø Section D - Atlanto-Axial Instability Assessment for Athletes with Down Syndrome 
If your athlete does not have Down Syndrome, please skip section D and E and complete section F.  If your athlete has 
Down Syndrome, you must complete this section.  A Down Syndrome athlete cannot participate in the following 
sports unless a full radiological examination has been done to establish the absence of Atlanto-Axial Instability: 
gymnastics, pentathlon, butterfly stroke and diving starts in swimming, high jump, alpine skiing, snowboarding, squat 
lift, and soccer.  If Atlanto-Axial Instability x-ray shows positive, you must complete Section E. 
  

Ø Section E - Positive Diagnosis of Atlanto-Axial Instability 
This Section must be completed and signed by 2 Licensed Medical Professionals and adult athlete or parent/legal 
guardian. 
  

Ø Section F - Official Special Olympics Release Form 
       The first signature is the release form for athletes under 18 years of age.  A parent or legal guardian must sign and date 

on behalf of the minor athlete. The second signature is to be completed by adult athletes 18 years of age or older.  If 
the athlete cannot read the release or may not be able to understand it, a responsible adult should read and explain it 
to the athlete, print name, then sign and date the form in the appropriate areas along with the athlete's signature. The 
final signature is a confirmation that the athlete has read the release, or had it read to him/her. 
  
Once the application is complete, please retain a copy for your records and take a copy to your first practice.   
  
For Northern California, send the original to:    For Nevada, send the original to: 
Special Olympics Northern California    Special Olympics Nevada  
Attn: Judy Burton-Andrews     Attn: Melva Coburn 
3480 Buskirk Ave. #340, Pleasant Hill, CA 94523   5670 Wynn Road, Suite H, Las Vegas, NV 89118

www.BecomeAnAthleteSONC.org
www.BecomeAnAthleteSONV.org


APPLICATION FOR PARTICIPATION IN SPECIAL OLYMPICS

Area (SONC/SONV use only):

Please print clearly in BLACK INK ONLY and complete ALL sections in their entirety.

This application expires three (3) years from the date of physical exam.

SECTION A                                                    DEMOGRAPHICS (All areas must be fully completed)

Athlete First Name:

Athlete Last Name:

Athlete Mailing Address:

City: State: Zip:

Apt#:

Athlete Home Phone: 

Athlete Employer/School:

City: State: Zip:

Health/Accident Insurance Company:

Insurance Policy#:

Male Female
Date of Birth: 
(month/day/year)

Parent Primary Phone: 

Emergency Contact:

Emergency Contact Phone: 

SECTION B                    HEALTH HISTORY (MUST BE COMPLETED BY PARENT/CAREGIVER/ADULT ATHLETE) 
                                                                   PLEASE INDICATE "YES" OR "NO" FOR ALL AREAS 
 Yes No

Allergies to Medicine:

Allergies to Food:

Allergies to Stings/Bites:

Allergies to Other:

Special Diet:

Blindness/Visual Problems (other than corrective lenses)

Bone or Joint Problem

Chest Pain

Concussion or Serious Injury

Contact Lenses/Glasses

Diabetes

Shunts

Easy Bleeding

Emotional/Psychiatric/Behavioral Problems

Yes No

Requires Constant Supervision

Hearing Loss/Hearing Aid

Heart Disease/Heart Defect/High Blood Pressure

Heat Stroke/Exhaustion

Immunizations Up-to-date

Major Surgery or Serious Illness  

Autism

Seizures/Epilepsy/Fainting Spells

Sickle Cell Trait or Disease

Asthma

Uses Tobacco

Uses Wheelchair

Down Syndrome

Date of most recent Tetanus Immunization:

Is the athlete taking any prescription medications? Yes No If Yes, please list all medications below.

All changes in medication or concerns should be submitted to Special Olympics. For more space, please attach additional page.

Medication Name Dosage      Date  
Prescribed

 Times 
Per Day

Medication Name Dosage      Date  
Prescribed

 Times 
Per Day

1)

2)

3)

4)

5)

6)
SIGNATURE OF PERSON COMPLETING THIS FORM (PARENT/CAREGIVER/ADULT ATHLETE):

Signature Date Printed Name Pg. 1-4

Parent/Guardian Name:

Parent/Guardian Address:Parent Email Address:

Parent Employer:

Area Residing: Area Participating:



SECTION D                           ATLANTO-AXIAL INSTABILITY ASSESSMENT FOR ATHLETES WITH DOWN SYNDROME
Does the athlete have Down Syndrome? Yes No If Yes, you must complete the area below.  If No, please skip to Section F.  

The sports and events for which such a radiological examination is required and the Special Release for Athletes with Atlanto-Axial Instability  
(Section D) completed 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).   

PLEASE CHECK THE FOLLOWING
YES NO

Does the athlete participate in a restricted sport or event? If yes or unknown, an x-ray for atlanto-axial instability must be done.  

Has an x-ray evaluation for atlanto-axial instability been done? Please provide X-Ray Date: 
If yes, was the x-ray positive for atlanto-axial instability (positive indicates that the atlanto-dens interval is 5mm or more)? 
If yes, you must complete Section E.  If No, please skip to Section F.

Athlete Name:

Pg. 2-4

SECTION C                            PHYSICAL EXAMINATION (MUST BE COMPLETED BY A LICENSED MEDICAL PROFESSIONAL)   

Blood Pressure: Weight: Height:

Normal Abnormal AbnormalNormal AbnormalNormal

Vision

Hearing

Oral Cavity

Neck

Extremities

Cardiovascular System

Respiratory System

Gastrointestinal System

Genitourinary System

Skin

Other:

Primary MR Etiology/Category (if known):  

Yes No
I have reviewed the above health information and have performed the above examination on this athlete within the  
past six (6) months and certify that the athlete can participate in Special Olympics.   

Sport Restrictions:

Medical Professional's Signature (Required): Date of Exam (Required):

Medical Professional's Name: 
(Print Legibly or Stamp)

Clinic Name:

Address/City/State/Zip:

Phone: 

ALL COACHES WILL BE RESPONSIBLE FOR HAVING UP-TO-DATE  
APPLICATION FOR PARTICIPATION FORMS IN THEIR POSSESSION AT  

TRAINING AND COMPETITION EVENTS AND DURING TRANSPORTATION AND TRAVEL.  
RETAIN COPIES FOR LOCAL, AREA AND PERSONAL RECORDS. 

Cranial Nerves

Coordination

Reflexes

For more information about Special Olympics,  
please visit us at www.SONC.org for Northern California,  

and www.SONV.org for Nevada



  

  

(For adult athlete without legal guardian) I am taking these risks knowingly and voluntarily, of my own free will, because of my desire to participate in 

Special Olympics, including any or all of the sports listed above. 

(For minor/dependent athlete) I hereby give my permission for my minor child /dependent to participate in Special Olympics, including any or all of the 
sports listed above. 
  
Athlete's Name: 
  
Address/City/State/Zip: 
  
__________________________________________________________  
Signature of Parent/Legal Guardian       Date 
(For Athlete under 18 or Subject to Legal Guardianship) 
  
__________________________________________________________ 
Signature of Adult Athlete without Legal Guardian     Date Pg. 3-4

SPECIAL RELEASE FOR ATHLETES WITH ATLANTO-AXIAL INSTABILITY 
Certification by Licensed Medical Professionals 

  
We have examined the athlete named in the application who has Down Syndrome and who has been diagnosed as having Atlanto-Axial Instability.  We 

certify based on our examinations of the athlete and our review of the health information contained in this application that, despite the diagnosis of 

Atlanto-Axial Instability, this athlete is not medically precluded from participation in Special Olympics.  We further certify that we have explained to the 

athlete named in this application (and to the parent or guardian whose signature appears below, if any) the medical risks associated with Atlanto-Axial 

Instability and, in particular, the risks associated with the athlete's participation in sports or events which by their nature may result in hyper-extension, 

radical flexion, or direct pressure on the neck or upper spine. Signature of two licensed medical professionals required.     

                                                     

  

Licensed Medical Professional's Name:                                                             Licensed Medical Professional's Name:  

  

  

                                                    

  

Signature:                                       Signature: 

  

  
Certification of Adult Athlete or Parent/ Guardian of Athlete 

(Required for all athletes with diagnosis of Atlanto-Axial Instability) 

I am the adult athlete, or the parent or guardian of the minor or legally dependent athlete, named in this application.   I certify that: 

1.  I have been informed by the licensed medical professionals named above that I or my minor child /dependent has Atlanto-Axial Instability.  

2.  The risks associated with that condition, including the risks from participating in equestrian sports, gymnastics, diving, pentathlon, butterfly stroke 

and diving starts in swimming, high jump, alpine skiing, and soccer have been fully explained to me by the licensed medical professionals named above, 

and I fully understand the possible medical consequences of me or my minor child/dependent participating in any of these sports or events. 

3.  Although I recognize and understand the risks and possible medical consequences, I certify that, based on the certifications of the two licensed 

medical professionals named above:       

Restrictions (if any): Restrictions (if any):

Address: Address:

Phone:

Date: Date:

SECTION E

City/State/Zip: City/State/Zip:

Phone:

Athlete Name:



 SPECIAL OLYMPICS RELEASE FORM 
(To be completed and included in SONC/SONV Application for Participation in Special Olympics)  

  

As used herein, “I” and “my” refers to (1) the athlete named above if the athlete is age 18 or older and not subject to legal guardianship,  

OR (2) the athlete named above AND the parent or guardian of that athlete, if the athlete is under age 18 or subject to legal guardianship. 

  

I represent and warrant that, to the best of my knowledge and belief, I am physically and mentally able to participate in Special Olympics activities.  I  

also represent that a licensed medical professional has reviewed the health information contained in my application and has certified, based on an 

independent medical examination, that there is no medical evidence which would preclude me from participating in Special Olympics.  I understand 

that if I have Down Syndrome, I cannot participate in sports or events which, by their nature, result in hyper-extension, radical flexion or direct pressure 

on my neck or upper spine unless I and two licensed medical professionals have completed the official “Special Release for Athletes with Atlanto-Axial 

Instability”, available from the Special Olympics Chapter program in my state, or I have had a full radiological examination which establishes the absence 

of Atlanto-Axial Instability.  I am aware that if I have Down Syndrome and choose not to complete the “Special Release for Athletes with Atlanto-Axial 

Instability” form which establishes the absence of Atlanto-Axial Instability, then I must have the radiological examination before I can participate in 

equestrian sports, gymnastics, diving, pentathlon, butterfly stroke, diving starts in swimming, high jump, alpine skiing, and/or soccer. 

  

Special Olympics and its agents have my ongoing permission to use my likeness, name, voice, or words in television, radio, film, newspapers, magazines,  

and electronic and other media, and in any form, for the purpose of advertising or communicating the purpose and activities of Special Olympics and/or  

applying for funds to support those purposes and activities.  If, during my participation in Special Olympics activities, I should need emergency medical  

treatment, and I am not able to give my consent to make my own arrangements for that treatment, I authorize Special Olympics to take whatever  

measures it deems advisable to protect my health and well-being, including, if necessary, hospitalization.  

  

I have read this document and fully understand the provisions of the Special Olympics Release Form (“Release”) which I am signing.  

I understand that by signing this  document, I am saying that I agree to all of the provisions of the Release.  

  

  

  
________________________________________________                _____________________ 
Signature of Parent or Legal Guardian                                                       Date 
(For Athlete under age 18 or Subject to Legal Guardianship) 

  

________________________________________________                _____________________ 
Signature of Adult Athlete without Legal Guardian                              Date 
  
  

For Adult Athletes: I hereby certify that I have reviewed this Release with the athlete and am satisfied, based on that review, that the  
athlete understands this Release and has agreed to its terms. 
  

________________________________________________                                                                                                       
Print Name                                                                                                    
  
  
Signature                                                          Date 
  
_________________________________________________ 
Relationship to Athlete (e.g., parent, legal guardian, other family member, coach, teacher, aide, etc.) 
       Updated 1/1/2011

SONC/SONV USE ONLY:
New Athlete

Recorded in GMS

Initial

Date

Athlete Name:

Scanned/Titled

Pg. 4-4

SECTION F

ID#


 
  
           
 
HOW TO JOIN
The only requirement is that the attached “Application for Participation in Special Olympics” be completed and returned to our office.  Visit www.BecomeAnAthleteSONC.org (Northern California) or www.BecomeAnAthleteSONV.org (Nevada) for the electronic version of the Application.  Below is a checklist of how to complete each section:
 
Ø Area Residing- Fill in the city the athlete lives in.
Ø Area Participating- Fill in the city of the team with which the athlete will be participating, if known.
 
Ø Section A - Demographics
The adult athlete or family member/care provider completes.  Please be sure to print clearly. All areas must be completed. If certain areas do not apply, please indicate with “N/A.” If MediCare is Health accident/insurance company, under insurance policy number, please write “Same as social security number.”
 
Ø Section B - Health History
The adult athlete or family member/care provider completes.  Be very accurate when answering the questions.  It is important we have the correct medical information for the safety of your athlete.  Don't forget your signature/date required below the medication information.  All areas must be completed.  If certain areas do not apply, please indicate with “N/A.”
 
Ø Section C - Physical Examination
This section must be completed by a licensed medical professional.  If your athlete has been to the doctor within the last 6 months, an examination is not required, but the form must be signed by your athlete's Licensed Medical Professional.
 
Ø Section D - Atlanto-Axial Instability Assessment for Athletes with Down Syndrome
If your athlete does not have Down Syndrome, please skip section D and E and complete section F.  If your athlete has Down Syndrome, you must complete this section.  A Down Syndrome athlete cannot participate in the following sports unless a full radiological examination has been done to establish the absence of Atlanto-Axial Instability: gymnastics, pentathlon, butterfly stroke and diving starts in swimming, high jump, alpine skiing, snowboarding, squat lift, and soccer.  If Atlanto-Axial Instability x-ray shows positive, you must complete Section E.
 
Ø Section E - Positive Diagnosis of Atlanto-Axial Instability
This Section must be completed and signed by 2 Licensed Medical Professionals and adult athlete or parent/legal guardian.
 
Ø Section F - Official Special Olympics Release Form
       The first signature is the release form for athletes under 18 years of age.  A parent or legal guardian must sign and date on behalf of the minor athlete. The second signature is to be completed by adult athletes 18 years of age or older.  If the athlete cannot read the release or may not be able to understand it, a responsible adult should read and explain it to the athlete, print name, then sign and date the form in the appropriate areas along with the athlete's signature. The final signature is a confirmation that the athlete has read the release, or had it read to him/her.
 
Once the application is complete, please retain a copy for your records and take a copy to your first practice.  
 
For Northern California, send the original to:                    For Nevada, send the original to:
Special Olympics Northern California                                    Special Olympics Nevada 
Attn: Judy Burton-Andrews                                             Attn: Melva Coburn
3480 Buskirk Ave. #340, Pleasant Hill, CA 94523                   5670 Wynn Road, Suite H, Las Vegas, NV 89118
.\new medical and consent\SONC_NV.jpg
APPLICATION FOR PARTICIPATION IN SPECIAL OLYMPICS
Area (SONC/SONV use only):
Please print clearly in BLACK INK ONLY and complete ALL sections in their entirety.
This application expires three (3) years from the date of physical exam.
SECTION A                                                    DEMOGRAPHICS (All areas must be fully completed)
Athlete First Name:
Athlete Last Name:
Athlete Mailing Address:
City:
State:
Zip:
Apt#:
Athlete Home Phone: 
Athlete Employer/School:
City:
State:
Zip:
Health/Accident Insurance Company:
Insurance Policy#:
Male
Female
Date of Birth:
(month/day/year)
Parent Primary Phone: 
Emergency Contact:
Emergency Contact Phone: 
SECTION B                    HEALTH HISTORY (MUST BE COMPLETED BY PARENT/CAREGIVER/ADULT ATHLETE)
                                                                   PLEASE INDICATE "YES" OR "NO" FOR ALL AREAS
 
Yes
No
Allergies to Medicine:
Allergies to Food:
Allergies to Stings/Bites:
Allergies to Other:
Special Diet:
Blindness/Visual Problems (other than corrective lenses)
Bone or Joint Problem
Chest Pain
Concussion or Serious Injury
Contact Lenses/Glasses
Diabetes
Shunts
Easy Bleeding
Emotional/Psychiatric/Behavioral Problems
Yes
No
Requires Constant Supervision
Hearing Loss/Hearing Aid
Heart Disease/Heart Defect/High Blood Pressure
Heat Stroke/Exhaustion
Immunizations Up-to-date
Major Surgery or Serious Illness  
Autism
Seizures/Epilepsy/Fainting Spells
Sickle Cell Trait or Disease
Asthma
Uses Tobacco
Uses Wheelchair
Down Syndrome
Date of most recent Tetanus Immunization:
Is the athlete taking any prescription medications? 
Yes
No
If Yes, please list all medications below.
All changes in medication or concerns should be submitted to Special Olympics. For more space, please attach additional page.
Medication Name
Dosage
     Date 
Prescribed
 Times
Per Day
Medication Name
Dosage
     Date 
Prescribed
 Times
Per Day
1)
2)
3)
4)
5)
6)
SIGNATURE OF PERSON COMPLETING THIS FORM (PARENT/CAREGIVER/ADULT ATHLETE):
Signature
Date
Printed Name
Pg. 1-4
Parent/Guardian Name:
Parent/Guardian Address:
Parent Email Address:
Parent Employer:
.\new medical and consent\SONC_NV.jpg
SECTION D                           ATLANTO-AXIAL INSTABILITY ASSESSMENT FOR ATHLETES WITH DOWN SYNDROME
Does the athlete have Down Syndrome?
Yes
No
If Yes, you must complete the area below.  If No, please skip to Section F.         
The sports and events for which such a radiological examination is required and the Special Release for Athletes with Atlanto-Axial Instability 
(Section D) completed 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).          
PLEASE CHECK THE FOLLOWING
YES
NO
Does the athlete participate in a restricted sport or event? If yes or unknown, an x-ray for atlanto-axial instability must be done. 	

Has an x-ray evaluation for atlanto-axial instability been done? Please provide X-Ray Date:
If yes, was the x-ray positive for atlanto-axial instability (positive indicates that the atlanto-dens interval is 5mm or more)?
If yes, you must complete Section E.  If No, please skip to Section F.
Athlete Name:
Pg. 2-4
SECTION C                            PHYSICAL EXAMINATION (MUST BE COMPLETED BY A LICENSED MEDICAL PROFESSIONAL)          
Blood Pressure:
Weight:
Height:
Normal
Abnormal
Abnormal
Normal
Abnormal
Normal
Vision
Hearing
Oral Cavity
Neck
Extremities
Cardiovascular System
Respiratory System
Gastrointestinal System
Genitourinary System
Skin
Other:
Primary MR Etiology/Category (if known):          
Yes
No
I have reviewed the above health information and have performed the above examination on this athlete within the 
past six (6) months and certify that the athlete can participate in Special Olympics.          
Sport Restrictions:
Medical Professional's Signature (Required):
Date of Exam (Required):
Medical Professional's Name:
(Print Legibly or Stamp)
Clinic Name:
Address/City/State/Zip:
Phone: 
ALL COACHES WILL BE RESPONSIBLE FOR HAVING UP-TO-DATE 
APPLICATION FOR PARTICIPATION FORMS IN THEIR POSSESSION AT 
TRAINING AND COMPETITION EVENTS AND DURING TRANSPORTATION AND TRAVEL. 
RETAIN COPIES FOR LOCAL, AREA AND PERSONAL RECORDS. 
Cranial Nerves
Coordination
Reflexes
For more information about Special Olympics, 
please visit us at www.SONC.org for Northern California, 
and www.SONV.org for Nevada
 
 
(For adult athlete without legal guardian) I am taking these risks knowingly and voluntarily, of my own free will, because of my desire to participate in Special Olympics, including any or all of the sports listed above.
(For minor/dependent athlete) I hereby give my permission for my minor child /dependent to participate in Special Olympics, including any or all of the sports listed above.
 
Athlete's Name: 
Address/City/State/Zip:
 
__________________________________________________________         
Signature of Parent/Legal Guardian                                                       Date
(For Athlete under 18 or Subject to Legal Guardianship)
 
__________________________________________________________
Signature of Adult Athlete without Legal Guardian                                             Date
Pg. 3-4
SPECIAL RELEASE FOR ATHLETES WITH ATLANTO-AXIAL INSTABILITY
Certification by Licensed Medical Professionals
 
We have examined the athlete named in the application who has Down Syndrome and who has been diagnosed as having Atlanto-Axial Instability.  We certify based on our examinations of the athlete and our review of the health information contained in this application that, despite the diagnosis of Atlanto-Axial Instability, this athlete is not medically precluded from participation in Special Olympics.  We further certify that we have explained to the athlete named in this application (and to the parent or guardian whose signature appears below, if any) the medical risks associated with Atlanto-Axial Instability and, in particular, the risks associated with the athlete's participation in sports or events which by their nature may result in hyper-extension, radical flexion, or direct pressure on the neck or upper spine. Signature of two licensed medical professionals required.    
                                                    
 
Licensed Medical Professional's Name:                                                             Licensed Medical Professional's Name: 
 
 
                                                   
 
Signature:                                                                               Signature:
 
 
Certification of Adult Athlete or Parent/ Guardian of Athlete
(Required for all athletes with diagnosis of Atlanto-Axial Instability)
I am the adult athlete, or the parent or guardian of the minor or legally dependent athlete, named in this application.   I certify that:
1.  I have been informed by the licensed medical professionals named above that I or my minor child /dependent has Atlanto-Axial Instability. 
2.  The risks associated with that condition, including the risks from participating in equestrian sports, gymnastics, diving, pentathlon, butterfly stroke and diving starts in swimming, high jump, alpine skiing, and soccer have been fully explained to me by the licensed medical professionals named above, and I fully understand the possible medical consequences of me or my minor child/dependent participating in any of these sports or events.
3.  Although I recognize and understand the risks and possible medical consequences, I certify that, based on the certifications of the two licensed medical professionals named above:                                                               
SECTION E
Athlete Name:
 SPECIAL OLYMPICS RELEASE FORM
(To be completed and included in SONC/SONV Application for Participation in Special Olympics) 
 
As used herein, “I” and “my” refers to (1) the athlete named above if the athlete is age 18 or older and not subject to legal guardianship, 
OR (2) the athlete named above AND the parent or guardian of that athlete, if the athlete is under age 18 or subject to legal guardianship.
 
I represent and warrant that, to the best of my knowledge and belief, I am physically and mentally able to participate in Special Olympics activities.  I 
also represent that a licensed medical professional has reviewed the health information contained in my application and has certified, based on an independent medical examination, that there is no medical evidence which would preclude me from participating in Special Olympics.  I understand that if I have Down Syndrome, I cannot participate in sports or events which, by their nature, result in hyper-extension, radical flexion or direct pressure on my neck or upper spine unless I and two licensed medical professionals have completed the official “Special Release for Athletes with Atlanto-Axial Instability”, available from the Special Olympics Chapter program in my state, or I have had a full radiological examination which establishes the absence of Atlanto-Axial Instability.  I am aware that if I have Down Syndrome and choose not to complete the “Special Release for Athletes with Atlanto-Axial Instability” form which establishes the absence of Atlanto-Axial Instability, then I must have the radiological examination before I can participate in equestrian sports, gymnastics, diving, pentathlon, butterfly stroke, diving starts in swimming, high jump, alpine skiing, and/or soccer.
 
Special Olympics and its agents have my ongoing permission to use my likeness, name, voice, or words in television, radio, film, newspapers, magazines, 
and electronic and other media, and in any form, for the purpose of advertising or communicating the purpose and activities of Special Olympics and/or 
applying for funds to support those purposes and activities.  If, during my participation in Special Olympics activities, I should need emergency medical 
treatment, and I am not able to give my consent to make my own arrangements for that treatment, I authorize Special Olympics to take whatever 
measures it deems advisable to protect my health and well-being, including, if necessary, hospitalization. 
 
I have read this document and fully understand the provisions of the Special Olympics Release Form (“Release”) which I am signing. 
I understand that by signing this  document, I am saying that I agree to all of the provisions of the Release. 
 
 
 
________________________________________________                _____________________
Signature of Parent or Legal Guardian                                                       Date
(For Athlete under age 18 or Subject to Legal Guardianship)
 
________________________________________________                _____________________
Signature of Adult Athlete without Legal Guardian                              Date
 
 
For Adult Athletes: I hereby certify that I have reviewed this Release with the athlete and am satisfied, based on that review, that the 
athlete understands this Release and has agreed to its terms.
 
________________________________________________                                                                                                      
Print Name                                                                                                   
 
 
Signature                                                                                          Date
 
_________________________________________________
Relationship to Athlete (e.g., parent, legal guardian, other family member, coach, teacher, aide, etc.)
                                                               Updated 1/1/2011
SONC/SONV USE ONLY:
Athlete Name:
Pg. 4-4
SECTION F
8.2.1.3144.1.471865.466429
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