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Name: *
First Last

il to-Pin Bowting
il s-pin Bow{ing

f, Rtpine Skiing
ffi Aquatics
LJ Rthtetics

il Bocce Batt

il Basketball* Teom:_
il curting
I Equestrian

ffi figure Ska[ing

Cotf
Power-[iFting
Rhylhmic Gymnastics

fJ Snowshoeing

Sotlba[[* Team:_
Speed Skating
Synchro-Swimming
Walking Program

Ftoor Hockey* Team: il Soccer* Team: 

-L]il
m
u

Cl trrr-ruess

Community: Sex: C mate ll remale il x Cenderldentity;_

Birth Date (MM/DD/YYYY): PortaI E-Mail: O Honorary Life Member

Have you ever been changed/cenvicted of any crirninal oFfence as outtined in the waiver? D No D Yes

Setf'Dectaration: Do you ldentify as lndigenous? Do you identify as an lndigenous person that is First Nations
(North American lndian), Metis, or lnuk (lnuit) lncludes Status and Nan-Status tndividuals

fl First Nations (North American lndian) fl Metis CI tnuk (lnuit) fl Prefer not to say il No

{..u, t'* t,.t <;i $ *'r lt* x'r,r:i* ?. l'* i-t

:* emaik Home Phone:- 
E,,44fL b{ftrtbfu

Mobite Phone: Business Phone: Primary: fl Home 0 uobite fl Business

{, $ r:"* : *r'r. t !; i ct;i i: i *c rr & la;' r$: $+;:, r, 
"{} {t r:i} s

Primary Language Preference: C Engtish D French Contact Preference: B Altowed D Not Atlowed

Preferred Method of €ontact: fl Rny t Emait lI phone O t tait

'j'!l,i',;-*95{;i6l,i i'i:.fflli,li.i,l*f.*lai. ialilr*:"eXl;*ii",l**'a
(P{ease nate that not all sports tisted are offered in every cammunity program}
Please indicate (check box) the sport(s) the athlete witl be participating in for the current program year:



Doyouhaveseizures?0YesDNoSeizuresControttedBy:
Doyouhaveal1ergies?EYes[NoHowdoyoutreatyoura[tergies?

Dietary Restrictions: Please write 'None or'N/A' iF you do have any dieta ry restrictions

Medical Notes: Any other conditions or intormation thaE you Feet a coach or ambulance at[endant needs to know. ptease
ensure Lhe coach is aware oF any medications that the athlete is on and what medical condition il is Lreating.

Emergemcy (entaet
*Minimum of at least (1) contact must be provided

Name (1): * Relationship:
First LasE

Primary Phone: Secondary phone:

Name (2): Retationship:

Primary Phone: Secondary Phone:

Living Situation:
J lndependent
J With Parent(s)
J Foster Parents/Caregiver/Guardiar

D Group Home
tr Supportedlndependent

Living

D With Famity - Not Parents
i Institution
O PreFer not to say

Group Home Affiliate:

lmportant lnformation: Please be aware lhat additional Community Fees may appty. ContacL your community For
Further detaits on what is needed to complete your enroltment.

We$ver

To complete Ehe process oF registration on a paper Form, please comptete and submiL the Fotlowing Form:

c Attached Participation Waiver and Promotional Media Opt in or Opt out form

The ParEicipant Waiver, which inctudes the Consent to use Personat lntormation and Privacy poticy ConFirmation,
and Code of Conduct and Ethics componenLs is MANDATORY in order lo participate in SpeciatOtympics
programming. For the Promotionat Media portion, participants may "Opt in" or "Opt out" oF being inctuded in
promotionat media retating to SpeciaI Otympics.



Prinnary Address

Address:
Province:

Address:
Province:

City/Town:
PostaI Code:

S*eendary Address

City/Town:
PostaI Code:

Health Card Number: Card Expires On (MM/DDIYYYY):

Province lssued By: 

-

Doctort Name: Doctor's Phone:

Medications & Dosages: Ptease write 'None or'N/A' iF you do no[ take any medicaLions

: : .. . lr:'.

P[ease indicate (check box) it the athlete has any of the Fottowing conditions:
ffi Serious ltlness ffi oepression *
fi Rrthritis fr ribromyalgia :J
;--"i copo *_l oiabetes tl
1..- j Rsthma i-l Heart Disease

FetaI AtcohoI Syndrome
High Btood Pressure
Epitepsy

ff Other Condition(s):

oFX.Ray Testing

(this athlete) have Down Syndrome? E Yes D no

must be
Down Syndrome, they need to

the athtete
The


