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Dear Interested Athlete:

Thank you for your interest in Lucas County Special Olympics. In order to participate in our
program, you must be at least 16 years old, have a qualifying diagnosis and have a current
Special Olympics medical form on file with our office.

We have included the medical forms that need filled out. You will need to complete and sign the
health history and release form. Please make sure that the physical examination section is
completely filled out by your physician and signed. Make sure to have them include an
restrictions vou may have. These forms are valid up to three (3) years from the date of the
physician’s signature on the form.

Please return completed forms to:
Lucas County Special Olympics
Attn: Lisa Martin
Email: specialol ics@lucasdd.org **Preferred and fastest method
Mail: 1154 Larc Lane, Toledo, OH 43614

or Fax: 419-380-2636

The enclosed Lucas County Special Olympics Fact Sheet will give you more details about our
program and the sports offered.

Upon receipt of your medical form, your information will be added to our database and you will
begin to receive emails each quarter with information of the upcoming sports seasons and how to

sign up.

Thanks again for your interest.

Sincerely,

Kelley Watson
Lucas County Special Olympics
Recreation Specialist

The Lucas County Board of Davelopmental Disabilities
is an Equal Opportunity Employer and Provider of Services.
wwivlucasdd.org
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e Lucas County Special Olympics (LCSO)

- Adult Program Fact Sheet

Eligibility: In order to participate in LCSO, an individual must reside in Lucas County and be at
least 16 years of age. All participants must have a doctor signed Special Olympics medical form
on file and documentation that the participant meets one of the following requirements:

1. The person has been identified by an agency or professional as having an intellectual
disability; or

2. The person has a cognitive delay as determined by standardized measure; or

3. The person has a closely related developmental disability which means having functional
limitations in general learning and adaptive skills.

Sports Currently Offered: Alpine skiing, aquatics (swimming), athletics (track and field),
basketball, bocce, competitive cheer, flag football, golf, pep club, power lifting, softball, tennis,
and volleyball. In addition, we offer the following unified sports, where individuals with and
without disabilities participate together: corn hole, flag football, golf, and softball.

Information Sharing: You will receive 3-4 mailings each year about sports offered by LCSO,
news about LCSO athletes and coaches, and updates on fundraising. Please follow instructions in
the mailings to register for sport training programs. Mailings are sent to athletes who have a
current medical form on file with our office. So that more athletes can participate, we ask that
you train in only one sport per season.

Fund Raising: According to Special Olympic rules, training and competition is free to

LCSO athletes. Each year we have expenses related to umpires/referees, facility fees,
competition/entry fees, equipment, uniforms, charter bus rental, and meals / lodging when we
attend out of town competition, such as Summer Games. These costs must be covered by
donations and fundraising. LCSO expects that all who participate will take part in our
fundraising efforts. If funds are not available, the number of athletes attending or participation in
an event may be affected. If you or your family member would like to be a part of our fund-
raising committee, please contact our office.

Code of Conduct: All athletes, volunteers, spectators, and coaches must abide by the Special
Olympic Code of Conduct. This Code of Conduct is discussed at the beginning of each training
season and athletes and/or their guardian sign a form indicating they have received and
understand it. Violations of the code of conduct may result in suspension from competitions

and/or the program. Smoking and the use of alcohol are not allowed while in vniform or at any
Special Olympic program or event.

Personal Safety: Please be advised that some of the individuals who participate in LCSO have

personal space issues. We ask that all athletes and volunteers treat each other respectfully and
limit physical contact to handshakes and high fives.
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Supervision: It is not the role of LCSO staff to provide supervision to anyone at any practice,
competition or overnight stays. As a result, if an athlete requires supervision for any safety,
medical, dietary and/or behavioral concerns, they must be accompanied by an adult family
member or a homemaker/personal care staff that is familiar with their needs. Please note that
LCSO staff, volunteers, and coaches have not been trained on athletes’ Person Centered and
Specialized Support Plans so we are unaware of potential concerns. LCSO athletes attending

competitions involving an overnight stay generally share rooms with other athletes. Chaperones
are housed in nearby rooms.

Have any questions? Please contact:
Kelley Watson, LCSO Recreation Specialist-Local SO Coordinator
(419) 380-5109 or kwatson@lucasdd.org

Lucas County Special Olympics
1154 Larc Lane
Toledo, OH 43614
(419) 419-380-5115
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Need a physical for Special Olympics?

You can now have them done at a Promedica

Urgent Care site for a fee of $20.00!
To get one:

You MUST CALL the site you want to go to and
schedule an appointment. No walk-ins are allowed.
You will need to take a Special Olympics Ohio physical
form with you to the appointment.

Have the form completed as much as possible before
your appointment.

The most current forms can be found at
lucasdd.org/special-olympics/registration

scanning the QR code or by calling

419/380-5110 to request them be emailed

or sent to you.

a{

Locations and Phone numbers:

3430 Secor Rd., Toledo 567-585-0225
6755 Central Ave., Toledo 567-585-0075
25950 N Dixie Hwy, Suite 400, Perrysburg 567-585-0010
3316 Navarre Ave., #F, Oregon 419-291-1420
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ATHLETE REGISTRATION FORM Special Olympics :\1 f(’?

State Speclal Olymples Program: Ohio - _ Local Area/Delegation: ==
Are you a new athlete to Special Olympics or Re-Reglstering? D New Athlete D Re-RegIstering

ATHLETE INFORMATION - -

First Name: Middle Neme: . o
Last Name: - _Pnefemde; - - -
Date of Birth (mmiddlyyyy: [Jremale [Jmele  [] Other Gender identity
Race/Ethnicity: [JPrefer not to answer
] American indian/Alaskan Native ] Astan American Cmore thanone race |
] Bisck or African American [CINetive Hawaiian or Other Pacific Istander I
] white or Caucasian [JHispanic or Latinx
Language(s) Spoken in Athleta’s Home (Optional): Check all that apply
[CJEnglish [JSpanish DOthsr (please lst):
Street Address: - o
cty: - State: | Zpcode: :
Phone: ETmaII: - - ]
Sporte/Activities: -

| Athlets Employer, if any (Optional): -
Does the athlete have the capacity to consent to medical treatment on his or her own behalr? [ JYes [ o

PARENT { GUARDIAN INFORHAT!DN (raqulred If mlnor or otharwise has a Iogal guardian) )
Name: ' :

_Relaﬂonshlp ' I

[CJseme contact info as Athiete
Street Address:

C_lty. <‘ State: ZiP Code: ]

Phono
EMERGENCY CONTACT INFORMATION -

DSame as Pannveuardian ' .

PHYSICIAN & INSURANCE |NFORMATION - _ ) |
Physlclan Name: B

 Physician Phone: | )

Insuraneo Group Number-

Insurance Company: ] Insurance Pollcy Number:

A1 Athlate Registration — Updatsd April 2021



Athlete Medical Form — HEALTH HISTORY Special A3

(To be completed by the athiete or parent/guardian/caregiver and brought to exam) Glympn-s: %:% #2
Athlete First & Last Name: - —
Athiete Date of Birth (mm/ddiyyyy): ~ [Jremaie [Jmate [Jother Gender tdentity
STATE PROGRAM: Ohio E-mall:
ASSOCIATED CONDITIONS - Does the athlete have (chack any that apply): B |
] Autism ] pown Syndrome [ Fragite X Syndroms -
[3 cerebrat Paisy [ Fetal Atcohol Syndrome
[ other s,ndrome, iesse sectty:
[ ALLERGIES & DIETARY RESTRICTIONS ASSISTIVE DEVICES - Does the athiste use (check any that appiy):
[JNo Known Allergles []Brace [_] Colostomy L] Communication Device
[ratex [Jc-pap Machine U crutohes orwaiker [ Dentures
[ Medications: [loiesses or Contacts  [J@-Tubeor S-Tube  [JHearing Ald
[Jinsect Bites or Stings: | Oimptanted Device [ inhaer []Pacemaker
[]Food: [IRemovable Prosthetics [ spint ~ DOwneel chair
List any special dietary needs:
[ _ SPORTS PARTIGIPATION - '
List all Special Olympics sports the athlets wishes to play: I

Has a doctor ever limited the athiete’s participation In sports? —— —
|DN° I:IYes if yos, please describe:

_—_—_— SURGERIES, INFECTIONS, VACCINES o ——
List all past surgeries: - e ——

‘Does the athiets currently have any chronic or acute imfection? = —— — .
[CONo  [Jves If yos, please describe:

HﬁthenﬁhumrhadmabnonndHechcarﬁw.nﬁk@)w!&ouﬂogmﬁﬁe)?”ws.mmwm ]

Yes, had ebnormal EKG
[ ] Yes,had abnomalEcho | - - i - |
Has the sthiets had a Tetanus vaccine In tho past7 years? | |No Yes =i

S __ EPILEPSY AND/OR SEIZUREHISTORY
Epllopsy or any type of selzure disorder C[INe T Yes o e

i yes, bist soizure lype:
K yes, had seizure during the past year? CNo Cves

MENTAL HEALTH - ]
Seif-injuricus behavior during the pastyear | INo [Oves | Depression (diagnossd) Ono Oves |
Aggressive behavior during the past year Onoe  Dves | Anxiety (diagnoses) ™ DOves |
Describe any additionat
mental heaith concerns:

' - FAMILY HISTORY ) - o —

Hasmynﬁveélaa;rnhnmprom“lhfomamsm Clno COves S '
Has any family member or relative died while exercising? CIno [ Yes

List all medical conditions
that run in the athlete's mgllg:

Medlcel Form for US Programs — updated Aprl 2021 Spectsl Olymplcs Medical Form |4 of 4




Athlete Medical Form — HEALTH HISTORY

{To be completed by the athlete or parentiquardian/caregiver and brought to Exam)

Athlete’s First and Last Name;
HAS THE ATHLETE EVER BEEN DIAGNOSED WITH OR EXPERIENCED ANY OF THE FOLLOWING GONDITIONS

Loss of Consclousness ~ [ONe [ves| Migh Biood Pressure [_JNo [ Jves | Strokermia [N []Yes
Dizziness during or afier exercise [Ono [Clves| High chotesterot  [Tno [1ves | concussions One Oves
Headache during or after exercise DNo DYes Vision Impairment DNo DYes Asthma D No D Yes
Chest pain during ar after exercise DNo DYes Hearing Impairment DNo DYes Diabetes D No D Yes
Shortness of breath during or after exercise [ INo [Jves| EniargedSpieen  [INo [Jves | Hepatits CIno [Jves
Imegular, racing or skipped heartbeats ~ L_INo [_Ives| Single Kidney Cno DClves | urinary piscomfort [Ine [l es
Congenital Heart Defect DNo DY& QOsteoporosis DNo DYas Splna Bifida D No DYes
Heart Attack CIne Dlves| osteopenia Cne Dlives | Artrits CIne Cves
Cardiomyopethy [CIno [dves| sicue cetiDisease [INo [Ives | Heat ttiness COIne Dves
Heart Valve Disease CIno Dlves| siowecentratt  [Ino [dves | BrokenBones  [o [ es
Heart Murmur CIno Dlves| Essy Bleeding Clno Clves | pisiocated doints  [Ine [l ves
Endocarditis Cne [lves | if fomate athiots, list date of last menstrual period:
Describe any past broken bones or distocated joints o =
{if ves Is checked for either of those fields above;: I SR — - S — - o I
List any other ongolng or past medical conditions:

Neurological Symptoms for Spinal Cord Compression and Atlanto-axial Instabliity o _I
Difficulty controlling bowels or bladder [No [JVes | #yes, is this new or worse in the past Syers? [ JNo [ ] Yes
Numbness or tingling In legs, arms, hands or feet [CINe [TJves | #yes. is this new or worse in the past 3 years? DN° D Yes |
Weakness In legs, arms, hands or foet [INo [ves | ifyss, ts this new or worse in the past 3years?  [JNo [] Yes
Bumer, stinger, pinched nerve or paln In the neck, back, .
sbould'ers. arms, hands, buttocks, legs or feet D No DYes U yes, ls this now o worse in the peat 3 yoars? DNO E] Yes II
Head Tilt DNo D’Yes If yos, Is this new or worse in the past 3 peers? DNo D \’es1
Spasticity DNo DYes #f yos, Is this new or worse In the past 3 years? DNo D Yes
Paralysis [INo [[JYes | iryes is this new or worse in the past 3 years? dNo D Yes
PLEASE LIST ANY MEDICATION, VITAMINS OR DIETARY SUPPLEMENTS BELOW
= (includes inhi birth control or hormane therap
Medication, Viemin or | Dosage || Times _M_%-ad(mﬂm,wmdnw Dosags | Times per | Medication, Vilamin or | Dosage | Times
Suppiement Name per Day Supplement Name Day  Supglement Neme por Day

e S—

Is the athlete able to administer his or her own madicatlong? D No DY

Name of Person Completing this Form  Relationship to Athiete Phone Emall
Medical Form for US Programs — updated April 2021 Speclal Olympics Moadicel Form |2 of 4



Athlete Medical Form — PHYSICAL EXAM AFAR

)

(%o be completedya Licensed Medical Professional qualified to conduct exams & prescribe medications) K%’F /]

Athlste's Firet and Last Name: — Date of Birth

MEDICAL PHYSIC—AL INFORMATION
(To be completed by a Licensed Madical Professional quatified to conduct physical exams and prescribe medicaiions) -

Haight ‘Welght | BMI (opfional} | Temperature | Pulss | O " Biood Pressure (in mmHg) T Vislom |
om kg [:[7] (4] Z Loft: ﬂ ht Vision
m«:amﬂm [Jves [Jra
in s Body Fat %|  F| Left Vision
2040 orbattee [ INo [ Jves [Jrum
Right Hearing (Finger Rub)[_| Responds [ JNo Response [ JCam Evaluate [l Bowe! Sounds OYes [Ino
Left Hearing (Finger Rub) [] Responds [JNo Response [JcantEvaluste [l Hepatomegaly Cne [Jves
Right Ear Canal Ocikar [Jcenmen  [Iroreign Body Splenomegaly One [Jves
Left Ear Cansl Ockar [Jceumen  [JForelgn Bocy Abdominal Tendemess [N [Jrue [Oria [Jwa [Jue
Right Tympanic Membrane[] Clear ~ [JPerforation [Jinfection [INA W xidney Tendemess Cne [Jright [Jren

Left Tympanic Membrane [JClaar  [JPerforation [Jinfecion [NA
Oral Hyglane Deed  [Jrar O;oor

Thyroid Enargement Cne Clves

Lymph Node Enlargement [[] No Oves

Heart Mummur (supine) [N Cisorze  [J3/6 or greater

Right upper extremity reflex [ ]Normal [T Diminished [ Hypermefiaxia
Lef upper extramily reflex [ Normal [ Diminished [] Hypemefexis
Right lower extremity reflex ] Normal [ Diminished [] Hyperrefiexia
Left lower extremity reflex [ ] Normal [7] Diminished [ JHypemeniexia
Abnomad Gait CINo [ Yes, describe beiow

Heart Murmur (upright) [0 Cwwor2e o or greater Spasticty CONo  [Jves, descrbe betow
Heart Rhythm [JReguiar [Jimaguiar Tremor [N [ Yes, describe below
Lungs Ockar  [INotcrear Neck & Back Mabillty [JFut ot fub, describe below
Right Leg Edema ([ O+ O2¢ s+ O Upper Extremity Mobilty ~ [JFut [JNot ful, descrive below
Left Leg Edema O O Oz¢ Ose Qe Lower Extremity Mobily [ JFul  [JNot full, describe below
Radial Pulse Symmetry [ Yes Oret Owr Upper Extremity Strength ] Fub [ Not ful, describe below
Cyenosis Cno [J¥es, descrive Lower Extremity Strength ] Futl ] Not fub, describe below
Clubbing Oie [JYes, describe Loss of Sensitivity [ONo [JYes, describe below

SPINAL CORD COMPRESSION & ATLANTO-AXIAL INSTARILITY {AAY)
Athiete shows NO EVIDENCE of neurological symptoms or physical l!ndohags assoclated with spinal cord comprassion or atlanto-axial instablity.

Athlete has nsurclogical symptoms or physical findings that could be associnted with spinal cord compression or stisnto-axial Instabllity and
must recalve an additional neurologlcat evaluation to rule out additional risk of spinal cord injury prior to clearance for sports perticipation.

ATHLETE CLEARANCE TO PARTICIPATE (TO BE COMPLETED BY EXAMINER ONLY)
UcansdeedhalExmdnem:Msmmmeildadmamemmmmmsmmnmmmywiﬂ:ﬂlaalhletowﬁwguarﬁm,pmrlopufumhgm
physical axam. nmmmwsmmmmmm-MWmmmmhmmmm4.

This athlste is ABLE to participate in Special Olympics sports without restrictions.

This athists is ABLE to participate in Special Olympics sports =2

This athiste in Spaclal Olymplcs sports at this time & MUST be further evaluated by a physicien for the following concarns:
[CJconceming Cardiac Exam JAcute infection ] O: Saturation Less than 80% on Reom Alr
[Clconceming Neurological Exam [ stage Il Hypentension or Greater [ Hepatamagaly or Splenomegaly

[CJother, please describe:
Additional Licensed Examiner's Notes and Recommended (but not required) Follow-up:

3 Foltow up with @ candiologist [C] Foflow up with a neuralagist [ Foliow up with a primary care physician
[ Follow up with a vision speclallst BFoBowupwilhaheaﬂnnspedalst ] Foliow up with a dentist or dentat hygienist
[ Foliow up with @ podiatrist Foflow up with & physlcal therepist {1 Foliow up with 8 nutritiontst
] Other/Exam Notes:
Name:
E-malk
| Signature of Licensed Medical Examiner Exam Dato Phone: License #:

Medical Form for US Programs — updated April 2021 Special Olympics Madical Form |3 cf 4



Athlete Medical Form - MEDICAL REFERRAL FORM

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

Athlate’s First and Last Name:

This page only needs to be completed and signed if the physician on page three does not clear
the athlete and indicates further evaluation is required.
Athlete should bring the previously completed pages to the appointment with the specialist.

Examiner's Name:
Speciatty:

I have baen asked to perform an additional athlete exam for the following medical concemn(s) - Plsase describe:
[ Conceming Cardiac Exam [ Acute Infection [JO: Saturation Less than 80% on Room Alr

] Conceming Neurological Exam  [IStage 1| Hypertension or Greater [CHepatomegaly or Splenomegaly
] Other, please describe: .

In my professional opinlon, this athlete MAY now participate in Special Olympics sports (Indicate
restrictions or limitations below):

Yes Yes, but with restrictions (st befow) No

Additional Examiner Notes/Restrictions:

Examiner E-mail:
Examiner Phone:

License:

Examiner’s Signature ~ Date -

This section to be completed by Special Olympics staff only, if applicable.
This medical exam was completed at a MedFest event? DYa Duo
The athieis Is & Unified Pariner or a Young Athiste Participant? [ Unified Partner [ Jvoung Athists

Madical Form for US Programs — updated Apnil 2024 Special Olymples Medical Form |4 of 4



ATHLETE RELEASE FORM Special Diympics €;o;§'

1 agree to the following:
1. Abliity to Perticipate. 1 am physically able to take part in Special Olympics aclivities.

2. Likeness Release. | give permission to Speciel Olympics, Inc., Spedial Olympics games onganizing committees, and
Special Olympics accredited Programs (collectively *Special Olympice”) to use my likeness, photo, video, name, voice,
words, and blographical information to promote Special Olympics and raise funds for Special Olympics.

3. Risk of Concussion and Other Injury. 1know there Is a risk of Injury. | understand the risk of continuing to play sports
with or after a concussion or other injury. | may have to get medical care if | have a suspected concussion or other injury.
| also may have to walt 7 days or mare and get permigsion from a doctor before ! start playing sports again.

4. Emergency Care. If{ am unable, or my guardian is unavailable, 1o consent or meke medical decisions in an emergency,
1 authorize Special Olymplcs to seek medical care on my behelf, unless | mark one of these boxes:
I have a religlous or other objection to receiving medical treatment. (Not common.)
I do not consent to blood transfusions. (Not common.)
either box is marked, an EMERGENCY MEDICAL CARE REFUSAL FORM must be completed.)

5. Ovemight Stay. For some events, | may stay in a hotel or someone’s home. If | have questions, § will ask.

6. Health Programs. If | take pari in a health program, | consent to health activities, screenings, and treatment. This
should not replece regular heslth care. 1 can say no to treatment or anything else at any time.

7. Personal Information. | 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 heaith related information | provide to Special Olympics ("personal information”).

o | agres and consent fo Special Olympics:

o uging my personal information in order fo: make sure | 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 | 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, quality assurance, testing, and other
related activities; and provide event-related services.

o using my contact information for communicating with me about Speclal Olymples.

o sharing my personal Information confidentially with (i) researchers such as universities and public health agencies
that are studying intellectual disabllities and the impact of Special Olympics activities, (il) medical professionals In
an emergency, and (ili) govemment authorities for the purpose of assieling me with any visas required for
intemational travel to Special Olympics events and for any other purpose necessary to protect public safety,
respond to govemment requests, and report information as required by law.

» | have the right to ask to see my personal information or to be informed about the personal information thatis processed
about me. | have the right to ask fo correct and deiete my personal information, and to restrict the processing of my
pereonal information If it Is Inconsistent with this consent.

= Privacy Policy. Personal information may be used and shared consistent with this form and as further explained in the

Special Olympics privacy policy at www.SpecialOlympics.ora/Privacy-Policy

Athlete Name:
| ATHLETE SIGNATURE (required for adult athiets with capacity to sign legal documents)
I have fead and understand this form. If | h;ve quost;ns. 1 will ask. By slg_nquj, | agree to this form.
' A_thlm SIgna;un: - J Date:
| PARENT/GUARDIAN SIGNATURE (required for sthiete who Is & minor or lacks capachty to sign legal documents)

lama Ba;n &Euandlan of the athlete. | have read and understand this form and have explaimd the contents
to the athiete as appropriate. By signing, | agree to thl_s form on my own _b_ehalf and on behalf of the athlete,

Parent/Guardian SIgnatu;oi _ l Date:

Printed Name: Relationship:

A1 Athiete Replstration — Updatad April 2021
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TeamReach App Acknowledgment From

Lucas County Special Olympics uses a free app for mobile devices to allow us to
communicate to our various teams throughout the season. We utilize this for the
following reasons:

1. TeamReach provides us with one place for all communication about the team
you are on which stops the need for phone calls, emails, and handouts.

2. We are able to send messages, post team schedules, provide event details, such
as location/addresses and post pictures.

3. Anyone that has joined the group on the app can set it up so notifications such as
messages and changes in schedules show up on your phone. This is great for
notifications of any schedule changes, including any last-minute cancellations.

4. It's a safe way for staff, coaches, athletes, providers and parents to communicate
without exchanging contact information.

To use the TeamReach app, you must download it from your app store on your mobile
device. ltis free, so there is no cost to do so. Because it is free, there will be ads that
pop up while in the app. There is no way to avoid this unless you pay for the app. So,

we ask that you simply ignore them. We in no way support or approve the ads that are
in the app.

You will receive instructions and password to sign up for the team you are assigned to.

Each team will have a separate group on the app. Please note that this is changed
every season/sport.

| agree and consent to using TeamReach for Lucas County Special Olympics sports
teams. By signing this form, | acknowledge that | have willingly downloaded the app,
understand that everyone that has joined the group/team on the app could contact me

through the app, but understand my contact information will not be accessible to
anyone.

Print Name of Athlete/Guardian o Signature ' Date

This form is valid and will expire when the athlete's Special Olympics physical form expires, once every 3 years. The athlets has
the right to revoke this at any time. To do so, please notify a Lucas County Special Olympics staff person in writing.

The Lucas County Board of Developmantal Disabilities
Is an Equal Opportunity Employer and Provider of Services.
www.lucasdd.org



