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Area/School Name: _______________________________________________________________________________

Are you NEW or RETURNING to Special Olympics Delaware?    □  NEW         □  RETURNING

Email:

Email:

Name of Employer (Optional):

  Athlete Employer (Optional):

Cell:

Cell:

SODE ATHLETE
MEDICAL FORM - HEALTH HISTORY
(Pages 1-5 should be completed by the athlete or parent/guardian/caregiver)
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SODE ATHLETE
MEDICAL FORM - HEALTH HISTORY
(Pages 1-5 should be completed by the athlete or parent/guardian/caregiver)

(List on page 3)

If yes, please describe:
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Release Form

SODE ATHLETE
RELEASE & WAIVER
(Pages 1-5 should be completed by the athlete or parent/guardian/caregiver)
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Waiver and Release of Liability, Assumption of Risk and 
Indemnification Agreement for Communicable Diseases

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

1.	 Participation includes possible exposure to and illness from infectious and/or communicable diseases including but 
not limited to MRSA, influenza, and COVID-19. While particular rules and personal discipline may reduce this risk, 
the risk of serious illness and death does exist; and,

2.	 I KNOWINGLY AND FREELY ASSUME ALL SUCH RISKS, both known and unknown, EVEN IF ARISING FROM 
THE NEGLIGENCE OF THE RELEASEES or others, and assume full responsibility for my participation; and,

3.	 I willingly agree to comply with the stated and customary terms and conditions for participation as regards protection 
against infectious diseases. If, however, I observe and 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 official immediately; 
and,

4.	 I, for myself and on behalf of my heirs, assigns, personal representatives and next of kin, HEREBY RELEASE 
AND HOLD HARMLESS Special Olympics, Inc, Special Olympics Delaware their officers, officials, agents, and/or 
employees, other participants, sponsoring agencies, sponsors, advertisers, and if applicable, owners and lessors of 
premises used to conduct the event (“RELEASEES”), WITH RESPECT TO ANY AND ALL ILLNESS, DISABILITY, 
DEATH, or loss or damage to person or property, WHETHER ARISING FROM THE NEGLIGENCE OF RELEASEES 
OR OTHERWISE, to the fullest extent permitted by law.

I HAVE READ THIS RELEASE OF LIABILITY AND ASSUMPTION OF RISK AGREEMENT, FULLY UNDERSTAND ITS 
TERMS, UNDERSTAND THAT I HAVE GIVEN UP SUBSTANTIAL RIGHTS BY SIGNING IT, AND SIGN IF FREELY AND 
VOLUNTARILY WITHOUT ANY INDUCEMENT.

Name of Participant:    ____________________________________________________________________________

Participant Signature:______________________________________________________________________________

Date signed: ______________________

FOR PARTICIPANTS OF MINORITY AGE (UNDER AGE 18 AT THE TIME OF REGISTRATION)
This is to certify that I, as parent/guardian, with legal responsibility for this participant, have read and explained the 
provisions in this waiver/release to my child/ward including the risks of presence and participation and his/her personal 
responsibilities for adhering to the rules and regulations for protection against communicable diseases. Furthermore, my 
child/ward understands and accepts these risks and responsibilities. I for myself, my spouse, and child/ward do consent 
and agree to his/her release provided above for all the Releasees and myself, my spouse, and child/ward do release 
and agree to indemnify and hold harmless the Releasees for any and all liabilities incident to my minor child’s/ward’s 
presence or participation in these activities as provided above, EVEN IF ARISING FROM THEIR NEGLIGENCE, to the 
fullest extent provided by law.

Name of parent/guardian: _________________________________________________________________________

Parent guardian/signature:_________________________________________________________________________

Date signed: ______________________

SODE ATHLETE
RELEASE & WAIVER
(Pages 1-5 should be completed by the athlete or parent/guardian/caregiver)
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SODE ATHLETE
PHYSICAL EXAM
(Pages 6-7 should be completed by a Medical Professional ONLY)

Athlete First and Last Name: ______________________________________  Date of Birth:  ______________________
MEDICAL PHYSICAL INFORMATION

(To be completed by a Licensed Medical Professional qualified to conduct physical exams and prescribe medications)
Height Weight BMI (optional) Temperature Pulse O2Sat Blood Pressure (in mmHg) Vision

cm kg BMI C BP Right: BP Left: Right Vision 
20/40 or better   No  Yes N/A

in lbs Body Fat % F Left Vision 
20/40 or better  No  Yes N/A

Right Hearing (Finger Rub) Responds No Response Can’t Evaluate

Left Hearing (Finger Rub) Responds No Response Can’t Evaluate

Right Ear Canal Clear Cerumen Foreign Body

Left Ear Canal Clear Cerumen Foreign Body

Right Tympanic Membrane Clear Perforation Infection NA

Left Tympanic Membrane Clear Perforation Infection NA

Oral Hygiene Good Fair Poor

Thyroid Enlargement No Yes

Lymph Node Enlargement No Yes

Heart Murmur (supine) No 1/6 or 2/6 3/6 or greater

Heart Murmur (upright) No 1/6 or 2/6 3/6 or greater

Heart Rhythm Regular Irregular

Lungs Clear Not clear

Right Leg Edema No 1+ 2+ 3+ 4+

Left Leg Edema No 1+ 2+ 3+ 4+

Radial Pulse Symmetry Yes R>L L>R

Cyanosis No Yes, describe

Clubbing No Yes, describe

Bowel Sounds Yes No

Hepatomegaly No Yes

Splenomegaly No Yes

Abdominal Tenderness No RUQ RLQ LUQ LLQ

Kidney Tenderness No Right Left

Right upper extremity reflex Normal Diminished Hyperreflexia

Left upper extremity reflex Normal Diminished Hyperreflexia

Right lower extremity reflex Normal Diminished Hyperreflexia

Left lower extremity reflex Normal Diminished Hyperreflexia

Abnormal Gait No Yes, describe below

Spasticity No Yes, describe below

Tremor No Yes, describe below

Neck & Back Mobility Full Not full, describe below

Upper Extremity Mobility Full Not full, describe below

Lower Extremity Mobility Full Not full, describe below

Upper Extremity Strength Full Not full, describe below

Lower Extremity Strength Full Not full, describe below

Loss of Sensitivity No Yes, describe below

SPINAL CORD COMPRESSION & ATLANTO-AXIAL INSTABILITY (AAI) (Select one)

Athlete shows NO EVIDENCE of neurological symptoms or physical findings associated with spinal cord compression or atlanto-axial instability.
OR

Athlete has neurological symptoms or physical findings that could be associated with spinal cord compression or atlanto-axial instability and 
must receive an additional neurological evaluation to rule out additional risk of spinal cord injury prior to clearance for sports participation.

ATHLETE CLEARANCE TO PARTICIPATE (TO BE COMPLETED BY EXAMINER ONLY)
Licensed Medical Examiners: It is recommended that the examiner review items on the medical history with the athlete or their guardian, prior to performing 
the physical exam. If an athlete needs further medical evaluation please make a referral below and second physician for referral should complete page 7.

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

This athlete is ABLE to participate in Special Olympics sports WITH restrictions. Describe        ___________________________________________

This athlete MAY NOT participate in Special Olympics sports at this time & MUST be further evaluated by a physician for the following concerns:

Concerning Cardiac Exam Acute Infection O2 Saturation Less than 90% on Room Air
Concerning Neurological Exam Stage II Hypertension or Greater Hepatomegaly or Splenomegaly
Other, please describe:

Additional Licensed Examiner’s Notes and Recommended (but not required) Follow-up:
Follow up with a cardiologist Follow up with a neurologist Follow up with a primary care physician
Follow up with a vision specialist Follow up with a hearing specialist Follow up with a dentist or dental hygienist
Follow up with a podiatrist Follow up with a physical therapist Follow up with a nutritionist

Other/Exam Notes:

Name:

E-mail:

Signature of Licensed Medical Examiner Exam Date Phone: License #:
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Athlete First and Last Name: ______________________________________  Date of Birth:  ______________________

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:__________________________________________________________________________________

Specialty:_________________________________________________________________________________________

I have been asked to perform an additional athlete exam for the following medical concern(s) - Please describe:
Concerning Cardiac Exam Acute Infection O2 Saturation Less than 90% on Room Air

Concerning Neurological Exam Stage II Hypertension or Greater Hepatomegaly or Splenomegaly

Other, please describe:

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

Yes Yes, but with restrictions (list below) 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? Yes No

The athlete is a Unified Partner or a Young Athlete Participant? Unified Partner Young Athlete

SODE ATHLETE
PHYSICAL EXAM
(Pages 6-7 should be completed by a Medical Professional ONLY)


