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       APPLICATION FOR PARTICIPATION IN PARADISE PRIDE, Inc.
            Please print clearly and complete ALL sections in their entirety

           This application expires three [3] years from the date of exam

          SECTION A: DEMOGRAPHICS
Name of Athlete: ________________________________________________ Male /Female   Date of Birth: _____________________________

Athlete Address: ______________________________________________________ Athlete Home Phone: (______) ______________________
City: _________________________________State: ________________Zip:________ Athlete E-Mail:_________________________________

Parent/

Guardian Name: _______________________________________________________ Parent Home Phone: (_____) _______________________

Parent/Guardian Address:

[If different than athlete]: ________________________________________________ Parent Work Phone: (_____) _______________________

City: __________________________________State:________________Zip:_________Parent E-Mail:___________________________________

Emergency Contact                                                                                                               Emergency

[If other than Parent/Guardian]:____________________________________________ Contact Phone: (________) ________________________

Health/Accident Insurance Company: _______________________________________ Policy #:________________________________________

                                                                                              SECTION B:  HEALTH HISTORY    

                                                                                     [MAY BE COMPLETED BY PARENT/CAREGIVER]
                                                                               PLEASE INDICATE “YES” OR “NO” FOR ALL AREAS

Allergies:                                                                           yes    no       Emotional /Psychiatric/Behavioral Problems/Sound Sensitive        yes      no
             Medicine: ____________________________       yes   no       Hearing Loss/Hearing Aid                                                                   yes    no

             Food: _______________________________        yes   no       Heart Disease/Heart Defect/High Blood Pressure                             yes    no

             Insect Stings/Bites: ____________________       yes   no       Heat Stroke/Exhaustion                                                                       yes     no

Asthma                                                                               yes   no       Immunizations up-to-date                                                                    yes     no

Blindness/Visual Problems [other than 

              Corrective lenses                                                  yes   no       Major Surgery or Serious Illness                                                        yes     no

Bone or Joint Problem                                                       yes   no       Non-Verbal                                                                                           yes     no

Chest Pain                                                                           yes   no       Seizures/Epilepsy/Fainting Spells                                                       yes     no
Concussion or Serious Head Injury                                 yes   no        Sickle Cell Trait or Disease                                                                 yes    no

Contact Lenses/Glasses                                                     yes   no        Special Diet                                                                                           yes    no

Diabetes                                                                              yes   no        Uses Tobacco                                                                                        yes    no

Down syndrome
   {If “YES”, note Section D}                                             yes   no        Uses Wheelchair                                                                                   yes   no

Easy Bleeding                                                                     yes    no       Other:                    












_____________________________________________________________
                                                                                                                ______________________________________________________________

                                                                                                                ______________________________________________________________

Date of most recent tetanus immunization: _____________________________________
Medications:     [circle one]               NONE                LISTED BELOW

Medication Name                                                                                       Dosage                  Date Prescribed                   Times Per Day

____________________________________________________      _______________     ___________________     ___________________

____________________________________________________      _______________     ___________________     ___________________

____________________________________________________      _______________     ___________________     ___________________

____________________________________________________      _______________     ___________________     ___________________

____________________________________________________      _______________     ___________________     ___________________

____________________________________________________      _______________     ___________________     ___________________

SIGNATURE OF PARENT/CAREGIVER [REQUIRED]: _______________________________________________________________

DATE: __________________________________________

SECTION C: PHYSICAL EXAM  [MUST BE COMPLETED BY A LICENSED MEDICAL PRACTITIONER]

Blood Pressure: __________________/___________________ Weight: _______________________ Height: _______________________

Vision




Normal

Abnormal

Hearing




Normal

Abnormal

Oral Cavity



Normal

Abnormal

Neck




Normal

Abnormal

Extremities



Normal

Abnormal

Cardiovascular system


Normal

Abnormal

Respiratory system


Normal

Abnormal

Gastrointestinal system 


Normal

Abnormal

Genitourinary system


Normal

Abnormal

Skin




Normal

Abnormal

Cranial Nerves



Normal

Abnormal

Coordination



Normal

Abnormal

Reflexes




Normal

Abnormal

Other: _______________________________________________________________________________________________________________

Primary MR Etiology/Category [if known] _________________________________________________________________________________
Does this athlete have Down Syndrome?          YES      NO    **IF yes, Section D must be completed. If no, then skip to Section E

Restrictions: ____________________________________________________________________________________________________________

EXAMINER’S SIGNATURE [REQUIRED]:________________________________________________________________________________

DATE OF EXAM [REQUIRED]:  _______/_________/____________

Examiner’s Name: _______________________________________________________________________________________________________

Address {City, State, and Zip}:________________________________________________________________________________________________

Phone: (________) _____________________________________

                  SECTION D: ATLANTO-AXIAL INSTABILITY ASSESSMENT FOR ATHLETES WITH DOWN SYNDROME

   EXAMINER’S NOTE: If the athlete has Down Syndrome, Paradise Pride,Inc. requires a full radiological examination establishing the absence of Atlanto-axial Instability before he/she may participate in sports or events which, by their nature, may result in hyperextension, radical flexion or direct pressure on the neck or upper spine. The sports and events for which a radiological examination is required are: equestrian sports, gymnastics, diving, pentathlon, butterfly stroke, and diving starts in swimming, high jump, alpine skiing, snowboarding, squat lift, and soccer. 

Does the athlete participate in a restricted sport or event?                                                    YES                      NO

      **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?                                          YES                     NO

If yes, was the x-ray positive for atlanto-axial instability?  Positive
      indication is the atlanto-dens interval is 5mm or more.                                                      YES                     NO

                                                                   SECTION E:   ADDITIONAL INFORMATION

    Please list any additional information that may be helpful to know about this athlete:

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________
                                             SPECIAL RELEASE FOR ATHLETES WITH DOWN SYNDROME
Team: ___________________________________________ Area: ____________________________

Athlete Name: _____________________________________ SSN: _____________________________

                         PHYSICIAN CERTIFICATION- REQUIRED

       I certify, based on my examination of the athlete and review of the athlete’s health information that the athlete does not have Atlanto-axial Instability; therefore, should not be medically precluded from participation in Paradise Pride,Inc. Signature of one physician required.
        We certify, based on our examinations of the athlete and our review of the athlete’s health information, that the athlete does have Atlanto-axial Instability.  Despite the diagnosis of Atlanto-axial Instability, this athlete is not precluded from participation in Paradise Pride,Inc. We further certify that we have explained to the athlete named in this application [and to the parent/guardian whose signature appears below], 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 physicians required.

Restrictions [if any] ________________________________         Restrictions [if any] _________________________________

Physician’s Name__________________________________          Physician’s Name____________________________________

Address_________________________________________         Address____________________________________________

________________________________________________         __________________________________________________

Phone___________________________________________          Phone______________________________________________

Signature________________________________________          Signature____________________________________________

Date _____/______/_________                                          Date _______/_________/__________

                         CERTIFICATION OF ADULT ATHLETE- COMPLETE IT ATHLETE IS OWN GUARDIAN
I am the athlete in this application. I certify that:

 1. I have been informed by the physician[s] named that I ____have _____do not have 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 aquatics, high jump, alpine skiing and soccer, have been fully explained to me by the physicians named above, and I fully understand the possible medical consequences if I participate in any of these sports. 

3. Although I recognize and understand the risks and possible medical consequences, I certify that I am taking these risks knowingly and voluntarily, of my own free will, because of my desire to participate in Paradise Pride, Inc, including any or all of the sports listed above, based on the certification of the physician[s] named above that I am not medically precluded from participating in Paradise Pride, Inc.

Signature of Adult Athlete: _______________________________________________________________Date: ___/____/_____

Signature of Witness [Adult Family Member of Friend]:

____________________________________________________________________________________Date: ___/___/______

                                                         CERTIFICATION OF ATHLETE’S PARENT/GUARDIAN

I am the parent/guardian of the athlete named in this application. I certify that:

1. I have been informed by the physician[s] named above that my son/daughter ______has   _______does not have 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 aquatics, high jump, alpine skiing, and soccer, have been fully explained to me by the physicians named above, and I fully understand the possible medical consequences if my son/daughter participates in any of these sports.

3. Although I recognize and understand the risks and possible medical consequences, I hereby give my permission for my son/daughter to participate in Paradise Pride Inc, including any or all of the sports or events listed above, based upon the certification of the physician[s] named above that my son / daughter is not medically precluded from participating in Paradise Pride, Inc. 

Signature of Parent/Guardian: ____________________________________________________________Date:___/_____/_____
                            OFFICIAL PARADISE PRIDE, Inc. CONSENT FORM
                         SECTION A: CONSENT TO BE COMPLETED BY ADULT ATHLETE
             I, ___________________________________, am at least 18 years old, and am my old legal guardian. PLEASE COMPLETE SECTION A ONLY.

          I, ___________________________________, am at least 18 years old, but am NOT my legal guardian. PLEASE HAVE YOU PARENT/GUARDIAN COMPLETE SECTION B BELOW.
         I represent and warrant that, to the best of my knowledge and belief, I am physically and mentally able to participate in Paradise Pride, Inc. activities. I also represent that a licensed physician has reviewed the health information contained within my application and has certified, based on an independent medical examination, that there is no medical evidence which would preclude me from participating in Paradise Pride, Inc. 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 have submitted the Special Consent for Athletes with Down Syndrome, available from Paradise Pride, Inc, or I have had a full radiological examination which established the absence of Atlanto-axial Instability. I am aware that if I choose not the complete the Special Consent for Athletes with Down Syndrome form, which established the absence of Atlanto-axial Instability, I must have the radiological examination before I can participate in equestrian sports, gymnastics, diving, pentathlon, butterfly stroke, diving starts in aquatics, high jump, alpine skiing, and soccer. 

       Paradise Pride, Inc has my permission, [both during and anytime after], to use my likeness, name, voice, or words in either television, radio, film, newspapers, magazines and other media, and in any form for the purpose of advertising or communicating the purposes and activities of Paradise Pride, Inc. and/or applying for funds to be used for these purposes and activities.

         If, during my participation in Paradise Pride, Inc, I should need emergency medical treatment, and I am not able to give my consent or make my own arrangements for that treatment because of my injuries, I authorize Paradise Pride, Inc. to take whatever measures are necessary to protect my health and well-being, including, if necessary, hospitalization.

         I, the athlete named above, have read this paper and fully understand the provisions of the consent that I am signing.  I understand that by signing this paper, I am saying that I agree to the provisions of this consent.

Signature of Adult Athlete: ____________________________________________________ Date: ______/______/______

Signature of Witnessing Adult: _________________________________________________ Date: _____/______/______

                         SECTION B: CONSENT TO BE COMPLETED BY PARENT OR GUARDIAN OF ATHLETE

        I am the parent/guardian of, ________________________________________, on whose behalf I have submitted the attached Application for Participation in Paradise Pride, Inc. I hereby represent that the athlete has my permission to participate in Paradise Pride,Inc. activities.
        I further represent and warrant that to the best of my knowledge and belief, the athlete is physically and mentally able to participate in Paradise Pride, Inc. activities. With my approval, a licensed physician ahs reviewed the health information set forth in the athlete’s application, and has certified based on an independent medical examination that there is no medical evidence which would preclude the athlete’s participation. I understand that if the athlete has Down Syndrome, he/she cannot participate in sports or events, which, by their nature, result in hyper-extension, radical flexion or direct pressure on the neck or upper spine, unless two physicians and myself have completed the Official Special Consent for Athletes with Down Syndrome, available from Paradise Pride, Inc., or the athlete has had a full radiological examination which established the absence of Atlanto-axial Instability. I am aware that if I choose not to complete the Special Consent for Athletes with Down syndrome form which established the absence of Atlanto-axial Instability, the athlete must have the radiological examination before she/he can participate in equestrian sports, gymnastics, diving, pentathlon, butterfly stroke, or diving starts in aquatics, high jump, alpine skiing, or soccer.

       In permitting the athlete to participate, I am specifically granting my permission, [both during and anytime after], to Paradise Pride, Inc. to use the athlete’s likeness, name, voice, and words in television, radio, film, newspapers, magazines and other media, and in any form, for the purpose of advertising or communicating the purposes and activities of Paradise Pride, Inc. and/or applying for funds to support those purposes and activities.

        If a medical emergency should arise during the athlete’s participation in any Paradise Pride, Inc. activities, at a time which I am not personally present so as to be personally consulted regarding the athlete’s care, I authorize Paradise Pride, Inc., on my behalf, to take whatever measures are necessary to ensure that the athlete is provided with any emergency medical treatment, which Paradise Pride, Inc. deems advisable in order to protect the athlete’s health and well-being.
      I am the parent/guardian of the athlete named in this application. I have read and fully understand the provisions of the above consent, and have explained these provisions to the athlete. Through my signature on this consent form, I am agreeing to the above provisions on my own behalf and on the behalf of the athlete named above.

      I hereby grant permission for the above named athlete to participate in Paradise Pride, Inc. games, recreation programs, and physical activity programs.

SIGNATURE OF PARENT/GUARDIAN: _________________________________________________________________________

DATE: ________/________________/__________________
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