) S R R special /Ty

(HES B R R/ A B A BIER) Olympics

EEE HEHEE
EEE & (H/AFEED): WEAE T
EiE# Email:
ASSOCIATED CONDITIONS - Does the athlete have (check any that apply):

|:| Autism H EflfiE |:|Down SyndromeE (K iE |:| Fragile X Syndrome XL {a g fadmiE

I:l Cerebral Palsyfi e I:lFetaI Alcohol Syndromef& ELiFiks 4 &

|:| Srtgs'r Syndrome, please specify = AGER @ 55
HEEFIER PR ] HHEEESR - Does the athlete use (check any that apply):
|:|No Known Allergiess £ /1451 DBrace%‘;ﬁE - DColostomyiﬁD Diﬁﬁiﬁﬂ
DLatex‘}’LHﬁﬁ DC-PAP Machinel-if; 25 I:lﬁjj?—fr%% DDentures{E)%H:
DMedicationsjgngt’f@: DGIasses or Contacts DG-Tube or J-Tube DHearing AidphiE s
Dlnsect Bites or Stingsiil &7 K¢ K. |:| Implanted DeviceZ F-H. Dlnhalertpjz N |:| Pacemakerffiffes
I:l D%’Fﬁ)\‘ﬁ%’i{% |:| |:|

Food &4 IR Splintfg A& Wheel Chairiiif’

List any special dietary needs{E{mEFEERETRK

SPORTS PARTICIPATIONEE & &8
List all Special Olympics sports the athlete wishes to play: 3| H&E&) S SN FTE &R EE]

Hﬁa doct er limited the athlete’s participation in sports? 2% M EE 42 LV EETEH
No Yes If yes, please describe:

SURGERIES, INFECTIONS, VACCINEZFi ~ it ~ &

List all past surgeriesiiEFrENFMT4Cs%:

Dﬁ the atime currently have any chronic or acute infection?3 &) 85 25 -0 B 2t By
No Yes If yes, please describe:

Hﬁhe athlete ever had an abnormal Electrocardiogram (EKG) or Echocardiogram (Echo)@&H B OEE? If yes, describe date
|:IYes, had abnormal EKG

Yes. had abnormal Echo

Has the athlete had a Tetanus vaccine in the past7 yearsiﬁ%@]ﬁq%§ﬂ@{§@? No Yes

FER RS
iR [ Ino []ves
HIEE -+ FINHHERY - |
URE L AR BT [Ino  [ves

MENTAL HEALTH. R

BEEREETE HNO HYes BERBEGED) H No Hves
WERENETR No Yes | EEERED) No Yes

Describe any additional
mental health concerns:

EAMILY I—IIQT(\DV%%E‘J

ARSI No Yes
EEERER A ESSIET Cvo Dves
SR B R B AR

o
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(HEFHESRREENEEASER)

EE S
HAS THE ATHLETE EVER BEEN DIAGNOSED WITH OR EXPERIENCED ANY OF THE FOLLOWING CONDITIONS#& 37 51 |
Loss of Consciousness 475 & 5% [INo []ves| Hiehblood pressureitiins [ ] No [] Yes | strokermiaitin [N [] Yes
Dizziness during or after exercisei&s)+45& |:|No I:lYes High cholesterol =i {7 |:| No |:| Yes | ConcussionsfiifEi |:| No |:| Yes
Headache during or after exercise#f 1455 |:|No |:|Yes Vision impairment i &5 |:| No |:| Yes | Asthmasalii |:| No |:| Yes
Chest pain during or after exercisesg it i |:|No I:lYes Hearing impairment& 113248 |:| No |:| Yes | DiabetesiEri |:| No |:| Yes
EFPEFE D BT (g I:lNo I:lyes Enlarged Spleenf§ I:l No I:l Yes | Hepatitisff % I:l No I:l Yes
REHA] ~ FE L\ BREES) I:lNO |:|Yes Single Kidney & I:l No I:l Yes | Urinary Discomfortjﬁ@ﬁiﬂ No I:l Yes
S
Congenital Heart Defects: K LG I:lNo I:lyes Osteoporosis’s & Fi iz I:l No I:l Yes | Spina Bifida%i 134 I:l No I:l Yes
Heart Attack /i E5% I:lNO |:|Yes Osteopenia’5' &t = I:l No I:l Yes | ArthritisfH&fi 5% I:l No I:l Yes
Cardiomyopathy.(\HLESR I:lNO |:|Yes Sickle Cell Diseasef,%]jﬂél[l No I:l Yes | Heat lliness#izEiE I:l No I:l Yes
Bk
Heart Valve Disease. i EEmRE I:lNo I:lyes Sickle Cell Traitffji JJ %I4T 15 No I:l Yes | Broken Bones &t I:l No I:l Yes
e O, O O
Heart Murmur.{ B &5 I:l No I:lYes Easy BleedingZs 7t 1f1l No Yes | Dislocated Joints[ i No Yes
Endocarditis.(, Y5 3% No Yes | If female athlete, list date of last menstrual period: S —3 A FHHA F HH
EEHFENA - MRFFEHENA
(if yes is checked for either of those fields above):
List any other ongoing or past medical conditions: ¥l H B EERAT E BT BB RIRN
Neurological Symptoms for Spinal Cord Compression and Atlanto-axial InstabilityZFBEERE K BHE bR S5 AL 5 [ZERVER
Difficulty controlling bowels or bladderf&E SBEREEHIREE |:| No DYes If yes, is this new or worse in the past 3 years? |:|No I:l Yes
M M YR + T =R T CR e ? | M
Numbness or tingling in legs, arms, hands or feet FUBZRRERIE H No I|:|'Yes If yes, is this new or worse in the past 3 years? HNO H Yes
Weakness in legs, arms, hands or feet FHfgfES] — No I—'Yes If yes, is this new or worse in the past 3 years? I_'No = Yes
B tinger, pinched nerve or pain in the neck, back, shoulders, arms D '_II | D D
urner, s , , f , , . . .
hands, buttocks, legs or feet IS i BISEE 2L DU IR - hEE No es | Ifyes, is this new or worse in the past 3 years? No Yes
0. O, O, O
Head Tilt BEER No es | If yes, is this new or worse in the past 3 years? No Yes
SAAR O — y past 3y O O
Spasticity j No es | If yes, is this new or worse in the past 3 years? No Yes
p y e — |—|I_'Y y past 3y e
Paralysis B ffE LNo Yves | ifyes, is this new or worse in the past 3 years? Lo Y ves
PLEASE LIST ANY MEDICATION, VITAMINS OR DIETARY SUPPLEMENTS BELOWZI[H{EFHHVEEY) - 4Efthidy ~ IEEfanE
(includes inhalers, birth control or hormone therapy &/ 2 A 2 ~ #2217 - i Z)
Medication, Vitamin or Dosage | Times Medication, Vitamin or Dosage || Times per Medication, Vitamin or Dosage | Times
Supplement Name 222757 || 2= per Day Supplement Name Day Supplement Name per Day
A
]

Is the athlete able to administer his or her own medications? |:| No |:|Yes
EEEERREACHERHEY ?

Name of Person Completing this Form Relationship to Athlete Phone Email
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(REHBFRER

PEEE B A RIER)

Athlete’s First and Last Name E&jj E#:4:

MEDICAL PHYSICAL INFORMATIONEEE R
(To be completed by a Licensed Medical Professional qualified to conduct physical exams and prescribe medications) 77 4 /7 & ki 17 Z 18 5

Height Weight BMI Temperature Pulse O2Sat Blood Pressure (in mmHg) Vision
55 e (optional) R DB s il I
cm kg BMI BP Right: BP Left: Right Vision[_] || ||
‘ 20/40 or better No Yes N/A
in i A soi0 oot ] N ] veb]
Right Hearing (Finger Rub)z'zi%jj?ﬁ#ﬁ) Res@ds No Respd@e Can'’t Evaluate Bowel Sounds 5 & |:| Y No
Left Hearing (Finger Rub) Ei%dﬁﬁiﬁ) Res@‘uds No Respd@e Can't Evaluate Hepatomegaly fFHEA |:| ND Yes
Right Ear Canal HEi# | Cled]  Cerumen[] Foreign Body Splenomegaly fEFAfi & O NEJ  Yes
Left Ear Canal /2 H3# O Cledr ]  Cerumen[] Foreign Body Abdominal Tendemess f#BiA  []  Np] RUR] RLQ] wdg LLQ
Right Tympanic Membrane 45 g/ Cledi |  Perforatiof ] Infectio ] ~NA ||Kidney Tendemess it [] NP ]  Righf]  Left
Left Tympanic Membrane 7z H 54/ Cledr] Perforatiofr ]  Infectiof ] ~ NA || Rightupper extremity reflexti i24] Normal [[] Diminished[] Hyperreflexia
Oral Hygiene [IfEiA: O Goofi]  Fair [0 Poor Left upper extremity reflex/ g4 Normal [] Diminished[] Hyperreflexia
Thyroid EnlargementFHiiRHRFEA | No [] Yes Right lower extremity reflexti F#¢/24"] Normal [] Diminished[] Hyperreflexia
Lymph Node Enlargement/fE ik No [] Yes Left lower extremity reflex/=TiZi#™] Normal [[] Diminished[] Hyperreflexia
Heart Murmur (supine) LB##EE(TED  No [] 1/6or2/6[_]  3/6 or greater Abnormal Gait 485 5 [ No [] Yes, describe below
Heart Murmur (upright) fD%%E%‘ZEJZ) No |:| 1/6 or 2/6|:| 3/6 or greater Spasticity & [ No [ Yes, describe below
Heart Rhythm. k) O Regfildr  Irregular Tremor i [0 No [ Yes, describe below
Lungs#ii O Cled ] Not clear Neck & Back Mobility i @8 5E] Full [] Not full, describe below
Right Leg EdemafifiikiE [ No [] 4+ Upper Extremity Mobility EEE#EIT | Full [[] Not full, describe below
Left Leg EdemazchitAfE [ No [] 4+ Lower Extremity Mobility FECEEIT | Full [[] Not full, describe below
Radial Pulse Symmetryfiki#i ] ves[] R[] LR Upper Extremity Strength EA¢/1% [T] Full [] Not full, describe below
Cyanosis #4f O No [] Yes, describe Lower Extremity Strength F¢77% [T] Full ] Not full, describe below
Clubbing k15 O No [] Yes, describe Loss of Sensitivity 45 [0 No [ Yes, describe below

SPINAL CORD COMPRESSION & ATLANTO-AXIAL INSTABILITY (AAI) (Select one) A BERARE M B RIEIARECE)

Dﬁpﬁtﬁﬁkmhlete shows NO EVIDENCE of neurological symptoms or physical findings associated with spinal cord compression or atlanto-axial
instability.
OR
EAthlete has neurological symptoms or physical findings that could be associated with spinal cord compression or atlanto-axial instability and
must receive an additional neuroloaical evaluation to rule out additional risk of spinal cord iniurv prior to clearance for sports participation

ATHLETE CLEARANCE TO PARTICIPATE (TO BE COMPLETED BY EXAMINER ONLY)[IRESE feEs A SEE
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 4.

|:|This athlete is ABLE to participate in Special Olympics sports without restrictions.:&E&] & & S1{F{a 5 BLEHIE H

I:lThis athlete is ABLE to participate in Special Olympics sports WITH restrictions. Describe > EHE B E S0 R 5E i EE)

DThis athlete MAY NOT participate in Special Olvmpics sports at this time & MUST be further evaluated by a physician for the following concerns:
EE B ERERES I RES - |EE—DET TIIRRRA
DConcerning Cardiac Exam L_JAcute Infection
IConcerning Neurological Exam DStage Il Hypertension or Greater

DOther, please describe:

DOZ Saturation Less than 90% on Room Air
Hepatomegaly or Splenomegaly

Additional Licensed Examiner’s Notes and Recommended (but not required) Follow-up: EfisEmEzrEss > JENEES

D Follow up with a cardiologist /[ fgiE )
D Follow up with a vision specialisti& i

[ Foltow up with a podiatrist &4
D Other/Exam Notes: A/}

D Follow up with a primary care physician#/J 45 (i {E Sl
D Follow up with a dentist or dental hygienistZ-F: &2

D Follow up with a nutritionist i

D Follow up with a neurologistfifi4%f}
D Follow up with a hearing specialisti /7£ii
D Follow up with a physical therapisti# ¢ 2

Name:

E-mail:

Signature of Licensed Medical ExaminerB2gifi/fHl B {ir £ i Exam Date

Phone: License #:
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	Additional Licensed Examiner’s Notes and Recommended (but not required) Follow-up:其他醫療轉診建議，非必要填寫
	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.有需轉診進一步檢查才需填此頁
	Athlete should bring the previously completed pages to the appointment with the specialist.




