;AMES

Registrant Full Name:‘CIick or tap here to enter text.‘

Delegate, Coach & Caddie

Registration Form
Page 3 — Health Information

ALLERGY & DIET INFORMATION

Yes No

If Yes, indicate details (include reaction)

*Latex Allergy

*Medication Allergy

*Allergies to Insect Bites/Stings

*Food Allergies

*Any other known allergies

*Do you require Special Dietary

needs

ASSISTIVE DEVICES. Check the appropriate box(es)

CINone

CICommunication

[IBrace [JColostomy ) [JC-Pap Machine
Device

CICrutches / Walker [IDentures [IGlasses / Contacts [1G-Tube / J-Tube

[JHearing Aid Climplanted Device Oinhaler [IPacemaker

CWheelchair [JRemovable Prosthetic | [ISplint [C1Other:

LAG e 5 (3P ALk Yes | No | If Yes, indicate details

DISORDERS ’

*Do you have an acute infection?

*Ever had an abnormal EKG or

Echocardiogram?

*Do you have epilepsy or seizure

disorder?

HEALTH CONDITIONS Yes | No | If Yes, indicate details

*Congenital Heart Defect

*Vision Impairment

*Hearing Impairment

*High Blood Pressure

*Diabetes

*Asthma

*Sickle Cell Disease

*Sickle Cell Trait

*Easy Bleeding




CpECIAL DLy Delegate, Coach & Caddie
GAMES Registration Form

ORLANDO

Page 4 — Health Information

Registrant Full Name:‘CIick or tap here to enter text.‘

*MEDICATIONS, VITAMINS AND DIETARY SUPPLEMENTS CINone

Name Dosage Frequency Name Dosage Frequency

Can this person administer their own medications? [Yes [ No
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