Blind Sports Organization – MEMBERSHIP
Name: ______________________________

Address: ____________________________

City:_____________ State:____ Zip: _____

Phone: _____________________________

E-Mail: _____________________________

Birth Date: _________________ Sex:  M   F
Today’s Date: ________________________

Type of Membership (please circle):
$8 – Athlete 

$8 – Volunteer (optional donation)

$15 – Friends of BSO 

$25 – Professional

$50 – Organization or Corporation

Optional: Donation* - $______________
*Your gift is tax-deductible as legally allowed.

Vision Class

___ B1 – totally blind including light perception 

___ B2 – best corrected 20/600 - finger movement; or field less than 5° 

___ B3 – best corrected 20/200 - 20/600; or field of 5° to 20° 

___ B4 – best corrected 20/70 - 20/200 (ineligible for international competition)

The membership fees cover some of the costs of serving our Mission.  Please make checks or money orders payable to: BSO.  Thank you!

Please return completed membership application and fees to: BSO, 465 Maplewood Road, Springfield, PA 19064.  Memberships are valid until Dec. 31 of the current year.  
PHOTOGRAPHY RELEASE
I give permission for myself, or my child, to be photographed for education, BSO promotion, or publicity purposes.  I understand that the pictures may be used in BSO’s newsletters, brochures, press articles, and other publications, as well as on the organization’s website.  Names may appear in the caption.  No contact information will be provided without my express permission. 
Name of Participant: ____________________________________________

Signature: ___________________________________________ Date: ____________________ 



Participant or Parent/Guardian for those under 18

Blind Sports Organization

465 Maplewood Road

Springfield, PA 19064-2901

(302) 836-5784 * www.blindsports.org

MEDICAL FORM

This form is to be completed by all who participate in BSO sponsored activities.  It is for general informational purposes, which could be shared with emergency medical professionals.  As with participation in any strenuous activity, you should check with your physician before starting.

Name: _______________________________________ Date of Birth: ____________________

Address: _____________________________City: _____________State: ______ Zip: _______

Phone: _________________________  E-Mail: ______________________________________

Health Insurance Company: _______________________ Policy Number: _________________

Emergency Contact: ___________________________________ Phone: __________________

Emergency Contact: ___________________________________ Phone: __________________

Primary Care Physician: ________________________________ Phone: __________________

Visual Diagnosis: ____________________________________ Visual Field: ______________

Best Corrected Acuity: Left Eye/OS - _______________ Right Eye/OD - _________________

Note: You may participate in our activities if you are 20/70 with best correction.  However, to participate in National & International Competition, you must be “legally blind” (20/200 – totally blind).

Brief Medical History

Please circle if any of the following apply.  

Allergies

Diabetes

Heart Disease
Hypertension/High Blood Pressure

Retinal Issues
Seizures

Lung Disease/Asthma 

   Low Blood Pressure

Surgeries

Other: ___________________________

If you circled any of the above, please explain (i.e. list all allergies, treatments, medications, etc.): ________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________

Please advise us immediately of any changes.  Thank you!

Signature: ___________________________________________ Date: ____________________ 



Participant or Parent/Guardian for those under 18

Note: For those under 18 who have seizures that are not currently controlled by medication, a parent or guardian should be present during activities.
