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ELIGIBILITY FOR THE PARALYMPIC CLASS IN 

TRAIL ORIENTEERING EVENTS
Standard application form 

PLEASE NOTE! Eligibility is granted for a maximum of 3 years. Should, during this period,

 the Athlete's condition change, a re-application must immediately be submitted for review of the eligibility.
Athlete Information

Surname _________________________
Given names __________________________

Sex 

 FORMCHECKBOX 
  Female   
 FORMCHECKBOX 
 Male  


Date of birth (dd/mm/yy) ____/____/____

Street address ____________________________________________________________

City ______________________________
Postal code ___________________________  

Country _________________________________________________________________

Tel. work __________________________
Tel. home ____________________________

Mobile ____________________________ 
Fax _________________________________

E-mail __________________________________________________________________

National Orienteering Federation ________________________________________________________________________

Type of disability 

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

I, ……………………………..  (name of Athlete) certify that the above information is accurate and hereby apply to the IOF Medical Commission for eligibility for the Paralympic class in Trail Orienteering events to be held in the period …/…/…… - …/…/…… . 

Place and date: ___________________________________________________________

Signature of Athlete: _______________________________________________________

Declaration of the Athlete’s Physician

Name of Physician ________________________________________________________

Medical speciality _________________________________________________________

Street address ____________________________________________________________

City ______________________________
Postal code ___________________________  

Country _________________________________________________________________

Tel. work __________________________
Tel. home ____________________________

Mobile ____________________________ 
Fax _________________________________

E-mail __________________________________________________________________

Description of disability 

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Treatment

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Prognosis for the disability

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Additional information

________________________________________________________________________________________________________________________________________________________________________________________________________________________

I, ……………………………….  (name of Physician), certify that ……………………………… (name of Athlete) is eligible for participation in the Paralympic class in Trail Orienteering events.

Place and date ___________________________________________________________

Signature of Physician _____________________________________________________

3. Decision of the IOF

Application received (date) _________________________________________________

Application complete      
 FORMCHECKBOX 
 yes
 FORMCHECKBOX 
 no

Application 
 FORMCHECKBOX 
 approved 
 FORMCHECKBOX 
 rejected

If rejected, on what grounds ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Name of responsible IOF representative _______________________________________

Place and date ___________________________________________________________

Signature ________________________________________________________________
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