
INSTRUCTION

This form must be completed in ENGLISH by the 
Member National Association (MNA)’s physician or team 
doctor.

0uVt haYe 0(',C$/ 5(3257 & ,4 7(67 VubPLtted to :TCS�

PHOTO of the athlete is MANDATORY.
See PHOTO GUIDE next page. 
Must be submitted also to :T&S under supporting documents. 

The Assessment group may ask for further documents to 
be submitted depending on the individual athlete’s health 
condition and impairment.

Must be submitted by REGISTRATION DEADLINE of 
the event through  https://db.ipc-services.org/wtcs/app/login 

For further information, please contact Para Taekwondo 
Department at classification@worldtaekwondo.org 
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Anatomical position 
& full body photo 

3art body photo

PHOTO
GUIDE
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Athlete Information 

First 1ame� /ast 1ame� 

Date oI %irtK dd/mmm/yyyy: *ender� 

MemEer 1ational $ssociation� :7 /icense� 

+oZ long comSeting� DisciSline� 

Eligible Impairment (s):

8nderlying +ealth &ondition: 

DoZn s\ndrome� 7risom\ ��

2tKers� please sSeciI\� 

DoZn s\ndrome� Mosaic 

Details of the impairment (Please give details when 	 hRw the impairment happened):

+ealtK condition is� ,I acTXired� age oI onset�

,4 leYel �SOeDVe enteU D nXPEeU�� 

Medication �s��

Declaration signed by MNA physician or Team doctor: 

 I confirm that the above information is accurate. 

1ame� 

+ealtK care SroIession� 

3roIessional registration nXmEer� 

$ddress� 

&it\� &oXntr\� 

3Kone� (�mail�

Date 6ignatXre� 

&+E&./I6T ,4 test $Xtistic diagnostic test Medical reSort

2tKers� Slease sSeciI\�

MDF

dd/mmm/yyyy�

Medical Diagnostic Form
       For atKletes ZitK ,ntellectXal imSairments

$sSerger s\ndrome

DoZn s\ndrome� 7ranslocation 

2tKer KealtK conditions� 

$Xtism 6SectrXm Disorder �$6'�

,ntellectXal ,mSairment EeIore tKe age oI �� 

$Xtism

7LFN DOO DSSOLFDEOe RStLRnV

+aYe $tlantR�$[Lal InVtaELlLt\� 

(IIectLYe -une ����
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