
Participant information Sheet 
Please fill out this application completely and accurately and return via:   
Email: snowsports@skitaos.com  Mail: Post Office Box 90 Taos Ski Valley, NM 87525 or 
by Fax:  575-776-8596   To book a reservation please call: 866.968.7386 ext. 2255 

Name: ___________________________________Date: ____________ 

Age: ________ Date of Birth: _______/__________/___________ 

Male: ______ Female: ______ Height: ________ Weight: ______ 

Address: ____________________________________________________ 
____________________________________________________ 

     ____________________________________________________ 

Home Phone: _______________________________________________ 

Cell Phone: __________________________________________________ 

Work  Phone: _______________________________________________ 

Email: _______________________________________________________ 

Diagnosis-Primary: ______________________________________ 

Secondary:_________________________________________________ 

Details: ______________________________________________________ 

Please check if the participant serves or has served 
in the U.S. Military: _________________ 

Primary Language spoken/understood: _________________ 

Have there been any seizures in the last year? 
Yes________    No _________ 

If yes when? _______________________________________________ 

What type of seizure: ______________________________________ 

Is the participant ambulatory? Yes ________NO________ 
What is the primary means of mobility (i.e. power 
wheelchair, manual wheelchair, cane, walker, etc.)? 

Parent/Guardian/Caregiver Information 

Name: ___________________________________________ 

Relation: ________________________________________ 

Address: ________________________________________ 
________________________________________ 

    ________________________________________ 

Home Phone: __________________________________ 

Cell Phone: _____________________________________ 

Work Phone: ___________________________________ 

Email: ___________________________________________ 

Emergency Contact Information 
(If different from Parent/Guardian/Caregiver) 

Name: ___________________________________________ 

Relation: ________________________________________ 

Address: ________________________________________ 

    ________________________________________ 

    ________________________________________ 

Home Phone: __________________________________ 

Cell Phone: _____________________________________ 

Work Phone: ___________________________________ 

Email: __________________________________________ 

___________________________________________________ 
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General Information 

What are your favorite activities or topics? ____________________________________________________________________ 
______________________________________________________________________________________________________________________ 

What are your dislikes? __________________________________________________________________________________________ 

Family Do’s and Don’ts: __________________________________________________________________________________________ 

Anything else we should know? _________________________________________________________________________________ 
______________________________________________________________________________________________________________________ 

Physical Concerns 
_____No concerns (if there are no concerns, skip ahead) 

Is the participant proficient in the following skills? 

________ Sits unassisted, if yes, for how long? ______________       

________ Stands unassisted, if yes for how long? ____________ 

______ Walks unassisted ______ Runs unassisted  ______ Uses hands independently 

______ Releases objects ______ Bears weight on hands ______ Climbs stairs 

______ Bears weight on legs Shunt/Catheters: _________________________________________________________ 

Describe general balance: 
______________________________________________________________________________________________________________________ 

Concerns with temperature: _____________________________________________________________________________________ 

Concerns with pressure sores or skin breakdown:  
______________________________________________________________________________________________________________________ 

Concerns with muscle spasms/tightness: ______________________________________________________________________ 

Concerns with speech: ___________________________________________________________________________________________ 

Hand/eye coordination: _________________________________________________________________________________________ 

Are you extra sensitive to hot/cold temperatures?  __________________ Yes  _________________ No 

Are you extra sensitive to the sun?  __________________ Yes           __________________ No 

Transfers (please circle one):    
No Assist Partial Assist Total Assist 



Dietary Restrictions: Please list and food restriction 
______________________________________________________________________________________________________________________ 
______________________________________________________________________________________________________________________ 
______________________________________________________________________________________________________________________ 

Allergies: Please list ALL known allergies (foods, environmental, medications, animals, etc). 

Allergy    Reaction        Control Techniques/Medications 

Program Specific 

Please answer the following questions with/for the participant. YES NO 
Are you capable of physically signaling for help? 
Are you capable of communicating pain? 
Are you capable of yelling for help? 
Have you skied or snowboarded before in your current state of health? 
Have you participated in Nordic skiing or snowshoeing in your current state of health? 

Please state your experience in the following sports: 

Have you skied or snowboarded before?  ____________________  When? _____________Where? _____________ 
What is your skill level?  
______________________________________________________________________________________________________________________ 

What equipment did you use?  Please circle:   Skis   Poles Snowboard         Mono Ski 

Bi Ski          Snow Slider         Board Buddy            Ski Pal             Rider Bar     Tip Clamps        Tethers

Other: _____________________________________________________________________________________________________________ 

Personal Care/Independence   Taos Ski Valley does not provide personal care.  If you ore the 
participant needs assistance in the below areas, you will need to provide an aide/caretaker. 
Please circle the most appropriate answer: 

Toileting: Independent Partial Assist Total Assist 

Bladder Control: Normal Occasional Incontinence 

Bowel Control: Normal Occasional Incontinence 

Dressing: Independent Partial Assist Total Assist 

Eating: Independent Partial Assist Total Assist 

Will a care provider be attending the program with the participant? ____________YES         _____________ NO 



Behavioral 
____ No Concerns (if there are no concerns in the following areas, skip ahead) 
____ Does the student have any behavior issues?  ____Yes  ____No 
If yes, please explain _____________________________________________________________________________________________ 

_____________________________________________________________________________________________________________________ 

Show violence? ____Yes  ____No  If yes, please explain ____________________________________ 

_____________________________________________________________________________________________________________________ 

Successful Intervention Strategies used (behavioral, rewards, consequences, etc.):_______________________ 

_____________________________________________________________________________________________________________________ 

Medical Information 
Please list all medications the participant is currently taking.  Attach additional pages if needed. 

Does the participant ever experience altitude sickness?  ______Yes ______No ______Not Sure 
Does the participant ever experience motion sickness?   ______Yes ______No ______Not Sure 

          Medication         Schedule Reason Side Effects 

Medical History 

Past/Prospective Surgeries: _____________________________________________________________________________________ 

Shunt Present _______Yes _______No Date of last revision: _____________________________________ 

Special Precautions/Needs: _____________________________________________________________________________________ 

______________________________________________________________________________________________________________________ 

For those with Downs Syndrome:  Downs Syndrome: AtlantoDens Interval X-Rays, date: 
________________ 

Result (please circle): Positive  Negative 

Neurological Symptoms of Atlanto Axial Instability: __________________________________________________________ 

Braces/Assistive Devices: ________________________________________________________________________________________ 



Participant Medical History 

Date: ____________________ 

Thank you for your interest in participating in programs with Taos Ski Valley.  In order to 
safely provide this service, Taos Ski Valley requests that you complete/update the attached 
medical form.  Please note that the following conditions may suggest precautions and 
contraindications to participation in some programs.  Therefore, when completing this form, 
please circle whether these conditions are present and to what degree.   

Orthopedic  Medical Psychological 
Atlanto Axial Instability – include neurologic symptoms Allergies 
Coxarthorosis  Animal Abuse 
Cranial Defects Cardiac Condition 
Heterotopic Ossification/Myositis Ossificans Physical/Sexual/Abuse 
Joint subluxation/dislocation  Emotional Abuse 
Osteoporosis  Blood Pressure Control 
Pathologic Fractures  Dangerous to Self or Others 
Spinal Joint Fusion  Fire Settings 
Spinal Joint Instability/Abnormalities Hemophilia 

Medical Instability 
Neurologic  Migraines 
Hydrocephalus/Shunt PVD 
Seizure Respiratory Compromise 
Spina Bifida/Chiari II Malformation/Tethered Recent Surgeries 
Cord/Hydromyelia  Substance Abuse 

Thoughts Control Disorders 
Other  Weight Control Disorder 
Age – under 4 years  
Indwelling Catheters/Medical Equipment 
Medications – i.e. Photosensitivity 
Poor Endurance 
Skin Breakdown 

Thank you so much for your assistance.  If you have any questions or concerns, please 
feel free to contact the Ernie Blake Snow Sports School at 866.968.7386 ext. 2255 

Sincerely, 

Taos Ski Valley Staff 
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Sensory Concerns 

_______ No Concerns (If there are no concerns, skip 
ahead) 

Please mark applicable concerns below with an ‘X’: 

Vision: 

______ Partially sighted/legally blind 

______ Totally blind 

Please describe the amount of vision the participant has:  

______________________________________________ 

______________________________________________ 

Hearing: _______ Partial hearing loss 

_______ Total hearing loss 

Please describe how he/she best communicates: ________ 

______________________________________________ 

______________________________________________ 

Please describe sensitivities in the 
following areas: 

Visual (seeing): ________________________________ 

___________________________________________________ 

Auditory (hearing): ____________________________ 

___________________________________________________ 

Olfactory (smelling): ___________________________ 

___________________________________________________ 

Tactile (toughing): _____________________________ 

___________________________________________________ 

Proprioceptive (movement): _________________ 

___________________________________________________ 

What sensory situations upset him/her?  

___________________________________________________ 

Assistive technology used: 

Cognition and Processing 

________ No Concerns (if there are no concerns in the following areas skip ahead) 

Educational  Social  Following Directions 
____ Knows numbers  ____ Recognizes name ____ 1 Step 
____ Knows letters  ____ Makes eye contact ____ 2 Step 
____ Knows left/right  ____ Waves: says hi/bye ____ 3 Step 
____ Knows prepositions ____ Shares toys/items ____ Complex 
____ Communicates feelings ____ Knows safety awareness 
____ Makes choices  ____ Interacts with peers 
____ Sees colors ____ Has appropriate conversations 

____ Takes turns 
Language ____ Understands personal space 
____ Makes sounds 
____ Says words Learning Style 
____ Combines 2 or more words ____ Visual/learns by seeing 
____ Speaks in complete sentences ____ Auditory/learns by hearing 
____ Understands “No” ____ Kinesthetic/learns by doing 
____ Signs or uses gestures 
____ Uses picture symbols 

Problem Solving: ____Poor ____Fair ____Average 
Frustration Tolerance: _____Poor _____Fair _____Average 
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