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ADA Player Eligibility Form
	Date
	

	Player Name
	

	Phone #
	

	Email
	

	Team Name
	

	Coach 
	

	Coach Email
	



Health Care Provider, 
Your Patient listed above is a player within the New South Softball League in Birmingham, AL and has requested to have ADA Eligibility for the upcoming season or tournament. Since our board is not trained medical professionals nor, are we qualified to interpret medical records, we simply ask that you approve or deny the request by answering the qualifying questions and signing below as approved. By signing this document, the health care provider has agreed that an accommodation for the player to be able to enjoy our recreational softball league. Furthermore, the health care provider has verified the nature of the reasoning for the request and approves the request.
1. Identify the Impairment(s) for which your patient is requesting accommodation(s).
______________________________________________________________________
______________________________________________________________________

2. Identify the expected duration of the impairment(s).  Please include date of diagnosis.
______________________________________________________________________
______________________________________________________________________

3. Explain how the impairment(s) affects the ability of the player to participate in softball in accordance with the rules as prescribed in a typical softball rulebook.
______________________________________________________________________
______________________________________________________________________

4. What specific accommodation(s) is your patient requesting?
______________________________________________________________________
______________________________________________________________________

5. Additionally, please provide any specific information that may be viable in helping to validate the accommodation(s).
______________________________________________________________________
______________________________________________________________________

	Health Care Provider
	

	Signature
	

	Phone 
	

	Email
	

	Date
	

	NSSL Commissioner Approval Signature
	



*** Commissioner to attach ADA Card here if Approved.***
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