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Declaration of Use
DOU

Only for
A) Glucocorticosteroids by AND | B) Inhaled Beta-2 agonists only
intraarticular, periarticular, peritendinous, OR salbutamol and/or salmeterol
epidural, intradermal and inhalation routes

Please complete all sections in capital letters or typing

1. Athlete Information

Y U 1= 2.0 1= GIVEN NamES: ittt iiiiiiiiii i riiiaaeres
Female O Male O Date of Birth (d/m/y): i,
Y [ [ =TS,
City: i Country: .iiviiiiiiiiiiieiis Postcode: .....ccovviiiinnnnn.
B I PO TRPRRR Bail s e ——— .

(with international code)
SPOrt: o DiscCipline/Position: ....ciiiiiii i

International Canoe Federation (ICF) or National Sport Organization:

Please mark the appropriate box:
Q I am part of the ICF Registered Testing Pool
O I am part of a National Anti-Doping Organization Testing Pool

Q I am participating in an ICF Event for which a TUE granted pursuant to the ICF’s Rules

is required’ - Name of the ICF competition: . .cciiiiiiiiiiiiii e

O None of the above

If athlete with disability, indicate disability: .....ccooeiiiiiii

1 The International Events for which a certificate for Therapeutic Use from ICF is required are defined as being
“an Event where the ICF is the ruling body for the Event or appoints the technical officials for the Event”, those
events recorded in the ICF events calendar available on the ICF website under “Events Management/Calendar
2010 — 2011” and outlined in capital letters
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2. Medical information

Diagnosis:

3. Medication details

A. For Glucocorticosteroids (intraarticular, periarticular, peritendinous,
epidural, intradermal and inhalation routes)

Diagnosis:
Prohibited substance(s): Dose Route of Frequency of Duration:
Generic name (incl. unit of administration: | administration: (incl. start date)
measure)
1.
2.
3.

B. For Beta-2 agonists salbutamol and/or salmeterol

Diagnosis:
Prohibited substance(s): Dose Route of Frequency of Duration:
Generic nhame (incl. unit of administration: | administration: (incl. start date)
measure)
1.
2.
3.
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4. Medical practitioner’s declaration

I certify that the above-mentioned treatment is medically appropriate and that the use of
alternative medication not on the prohibited list would be unsatisfactory for this condition.

N =T 10 1

Y=o [ To=T Y 0 =T o3 =L Y2 .

F Ao [0 [l T=3 = .

5. Athlete’s declaration

SRR certify that the information under 1. is
accurate and that I am requesting approval to use a Substance or Method from the WADA
Prohibited List. I authorize the release of personal medical information to the Anti-Doping
Organization (ADO) as well as to WADA authorized staff, to the WADA TUEC (Therapeutic Use
Exemption Committee) and to other ADO TUECs and authorized staff that may have a right to this
information under the provisions of the Code.

I understand that my information will only be used for evaluating my DOU and in the context of
possible anti-doping violation investigations and procedures. I understand that if I ever wish to
(1) obtain more information about the use of my information; (2) exercise my right of access and
correction or (3) revoke the right of these organizations to obtain my health information, I must
notify my medical practitioner and my ADO in writing of that fact. I understand and agree that it
may be necessary for DOU-related information submitted prior to revoking my consent to be
retained for the sole purpose of establishing a possible anti-doping rule violation, where this is
required by the Code.

I understand that if I believe that my personal information is not used in conformity with this
consent and the International Standard for the Protection of Privacy and Personal Information I
can file a complaint to WADA or CAS.

Athlete’s signature: .......ooiiiiiii e e Date: ...covoviviiiiiiee

Parent’s/Guardian’s signature: ..........ccccceviiiiiiiiiiiiieniineenn. Date: ...coooiviviiiiii
(if the athlete is a minor or has a disability preventing him/her to sign this form, a parent or guardian shall
sign together with or on behalf of the athlete)

Incomplete DOUs will be returned and will need to be resubmitted.

IMPORTANT:
You must declare the use of this medication on the Doping Control Form
every time you are tested!
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