Special Olympics Team U.S.A.
2005 World Winter Special Olympics Games

ATHLETE MEDICATION INFORMATION

Athlete’s Name:  _____________________________________


 US Program Name:  __________________

Date of Birth:  ____________________ Gender (M or F)  _________________ Sport for 2005 Games




Parent/Guardian Name:  ___________________________________  Parent/Guardian Home Phone:  (____)_______________
Submit this form upon checking in with team doctors in Los Angeles on February 20, 2005.
CURRENT PRESCRIBED and OVER THE COUNTER MEDICATIONS:

	Medication Name
	Dosage
	Frequency
	Date Prescribed
	Condition prescribed for:
	Dr. Name/Telephone

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Allergies:  _____________________________________________________________________________________________
Comments: _____________________________________________________________________________________________
Form Completed by:  _____________________________________  Relationship to Athlete:  ___________________________

Attach additional pages if necessary.

