Special Olympics Team USA

2011 Special Olympics World Summer Games

SUPPLIMENTAL MEDICAL INFORMATION FORM
To be completed by all athletes and staff
Name:  




  Sport:  



  Gender:  












    O  athlete,        O  unified partner         O  staff

Date of Birth:  



  US Program Name:  



Emergency Contact Person:  



  Contact Person’s Phone:  




Bring this form & your medications to the Team USA Check-in upon your arrival in Baltimore.
 Please list all your current Prescribed and Over the Counter medications.
(Continue medications on the back of this form if necessary)

	Medication Name
	Please check if this has recently changed
	Dosage
	Frequency
	Date Prescribed
(if applicable)
	Prescribed for 
What Condition?
	Doctor Name and 

Telephone Phone Number

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


Are you a “self medicator”?    O  yes
   O no
1. Are any of your medications new within the last 6 months?    O   yes

O  no

If yes, which one(s)?  












2. Do you have a history of seizures or epilepsy?   
 O  yes

O  no

If yes, what type, frequency, date of last seizure and potential triggers? 






3. Do you have any allergies to medications, foods or insects?  
O   yes

O  no

If yes, please list those specific allergies:  









4. Please list any new diagnoses or surgeries you have had since you completed the preparticipation C-1 Medical form.  













Form Completed by:




Relationship to Athlete:






Today’s date:  





