
SPECIAL OLYMPICS AREA M   NEW MEDICAL UPDATE 
 

 
IT IS IMPORTANT THAT WE HAVE CORRECT INFORMATION ON FILE AT ALL TIMES. PLEASE COMPLETE 

THIS FORM AND RETURN IT TO YOUR COACH AS SOON AS POSSIBLE. 
 

SPORT ____________________________________ 
 
NAME _______________________________________________ T-shirt Size_____________________ 
 
ADDRESS __________________________________________________________________________ 
 
CITY _________________________________________  STATE ____________  ZIP _____________ 
 
PHONE (DAY) __________________________ (EVENING) _________________________________ 
 
Emergency contact 
 
NAME 
_______________________________________________________Relationship___________________ 
 
ADDRESS __________________________________________________________________________ 
 
CITY _______________________________________  STATE ______________  ZIP _____________ 
 
PHONE (DAY) ________________________ (EVENING) _______________________ 
 
CELL PHONE _______________________  OTHER ___________________________ 
 
EMAIL ADDRESS _______________________________________________________ 
       
Athlete medical details 
 
MEDICATIONS    no    yes   If yes, please complete the details on the back of this form 
 
SEIZURES           no    yes   IF YES, PLEASE DESCRIBE WHAT TRIGGERS THE SEIZURE. 
_____________________________________________________________________________________ 
_____________________________________________________________________________________
DESCRIBE THE SEIZURE ACTIVITY DURING AND FOLLOWING THE SEIZURE: 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
This added information will help us in caring for your athlete if a seizure should occur. 
 
 
SIGNATURE ___________________________________________________  DATE _______________ 
 
PARENT/GUARDIAN _________________________________________________________________ 



Medication Dispense Form 
Please fill in the table below with all of the medications that you will be taking while in our care.  In the first box, mark 
the time and in the second box, list all the medications you take at that time.  Follow the same directions for each time   

you receive meds.  If your medications change on a daily basis please make a note of that. Please send all medications in 
clearly marked containers with the name of the medication, dosage and time you are to receive it. 

    AREA FOR COACHES SIGNATURE WHEN  
      GIVING MEDS   
Time Medication and Dose  Thursday Friday Saturday 

      

      

      

      

      

      

      

      

      

      

     . 

      

      

      

      

     . 

Any other information you feel would help our staff assist in the care of your athlete:  (fears, allergies,  
behavioral issues)   ___________________________________________________________________ 
___________________________________________________________________________________ 
 

  By Checking this box, I grant permission to give Tylenol 325 mg. 1or 2 tablets every 4-6 hours for a 
headache or muscle discomfort.  I understand that no more than 2 doses will be administered without a 

call to the parent or guardian. 
 
 
I hereby give Special Olympics Coaches/ Volunteers permission to administer the above medications. 
 
Signature– Adult athlete/ Parent/ Guardian:  _____________________________________________ 
 
Telephone Numbers:  Day(     ) _________________________    Evening   (     ) ___________________ 
 
   Cell Phone Number   (          )  __________________________ 


