
Boys State City____________ 

MEDICATION INFORMATION 
IF TAKING PRESCRIPTION MEDICATIONS PLEASE FILL OUT THIS 

FORM AND BRING IT WITH YOU TO HAND IN AT REGISTRATION 

CHECK-IN ON JUNE 21, 2026.   

 

Delegate Name:___________________________           Parents Name:____________________________ 

Date of Birth:_____________________________          Parents Home Phone #:_____________________ 

Address: ________________________________           Parents Cell #:_____________________________ 

   ________________________________ 

   ________________________________ 

 

Allergies: 

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 

 

Name of Medication:   Dosage  Frequency  Time of Day 

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 
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