

	Non-Prescription Medication Checklist 




	Name of Child/Youth:
	

	Date of Birth:
	

	Allergies:
	

	CAS Worker:
	



	Medication:
	Consent Provided: (Y/N)
	CAS Workers Initials:
	Date:
	Comments:

	Tylenol-Acetaminophen
	
	
	
	

	Advil-Ibuprofen
	
	
	
	

	Cough Syrup
	
	
	
	

	Gravol (Dimenhydrinate)
	
	
	
	

	Antacid
Tums
Pepto Bismol
Milk of Magnesium
Amphogel
	
	
	
	

	Topical ointments
Polysporin
Antibiotic creams
Steroid creams
Calamine Lotion

	
	
	
	

	Eye Drops
Visine
Murine
	
	
	
	

	Ear Drops
	
	
	
	

	Antispetic
Hydrogen Peroxide
Rubbing alcohol
Iodine
	
	
	
	

	Nasal Spray
	
	
	
	

	Allergy Medication
Antihistamine
	
	
	
	










IMPORTANT:
· Dosage is not to exceed recommendations listed by the manufacturer on the package based on child's age and weight.
· Under no circumstances should a child be given aspirin.


Impressions and Advice:
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Examined By (Signature & Print Name): _______________________________ Date: ___________________

Foster Parent: (Signature & Print Name): _______________________________ Date:  ___________________

CAS Worker: (Signature & Print Name):  _______________________________ Date:  ___________________




