Kids Crossing

Over-The-Counter Meds Form


CHILD’S NAME: __________________________________________

As a foster parent, I am unable to dispense any medication unless prescribed in writing by a physician.  This includes over-the-counter drugs, such as pain relievers, cough syrup, diaper rash ointment, etc.  Please complete this list:

	Medication
	Yes
	No
	Dosage
	Recommended Brand
	Needed

	Aspirin
	
	
	
	
	

	Acetaminophen
	
	
	
	
	

	Cough Syrup
	
	
	
	
	

	Decongestant
	
	
	
	
	

	Expectorant
	
	
	
	
	

	Diaper Rash Ointment
	
	
	
	
	

	Cold Syrup
	
	
	
	
	

	First Aid Minor Wounds
	
	
	
	
	

	Baby Powder
	
	
	
	
	

	Antacids
	
	
	
	
	

	Other:
	
	
	
	
	

	Other:
	
	
	
	
	

	Other:
	
	
	
	
	


Sign appropriate spaces only:

Doctor's Signature: _______________________________________________ Date: _______________

Foster Parent(s): _________________________________________________  Date: _______________
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