Coastal Behavior Health Services, Inc.


CONSENT FORM

PERMISSION FOR ADMINISTERING  NON-PRESCRIPTION MEDICATION

As the physician/parent/guardian/custodian of ________________________________________ I agree to allow the staff and foster parents of Coastal Behavior Health Services, Inc. to administer the following non-prescription medications only as needed for periodic treatment of condition as described below:
(signature of physician is required if the client is currently taking prescription medication)
EXTERNAL

               Medication






     For Treatment of
1.  Neosporin or antibiotic ointment




Minor burns, cuts, abrasions

2.  Calamine lotion  (with or without Phenol)
Allergic rashes (poison ivy, poison oak, etc.)

3.  Rubbing alcohol






Insect bites

4.  Betadine scrubs or soap and water




Cleaning area of minor injury

INTERNAL

1.  acetaminophen tablets (Tylenol, Datril,



Headache or minor pain

     Panadol, etc.)

2.  Pepto Bismol liquid






Upset stomach

3.  Kaopectate liquid






Diarrhea

4.  Chlortrimeton tablets
Common cold or minor allergic  
     Chlorpheninamine (antihistamine)     
reaction to insect bites     

5.  Dextromethorphan (lozenge and spray form)



Cough

6.  Cepacol or chloraceptic lozenge




Sore throat

7.  Mineral oil







Constipation

8.  Milk of Magnesia






Constipation

9.  Benedryl capsules






Allergic reaction (bee stings)

10. Ipecac syrup
Induce vomiting (clear with doctor and/or emergency room before administering)

Please X out above if your child has a known allergy to any of these medications or you have an objection to the administration of any of these medications.

________________________________________________________________________________

Signature of Physician 

(signature of Physician is required if the client is currently taking prescription medication)
______________________________
Date
__________________________________________________________________________________

Signature of Parent, Guardian, or Custodian
_______________________________
Date








Non-prescription medicines are to be administered according to package directions and only for symptoms listed on the package labeling.

If symptoms persist, the client’s physician will be consulted.

SAMPLE

revised 8-21-09


