TRIAD FAMILY SERVICES

PRN AUTHORIZATION LETTER
	CHILD: 
	DATE:

	PHYSICIAN: 
	FOSTER PARENT:


The following over-the-counter (OTC) medications, which have been approved by the physician, may be given to the above named child on an “as needed” (PRN) basis, according to this signed Authorization Letter. These OTC medications will only be given in accordance with the directions stated on the manufacturer’s label, and the child’s doctor should always be notified if the child is sick or experiences persisting symptoms.  
If the child’s primary physician should change during the course of placement, a new Authorization Letter must be signed by the current attending physician.

Physician to check approved medications:

	( Tylenol
( Sudafed
( Robitussin
( Mylanta
( Anbesol
( Antacids

	( Benzoyl Peroxide 10%
    ( Ibuprofen
 ( Multivitamins      ( Mylicon
      ( Motrin

	( Other:                                                                ( Other:

	Generic products may be substituted:    ( Yes
  or    ( No

	Comments (Doctor): 

	


Please check which circumstance describes your patient:

(  This child can determine and clearly communicate his/her need for prescription and nonprescription 
       medication on a PRN basis.

(  This child cannot determine his/her own need for prescription and nonprescription medication, but can 
       clearly communicate his/her symptoms indicating a need for a nonprescription medication.

( This child cannot determine his/her need for prescription and/or nonprescription PRN medication and 
      cannot communicate his/her symptoms indicating a need for a nonprescription medication.

(  This child is an infant and, therefore, the foster parent can determine when the above, approved OTC 
       medications are needed.

	( This child can administer own medication

	Medication name and Directions:

	


	Physician’s Signature:                                                                                        Date:

	Street Address, City, Zip: 

	Phone Number: 


Updated: 6-1-15

