PHARMACY OTC’s

(Each family is limited to 2 items every week)

___325mg ACETAMENOPHEN Tablets (Tylenol)

___80mg ACETAMENOPHEN Chewable Tablets (Tylenol)

___Liquid ACETAMENOPHEN (Tylenol)

___ROBITUSSIN DM

___CEPACOL (Throat Lozenges)

___30mg PSEUDOEPHENDRINE Tablets (Sudafed)

___30mg PSEUDOEPHENDRINE Liquid (Sudafed)

___DECONGESTANT/ANTIHISTAMINE Liquid

___ACTIFED Tablets

___NASAL SALINE Spray

___MAALOX

___LIP BALM

___BENGAY

___BACITRACIN

___TINACTIN Solution

___TINACTIN Powder

___TINACTIN Cream

___CONDOMS Female

___CONDOMS Male

___CONTRACEPTIVE Foam

I do not wish to see a physician or other health care provider for advice before receiving these medications.  I understand that the medication(s) is/are for minor illness or condition and that if the symptoms worsen or do not improve within 48 hours, the person for whom the medication(s) is/are intended should be seen by a medical provider.

I am not pregnant or under the age of 18 (unless active duty).  If on flight status, I understand that I am only authorized to receive over the counter items approved by the flight surgeon.

I HAVE READ AND FULLY UNDERSTAND THE ABOVE WARNING.

Print Name: _______________________________________

Sign Name: _______________________________________
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