
Permission to Adrntnitter Qver-the-counter Medications 

If your child must use a specific brand of any of the products listed, please indicate 
the brand name of the product next to the category. If any brand is acceptable just 
check yes or no betide the product. 

Yea No Insect Repellent 

Yes No Sunla"een 

Yes No Hand Sanitizer 

Yea No Antibacterial Hand Wipes 

Yea No Fint Aid Cream 

Yea No Triple Antibiotic Cream 

Yea No Antiseptic Cream 

Ya No Bee Sting Pads 

Ya No Diaper Cream 

I, _______________ give permission to my child care 
provider to apply topical over-the -counter medications to my child, 

______________ . I understand that the stocked brand may 
be uaed unless I have indicated a specific brand above. 

Thu permission ,rill be in dl'ect Crom _____ to ____ ___; . 

.. 

Parent/Guardian'• Signature Date 

NYS &platio,u require tbat at the time of administration, tbe day care proridu mmt 
document tbe dola9, and time that tbe medications are giYen to the duld. All observable 
,Jde elf em mult ~ documented and ,band with the pa.rent. 
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