[bookmark: _GoBack]EACH Pharmacy OTC Self-Care Program Screening Form

Patient’s Name & Date of Birth: ____________________________________ 	


1.  Does the patient have any allergies to medications?     YES  /  NO	If yes, please list below:
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________

[bookmark: OLE_LINK1][bookmark: OLE_LINK2]2.  Has the patient ever experienced an unintended reaction or side effect to medications?     YES  /  NO  If yes, list the type of medication and reaction experienced:
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________

3.  Did access to Over-the-Counter medications at the EACH pharmacy save you from making an appointment with a health care provider?	 	
YES  /  NO

4.  Is there any medication that you would like added as part of the EACH Pharmacy OTC Self-Care Program?  	  YES  /  NO  If yes, please list the specific medication.  (name, dosage form, strength, etc.)
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________


I am aware that I am participating in a self-care program. I understand that I am responsible for carefully following the directions for use of any medication received through this program.  I also verify that I am requesting treatment option(s) voluntarily and agree that I will not share medication with anyone not designated as a DoD beneficiary.

Signature of Patient or Parent/Guardian: ____________________________________ 	Date:____________________________

***Quantities are limited to (1) item per OTC medication; (4) OTC medications per month*** 


If symptoms do not improve with self-treatment within 3 days or are not resolved within 1 week, please see a health care provider.




Make OTC Selections on the reverse side 
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Generic Name Brand Pg Size Indication Selection

SC

S1

Bacitracin Ointment First Aid Antibiotic 28gm Topical Antibiotic

S1

S2

White Petrolatum 95% Ointment Vitamin A&D 56gm Skin Protectant

S2

S3

Zinc Oxide 20% Ointment 30gm Skin Protectant

S3

S4

Simethicone 40mg/0.6ml Drops Mylicon Eq 30ml Gas Relief

S4

S5

Saline Nasal Spray 0.65% Deep Sea 44ml Congestion

S5

S6

Loratadine 5mg/5ml Syrup Claritin Eq 120ml Allergy

S6

S7

Acetaminophen 80mg Chewable Tablet Tylenol Eq 30's Pain/Fever Relief

S7

S8

Ibuprofen 100mg/5ml Susp Motrin Eq 118ml Pain/Fever Relief

S8

S9

Analgesic Balm 28gm Muscle Pain Relief

S9

S10

Hydrocortisone 1% Cream Cortizone Eq 28gm Topical Anti-Itch

S10

S11

Diphenhydramine Cream Banophen/Benadryl Eq28gm Topical Anti-Itch

S11

S12

Calamine Lotion 177ml Topical Anti-Itch

S12

S13

Clotrimazole 1% Cream Lotrimin-AF Eq 28gm Topical Antifungal

S13

S14

Benzocaine/Menthol Lozenges Sore Throat Lozenges 18's Sore Throat

S14

S15

Diphenhydramine 25mg Caps Benadryl Eq 24's Allergy

S15

S16

Diphenhydramine 12.5mg/ml Syrup Benadryl Eq 118ml Allergy

S16

S17

Loratadine 10mg Tabs Claritin Eq 30's Allergy

S17

S18

Oxymetazoline 0.05% Spray Afrin Eq 15ml Congestion

S18

S19

Acetaminophen 325mg Tablets Tylenol Eq 50's Pain/Fever Relief

S19

S20

Milk of Magnesia 1200mg Suspension MOM 360ml Constipation

S20

S21

Loperamide 2mg Tablets Immodium AD Eq 12's Anti-Diarrheal

S21

S22

Simethicone 80mg Chew Tabs Mylicon Eq 100's Gas Relief

S22

S23

Docusate 100mg Capsules Colace Eq 100's Stool Softener

S23

S24

Acetaminophen 160mg/5ml Liquid Tylenol Eq 118ml Pain/Fever Relief

S24

S25

Chapstick

S25

S26

Guaifenesin DM Syrup 100-10mg/5ml Robitussin DM Eq 118ml Dry Cough

S26

S27

Guaifenesin Syrup 100mg/5ml Robitussin Eq 118ml Wet Cough

S27

S28

Phenylephrine 10mg Tablets Sudagest PE 18's Congestion

S28

S29

Aspirin Enteric Coated 81mg Tabs 120's Pain Relief/Other

S29

S30

Ibuprofen 200mg Tabs Motrin Eq 100's Pain/Fever Relief

S30

S31

Meclizine 25mg Chew Tablets Travel Sickness 100's Nausea

S31

S32

Mag/alum & Simethicone Suspension Maalox/Geri-Lanta Eq 355ml Antacid/Antigas

S32

S33

Bismuth 262mg Chew Tabs Pepto Bismol Eq 30's Upset Stomach/Gas

S33

S34

Clotrimazole 1% Vaginal Cream Gyne-Lotrimin 7 Eq 45gm Yeast Infection

S34

S35

Hypromellose 0.5% Tears 15ml Dry Eye Relief

S35

S36

Condoms (10)

Contraceptive

S36

S37

Levonorgestrol  1.5mg  (RPh Dispensed)

Plan B Eq Contraceptive

S37

*Maximum of 1 per selected medication and 4 total medication selections per month*

Available for Ages 12 and Up

Available for Child Bearing Age

Available for ALL Ages

Available for Ages 2 and Up

Available for Ages 5 and Up

Available for Ages 6 and Up

Available for Ages 7 and Up


