
Blue Ridge Opportunities 
37 Water Street   Front Royal, VA  22630 

Telephone:  (540)636-4960 
Fax:  (540)636-4961 

 
Name:___________________________________ Date of Birth:______________ 
The above named patient may receive the following medications on as “as needed” (prn) basis from Blue Ridge Opportunities 
staff.  A Medication Authorization Form must be completed for any other prescriptions or over-the-counter medication that this 
patient may need.  All medications are ordered as p.o. (by mouth) unless otherwise noted. 
 
Medication Yes No Comments 
Acetaminophen – 500mg 2 tabs q 4hrs for pain/headache/fever    
Ibuprofen – 200mg 2 tabs q 4hrs for pain/headache/fever    
Loperamide – 2mg 1 tab q 2 hrs (max 8 tabs in 24 hrs)prn for 
diarrhea 

   

Naproxen Sodium – 220mg 1 tab q12 hrs for 
pain/headache/fever 

   

Glucose Tablets  - 1 tab as needed for low blood sugar    
Diphenhydramine Hydrochloride (Benadryl)– 25mg 2 tabs q 6 
hrs for allergy symptoms 

   

Dismuth Subsalicylate (Pepto Bismol) 262mg 1tab q hrs for 
upset stomach 

   

Liquid Glucose – 2 fluid oz as needed for low blood sugar    
TUMS - Calcium Carbonate USP 750mg 2 tabs (Antacid)    
Ranitidine – 150mg q 12hrs (acid reducer)    
Sunscreen – Apply to exposed skin before extended exposure 
to sunlight 

   

Keri Lotion – Apply as needed to dry skin areas    
Hand Sanitizer - Ethyl Alcohol 62% - Apply to hands 
(antimicrobial) 

   

Alcohol Prep Pads Isopropyl Alcohol 70%– Apply to skin prior 
to injection 

   

Antibiotic ointment – apply to affected skin area for minor 
cuts, scarps, burns 

   

Hydrocortisone Cream 1% - apply to skin TID for rash or 
itching 

   

    
    
    
Please List Allergies: 
_____________________________________________________________________________________
_____________________________________________________________________________________ 
 
Family/Guardian:  The medications indicated on this form have been reviewed.  The patient indicated is currently permitted to receive these 
medications on an “as needed” basis. 
 
___________________________________ ___________________________  ___________________ 
Physician’s Signature    Printed Name    Date 
 
___________________________________________________________________________________ 
Physician Address & Phone # 


