
For your Child’s Bacterial Infection

NAME: DATE:      /     /

DIAGNOSIS: lÿSinus infection lÿPneumonia

lÿAcute Otitis Media lÿStrep throat

lÿOther ______________________________________
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lÿFINISH ALL OF THE ANTIBIOTIC.

lÿFever or aches: ________________________________

lÿCongestion: ___________________________________

lÿCough: ______________________________________

lÿEar pain: _____________________________________

lÿOther: _______________________________________
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lÿIf your chld is better in _____ days, he/she may return to normal activities.
l__________________________________________________________
_________________________________________________

SIGNED: __________________________________________________

MEDICATION:

CALL US IF:

INFO:

FOR
COMFORT:

* Adapted with permission from South Carolina CAUSE
C.A.Use (Careful Antibiotic Use Task Force)



For your Child’s Viral Infection

NAME: DATE:      /     /

DIAGNOSIS: lÿCold or Flu lÿViral sore throat

lÿCough lÿMiddle Ear Fluid

lÿOther ______________________________________
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lÿIf your chld is better in _____ days, he/she may return to normal activities.
l__________________________________________________________
_________________________________________________

SIGNED: __________________________________________________

MEDICATION:

CALL US IF:

lÿFever or aches: ________________________________

lÿCongestion: ___________________________________

lÿCough: ______________________________________

lÿEar pain: _____________________________________

lÿOther: _______________________________________

INFO:

FOR
COMFORT:

* Adapted with permission from South Carolina CAUSE
C.A.Use (Careful Antibiotic Use Task Force)



NAME: DATE:      /     /

SIGNED: __________________________________________________
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DIAGNOSIS: lÿCold or Flu lÿViral sore throat

lÿCough lÿMiddle Ear Fluid

lÿOther ______________________________________

NOTES:

* Adapted with permission from South Carolina CAUSE
C.A.Use (Careful Antibiotic Use Task Force)

School/Day Care Excuse




