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STicker
Medicine Kit 

Brand Name Generic Name Expiration Date
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Aloevera gel
Activated Charcoal
Calamine lotion
Anti-diarrheal Laxative
Antacids
Antihistamine
Hydrocortisone cream
Cough and cold
medications
Anti-asthma
Personal medications
Auto-injector of
epinephrine, if prescribed
by your doctor
Pain relievers
Paracetamol(for fever)
Bandages
Band Aide
Petrolium Jelly
Alcohol
Antiseptic Solution

Syringe
Elastic Bandages
Cotton Swabs
Cotton Buds
Sterile Gloves
Ice Bag
Hot Bag
Splint
Tweezers
First Aid Manual
Breathing Barrier
Arm Sling
Scissors
Thermometer
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Checklist
Medicine Kit 



Daily Self- Check 
AM Temp:___________ PM Temp:___________
Unusual Feeling or Symptoms:

_________________________

_________________________

_________________________

_________________________

_________________________

_________________________

_________________________

_________________________

_________________________

_________________________

_________________________

_________________________

_________________________

_________________________

_________________________

_________________________

Bowel Movement: ______ times     Anything unusual?__________

COVID- 19 Early Detection Checklist:

sore throat
fever
cough
difficulty of breathing
loss of taste
loss of smell

diarrhea
weakness
aches and
pains

please print daily for everybody

Date:_______________



Health Maintainance 

water intake 
(encircle or color the glass everytime you dink water)

Time you Woke
up:___________

Bedtime:___________

Breakfast
Lunch
Dinner

MEAL TIME
_____________

_____________

_____________ VITAMINS
________________
________________
________________HYGIENE CHECK

Brush Teeth (AM)
Shower
Brush Hair
Change Clothes
Apply Lotion
Bush Teeth Evening

Trim Nails
Clean Outer Ear
Deodorant(for teens)
Brush Teeth (Night)
______________________
______________________

EXCERCISE
________________________
________________________
________________________


