DSS-4433 (104)

Medical Report of Child in Day Care
To Be Completed By Physician, Physician's Assistant or Nurse Practitioner

Date of Birth Date of Exam
/ / i i

Name

IMMUNIZATIONS
¥ one or more of the required medics! immunizations Is deemed detrimentsl to this child's heatth, sitach cerfificate specifying which immunization{s)
#nd compiete and sign medical exemption statement on back of form, _

___Inciude All Dates ' Other immunizations
1st 2nd 3rd Booster | Booster Type Date ;
poFY /I [ i 4 {1 i [/
1st '2nd 3rd Booster Booster Type Date
ORAL POLIO o [t ! I o [
15t 2nd 3rd 4th Type Date
Hibicorngaie ptored)) 7/ - /.t I l [ !
1st 2nd 3rd
Hepatitis B [ i 1
1st and
MMR [ to
TESTS
___Tuberculin Test . L.ead Scresning
| Pos Neg Tine  Mantoux ' L
/ / I D D G D Daie
Date f Results Specify '
i positive, attach physician's statement documenting treatment and loliow-up, Aniach statement of lead screening.
HEALTH SPECIFICS Comments:

[TIYes[ [No  Arethere allergies? (Specity)

[ iYes[ N0 Is m}edécat}on regularty taken? (Specity drug and condi-
tion

{1 Yes|_| No s aspecial diet required? (Specily diet and condition)

[} Yes[ | No  Arethere any haaring, visual or dental conditions requir-
ing special attention?

D YesD No Are there any medical or developmental condiions
requinng special attention?
SUMMARY OF PHYSICAL EXAM {inciuding speciai recommendstions 1o Day Care Provider)

On the basis of my findings as indicated above ant on my knowiedge of the above named child, | find that: {s)he is free from contagious and
communicable disease | [Yes [ |No andis able to participate in day care  [_|ves [ |No

Sigristure of Examinet Address

Name {pisase print) City. State. Zip

Titie #hone Date




