. : CALIPORNIA DEPARTMENT OF BOCIAL 8ERVICES
STATE OF SALIFORNIA
HEALTH AND. HUMAN S8ERVIGES AGENCY ] COMMUNITY CARE LICENSING

PHYSICIAN’'S REPORT—CHILD CARE CENTERS
(CHILD'S PRE-ADMISSION HEALTH EVALUATION)

T PART A - PARENT'S CONSENT (T0 BE COMPLETED BY PARENT)

. , born, - v Is being studied for readiness to enter
(NAME OF CHILD) . A {BIRTH DATE) '

» This Child Care:Center/Schoo! provides a program:which extands from

(NAME OF CHILD CARE CENTER/SCHOOL)
am/pm., . daysaweek, -

Please provide areport on above-named. child using the-form below. | hereby authorize releass of medical’ Information contained in this
report to the above-named Child Care Center,

a.m./p.m.,to

(SIGNATURE OF PARENT, QUARDIAN, OR CHILD'S AUTHORIZED REPRESENTATIVE) ) {TODAY'S DATE)

PART.B .~ PHYSIQIAN?ES“: REPORT (10 BE COMPLETED BY. PHYSICIAN)

Problems o which you should be aware; .>' ' B -

Hearlig: ; ' - ' T ATBTgTes; medicing?

Viston: IHWGW

Developmental: - Food

Languagelspeech: ‘ : Asihma; :
Dental: ‘ : ‘

OThet (TRcTude baRavioral coRGerna):

. -

Commenia/Explanations; ‘ : T ‘
WmmmmmmmmmﬁTms CHILD -
IMMUNIZATION HISTORY: (Fill out or enclose Callfornla.vlmmt‘mlzation Record, PM-298.)

— T DATEEACHDOSEWASGVEN
‘ 1t T 2nd T 3d ] ah T 5th
POLIO (OPV OR IPY) - , /|l /| ] [0 | /]
L IR . [ 1 A,
MMR (HEABL!B,MUMPO,ANDNBZLL'\) / / / / ' ‘
HIB M D oA e on I I 1 / L]
HEPATITIS B ' / / / /
VAHICELLA {CHICKENPOX) ] / : / N B / /
' SCREENING OF TB RISK FAOTOHS (llstlngon reverse slde) E : - -
" [ Riskfactors ot present; TB skin test not’ requlred B ’ : n

(] Risk factors present; Mantoux TB skin test performed (unless

S SR
previous positive skin test documented). PR E
. Communicable TB disease not present.

I have [] _havenot [ reviewad the above Informiation with the parent/guardian,
Physician: Date of Physical Exam:
Address: SR — : ‘Date-ThisForm Comp!eted
Telephone:; : : A . Signature .

5 Physlclan [Z} Physlc!ans Asslstant it Nurse Pratitioner
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