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Medical Information
Child’s Name ________________________________________ Date of Birth  ________________________

                                                  First                                Middle                                  Last  



       Month               Day              Year
My child has special needs, challenges that may restrict activities/physical limitations or disabilities: (circle one)        YES          NO

If yes, list all special needs, physical limitations or disabilities:  __________________________________________________________________________

Any known allergies:  ________________________________________________________________________________________________________________

Any routine medications:  ____________________________________________________________________________________________________________

Any restrictions of normal physical activities:  __________________________________________________________________________________________





                        IMMUNIZATIONS

      We must be provided with documentation that has been validated by a health care professional with a signature 

      or rubber stamp.
	Immunization
	Date/ Dose 1
	Date/Dose2
	Date/Dose3
	Date  Booster
	Date  Booster

	DTP/DTaP/DT
	
	
	
	
	

	POLIO: IPV or OPV
	
	
	
	
	

	Hib
	
	
	
	
	

	         Hepatitis A
	
	
	
	
	

	Hepatitis B
	
	
	
	
	

	Measles: Rubeola / Serampion


	
	
	
	
	

	Mumps
	
	
	
	
	

	Rubella
	
	
	
	
	

	TB  Test 


	
Positive
	
Negative
	Date:
	
	

	Varicella;
	
	
	
	
	

	Varicella  (chickenpox) vaccine is not required if your child has had chickenpox disease. If your child has had chickenpox, please

	complete the following statement: My child had chickenpox on or about (date)_________________________

	PARENT SIGNATURE________________________________________________   DATE____________________________


     SIGNATURE OF HEALTHCARE PROFESSIONAL__________________________________________________ DATE    _____________

     SIGNATURE OF STAFF MAKING HANDWRITTEN COPY OF RECORD_______________________________ DATE    _____________

ADMISSION HEALTH REQUIREMENT
One of the following must be presented for all children 

             Health-Care professional statement: I have examined the above named child within the past year 

             and find that he/she is able  to participate in a child care program.


             A copy of the medical screening form of the Early and Periodic screening, Diagnosis and Treatment 

             Program, if no referral for further diagnosis and treatment is indicated.    


             A form or handwritten statement from a health or service clinic.


             A notarized affidavit is provided by the child’s parent stating: that medical diagnosis & treatment 

             conflict with the tenets and practices of a recognized religious organization of which the parent is 

             adherent or member.

             If immunization and / or TB testing would be injurious to your child or family you must obtain a certificate 

             signed by a health-care professional to that effect and attach it to this form.

IF YOU DO NOT HAVE ANY OF THE ABOVE:

            Parent Statement: My child has been examined within the past twelve months by a health-care 

            professional and is able To participate in a child care program. 

            WITHIN TWELVE MONTHS OF ADMISSION I WILL OBTAIN A HEALTH-CARE PROFESSIONAL’S STATEMENT AND 

              WILL SUBMIT IT TO CAMBRIDGE PRESCHOOL.

           My child has an appointment for a physical examination on (date)_____________________________ 

           Name /address of health-care professional: ___________________________________________________

             I will submit the statement immediately following the examination.

           Parent   Signature______________________________________  Date_________________________________

Physician/ Healthcare Professional Name_____________________Address & Phone_______________________
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