CCP Health Certificate 2023-2024
Section I to be completed by parent/legal guardian:
CHILD____________________________________________________________________________________ 
		Last			                         First	          		      Middle 	          				
Age __________________ Birth Date ____/____/________

PARENT/LEGAL GUARDIAN ___________________________________________________________________________________
                                                                    		Last				First
Address __________________________________________________________________________________________
		Street			City			State			ZIP

1. Does your child have any medical conditions the staff should be made aware of________________________________
2. Does your child have any known allergies? _____________________________________________________________
If so, a health care plan is required from your health care provider?                 
Explain _____________________________________________________________________________________

3. Is your child on any special dietary restrictions? ________________________________________________________    
4. Do you have any special requests regarding your child's care while at school? _________________________________
_________________________________________
Parent / legal guardian signature

Section II to be completed by a physician:

1. Does this child enjoy good health free from any conditions? _______________________________________________
2. Has this child demonstrated normal motor and mental development? _______________________________________
3. Should this child be on any physical or dietary restrictions? ________________________________________________
Include an individualized health care plan for special needs, restrictions or allergies. 
Include condition, symptoms and course of action.
4. Are the child's immunizations up to date? ______________________________________________________________
5. Date of most recent health checkup? _____/______/__________
6. Any comments or recommendations? _________________________________________________________________

The most recent copy of child’s immunizations is required. 

 Results of Tuberculin Test, if given: Type_________ Date ________ Normal ___________ Abnormal _________

If child has not had an immunization, please note the reason-        parental _________ religious ___________ other _________

Physician signature _________________________ Date_____________________



