***** THIS FORM MUST BE COMPLETED, SIGNED, AND DATED BY A  PHYSICIAN 


School Year: ___________________
HIGHLAND COUNTY BOARD OF DD
HILLS AND DALES  EARLY CHILDHOOD CENTER

8919 US 50 E.

Hillsboro, Ohio  45133

Phone (937) 393- 4237      Fax (937) 393-5871

CHILD ENROLLEE MEDICAL REPORT ( front and back  to be completed)
Name:  ________________________________________________
Date of Birth:  _________________
                                            

Telephone:  ____________________________________________
Sex:
   [  ]    Male
     [  ]
Female
Address:  _________________________________________________________________________________

Family Contact:  _________________________________________          Telephone:  ____________________

	*Last results if known/date

	* Hematocrit level: 
	* Lead level:


MEDICAL INFORMATION:






Height:


________________________           Dental Examination: 
_________________________

Weight:


________________________           Heart:                            
__________________________


                                        


Blood Pressure:

________________________           Lungs:
                          
__________________________

                                        


Eyes:   Visual Acuity:
________________________           Abdomen:
           
__________________________
                                        


Ears:  Hearing Acuity:
________________________           Genitalia:
            
__________________________                                      

Hernia:


________________________           Speech:
            
            
__________________________
CURRENT IMMUNIZATIONS:  (PLEASE NOTE THE CHANGE IN PRE-SCHOOL RECOMMENDED IMMUNIZATIONS)

                                   Date                                    Date                                    Date                                     Date

	DP/DTaP
	
	
	
	

	POLIO
	
	
	
	

	MMR 
	
	
	
	

	HIB
	
	
	
	

	HEPATITIS  B
	
	
	
	

	VARICELLA
	
	
	CHICKENPOX:
	

	HEPATITIS  A
	
	
	
	

	PNEUMOCOCCAL
	
	
	
	

	ROTAVIRUS
	
	
	
	

	INFLUENZA
	
	
	
	


IS SCHOOL SERIES COMPLETEDFOR AGE?          ( YES        OR        (  NO
IF PRE-SCHOOL SERIES IS NOT COMPLETED, WHY?      (  MEDICALLY CONTRAINDICATED




        (  NOT MEDICALLY APPROPRIATE FOR THE AGE OF                              

                                                                                                                  THE CHILD. 


                      
         
        (  PARENT/GUARDIAN DECLINED FOR REASON OF  

                                                                                                                  CONSCIENCE, INCLUDING RELIGIOUS   

                                                                                                                  CONVICTIONS (PARENT MUST SIGN WAIVER)

(OVER)                                                                                                      
CHILD MEDICAL REPORT – Page 2


Childs Name: _________________________________________
CAUSE OF DEVELOPMENTAL DISABILITY IF KNOWN:
________________________________________________________________________________________________________
________________________________________________________________________________________________________

PAST HISTORY:

CHRONIC MEDICAL
     _____________________________________________________________________

CONDITION:           
(Diagnoses)

     _____________________________________________________________________


ALLERGIES:
     _____________________________________________________________________

(Medication/Food/                       

Environmental)         
     _____________________________________________________________________                           
SEIZURES:                      _____________________________________________________________________



      ___________________________________________________________________________________

HOSPITALIZATIONS:     _____________________________________________________________________

                                                 ___________________________________________________________________________________

SURGERIES:                    __________________________________________________________________________________
                                         _____________________________________________________________________

CURRENT LIST OF MEDICATIONS:

Medications needed while at school: ( Yes (Please request and Authorization to  Administer Medication form)    or     (   No


Name of Medication

Dosage


Purpose
_____________________________________________________________________________________________________

_________________________________________________________________________________________________________

_____________________________________________________________________________________________________
_____________________________________________________________________________________________________
DIETARY RESTRICTIONS, IF ANY: 
___________________________________________________________________________________________________________

DATE OF EXAMINATION: 
___________________                                                                                                                                                                                                                                                                                                                       
_____________________________________________                         _________________________________________________

Physician’s Signature                                                                                                             Physician’s Name (Please Print or Type)                                                    

_____________________________________________                         _______________________________________________

Date                                                                                                                                        Address

_____________________________________________                         _______________________________________________

Phone Number                                                                                                                        City, State, Zip Code
Revised 05/22)

