Dear Physician: 
 
 _________________________________ is enrolled in a family child care home which is licensed by the Department of Early Education and Care. The Department of Early Education and Care regulations require that the Medical History form be completed and signed by the child’s physician or source of health care. Additionally, evidence that the child has been successfully immunized in accordance with the current Department of Public Health’s recommended schedules must be submitted and signed by the physician or source of health care. 
 
Evidence of a physical exam is valid for one year from the date the child was examined and shall be renewed annually thereafter. 
 
IDENTIFICATION 
 
Name of Child: ______________________________ Date of Birth: _____________________________ 
 
Address: ________________________________________________ Phone # ____________________ 
 
Name of Parents/Guardians: ____________________________________________________________ 
 
Address: ____________________________________________________________________________ 
 
Date of Examination of Child: ____________________________________________________________ 
 
What is your opinion concerning the child's general health and appearance: _______________________ 
____________________________________________________________________________________ 
____________________________________________________________________________________ 
 
Has this child been screened for lead poisoning? Yes ________ No _________ 
 
If Yes, Date screened: _______________ 
 
Does this child have any disabilities or chronic medical problems (allergies, limited vision, etc.) which 
require special consideration or care by the child care provider? If so, please detail below: 
____________________________________________________________________________________ 
____________________________________________________________________________________
____________________________________________________________________________________ 
 
Physician's Signature: __________________________________________________________________ 
 
Date: ___________________ Comments: _________________________________________________ 
 
 
Please return this form and the child’s immunization record to: 
  
Name of Provider: ______________________________________________________________________ 
 
 _____________________________________________________________________________________ 

 
THE PROVIDER MAY ACCEPT FROM THE PARENTS OF SCHOOL AGE CHILDREN A WRITTEN 
STATEMENT THAT THE REQUIRED INFORMATION IS ON FILE WITH THE CHILD’S SCHOOL.
