
 

 
CHILD CARE CENTERS   MEDICAL RECORD 
 

 

Dear Physician: The child indicated below is enrolled in an early childhood program which is 
licensed by the Department of Early Education & Care. The Department of Early Education & 
Care requires the Medical History and Immunization form to be completed and signed by the 
physician or source of health care. A prompt response is appreciated. 
 
Evidence of a physical exam shall be valid for one year from the date the child was examined and 
shall be renewed annually thereafter. 
 
IDENTIFICATION (To be completed by Parent/Guardian) 
 
Name of Child: _________________________________________Date of Birth: ___________ 
Child’s Address: _________________________________ Child’s Home Phone: ___________ 
City, State, and Zip Code: ________________________________________________________         
 
Name of Parent/Guardian #1: _____________________________________________________ 
Address (include City, State, Zip): ________________________________________________________ 
Home Phone: ___________________________ Work Phone: ___________________________ 
 
Name of Parent/Guardian #2: _____________________________________________________ 
Address (include City, State, Zip): ________________________________________________________ 
Home Phone: ___________________________ Work Phone: ___________________________ 
 
 
EXAM/HEALTH INFORMATION (To be completed by Physician) 
 
Date of Examination of Child: _____________________________________________________ 
 
What is your general opinion concerning the child’s general health and appearance? 
 
_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________ 
 
Has this child been screened for lead poisoning? Yes _________ No _________ 
 
If yes, date screened: ________________ Please note: Lead Screenings are mandated for 
children between 9-12 months and annually thereafter until 48 months. Proof of any one of those 
screenings at entry to kindergarten is acceptable. 
 
Does this child have any disabilities or chronic medical problems (allergies, limited vision, 
etc.) which require special consideration or care by the day care provider? If so, please detail 
below: 
 
_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________ 
 
Physician’s Signature: ______________________________________Date: ______________ 
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