STATE OF CALIFORMIA ' ¢ ' CALIFORNIA DEPARTMENT OF SOCIAL SERVICES
HEALTH AND HUMAN SERVIGES AGENGY COMNUNITY CARE LICENSING

" PHYSICIAN'S REPORT—CHILD CARE CENTERS
(CHILD'S PRE-ADMISSION HEALTH EVALUATION)

PART A - PARENT’S CONSENT (T0 BE COMPLETED BYFAHEI'D ;

- , born is being studied for readinass to enter
{NAVE OF CHILD} {BRTTH DATE) _
. This Child Care Center/School provides a program which extends from = ___
{NAME OF CHILD CARE CENTER/SCHOOL) g
a.mJp.m. to a.mJp.m. , ____ days awsek

Please provide a report on above-named child using the form below. | hereby authorize reloase of medical information contained in this
roport to the above-named Child Care Centar.

{SIGNATURE OF PARENT, GUARDIAN, OR CHILD'S AUTHORIZED HEPRESENTATIVE) (TOOAY'S DATE)

PART B - PHYSICIAN'S REPORT (T0 BE COIIPLETED BY PHYSICIAN)

“Problams of which you should be aware:

“Haaring: Allergies: medicing:

Vision: Tsed stngs:

Davelopmental _ food = Dt
siher’

Titer (Includs bohaviaral Goncems):

IMMUNIZATION HISTORY: (Fill out or enclose California immunization Record, PM-298.)

DATE EACH DOSE WAS GIVEN

VACCINE
1st 2nd 3rd 4th _5th
POUIC (OFV OR I8V) / / 7 / ; F 5] / / / /
{DEPMITHERIA, TETAMUS AND
e T L ! I F | ! "I
B MENNGITS.  AEKOMILS o] | I/ F 7 14
HEPATMSB !/ ! ! [
YARICELLA {CHICKENPOK) l / j f ]

SCREENING OF TB RISK FACTORS (listing on reverse side)
[ Risk factors not present; TB skin test not required.

[ Risk factors present; Mantoux TB skin test performed (unless

previous positive skin test documented).
. Communicable TB disease nat present.

Ihave (] have not [ reviowad the above information with the parent/guardian.
Bhysician: Date of Physical Exam:
Address: Dale This Form Completed:
Telephone: Signature

[ pPhysician [J Physician's Assistant [ Nurse Practioner

16 701 {mmummm




