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HEALTH CARE SUMMARY 

(to be completed, signed by a physician, and faxed or returned  

within 30 days from start date) 

Date of Enrollment_______________________ 

CHILD’S NAME____________________________________BIRTH DATE_____________ 

ADDRESS________________________________________________________________ 

PARENT(S) OR GUARDIAN__________________________________________________ 

Date of last physical examination______________________________________________ 

How long have you been seeing this child?______________________________________ 

Developmental History______________________________________________________ 

 

________________________________________________________________________ 

Does this child have any other allergies (including allergies to meds)?_________________ 

Is a modified diet necessary?_________________________________________________ 

Is any condition present that could result in an emergency?_________________________ 

 

What is the status of the child’s…   Vision___________________________ 

       Hearing__________________________ 

       Speech__________________________ 

Please list below any important health problems.   

Important Health Problems     Followed by you    Followed by other        Requires Special 

       Med Source (Name)      Attention at Center 

______________________    _____________    _______________     _____________ 

______________________    _____________    _______________     ______________ 

 

 

Other information helpful to the group child care center_____________________________ 

_______________________________________________________________________ 

*Signature of health source ________________________________Date___________ 

 

Address_____________________________________Phone______________________ 

PRESCHOOL & CHILD CARE CENTER 


