NYS Cepanment 2! Sodal Sgp,q~:r

Medical Pnport Dx Childin LJ:\V Cars

To Be Compieted By Pnysician, Physxcxan 3 Asszstant or Nurse Practitioner

MName Date of Birih ‘ Date of Exam
/ ! | / /

IMMUNIZATIONS
fone or more of the required medical immunizations is dzemed cetrimental to this child's health, atiach certificate specifying which immunization(s)
and complete and sign medical exemption statement on back of form. :

include All Dates

(NES

ther immunizations
1st 2nd 3rd Booster Booster Type Date
DPT - 1 [ /! /1 [ I
ist 2nd 3rd Booster Booster Type Date
DRAL POLIN Y A VR | ! ! I/ | ! -]/
1st 2nd 3rd 4th Type . Date
HiDlconivaatz orsferad)!  / / [ ! P /o !
st - 2nd 3rd
Hepatitis B ! {1 !
18t 2nd
MR I I
TESTS
Tubercuiin Test Lead Scresning
Pos Neg Tine Mantoux / / )
/ / D D D D . ‘ Date
Date Results Specty” | '
It posfiive, atiach physician's statement documenting treatment and follow-up. Atiach statement of laad screening.
HEALTH SPECIFICS ' Comments:’

] Yes[INo  Are there aliergies? (Speciy) ,

D Yes D No Is m)ec"xcatxon regulariy taken? (Specify drug and condi-
tion

] Yes D No Isa specia! diet required? (Specify diet and condition)

[ Yes[ ] No Are there any hearing, visual or dental conditions requir-
ing special attention? .

L Yes{J no Are there any medical or developmental conditions
requiring special attention?

SUMMARY OF PHYSICAL EXAM (including special recommendations to Day Care Provider)

On the basis of my fi fnamqa 2s indicatad above and on my knowi edge of the above named child, ! find that: (s)he s fres from contagious and
communiczble disezse ]_Ye; DNO and is zble to participate in day cars i__lYa' C]!”o :

Signzturs of Examiner Address
Name {please print) _ City, Stzie, Zip
o \ .
Trtie Phons

) ‘ Nate
__?:



