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ILiFOFlNlA-liEAL7H P.NOHUMAI~ SERVICES AGENCY DEFARrnENT OF SOCIAl SEl'!VlC~OMMUN!TY CA.qe UCENSING

~CBAN'SREPORT -C~=i!n.J] CARE CENTERS i

S PRE-ADMISSION HEALTH EVALUATION)
PART ,4. - PARENT'S CONSENT (To BE COMPLETED BY PARENTI

,bom is being studied tor readiness to enter
(NM1E OF-GHILD] (BIRTH DATE)

, This Child Care Center/School provides a program which extends from __ ': __
(NAMEOF CHILO CA.".E CENTERJSCHOOL)

. to arn/p.m., days a week.

rovide a report on above-named child using the torm.below, I hereby authorize release of medical information contained in tnls
the above-named Child Care Center,

{SIGNAill!1E OF P.OJ'!ENi; GU.A.RDlAN. OR CHlLO'S A1..iTHORlZED RE??.ESENTAIl\IE} (TOPAY'S DATE)

PART S....:..PHYSiCiAN'S REPORT ITO BE COMPLETED BY PHYSICiAN)

~
of ",tllch you should be aware: -

Allergies: metlit:ine:

insect Stings:

ental: lood:

'Speech: asthma:

other:

-
lude behavioral concerns): ~_.
>'Explanations:

ION PRESCRIBED/SPECIAL ROU IINESIRESTRICnONS FOR THIS CHILD:

-
IJIZATION HISTORY: (rill out or enclose .Caiifornia Immunization Record, PM-2gB.)

VACCINE I DATE EACH DOSE WAS GIVEN

I 1st I 2nd 3rd ; 4th I 5th
'VOR!PV} I I I I ! / I / i I I I! I

(Ol.PHnlERIA, Ten\NUS AND I I I I, I[ACELLULAR] PERTUSSIS OR TElA/iUS I I I / i ,f ! / I I IAND DIPffih'EllA ONl..'I') I

EASl..Es, MUMPS, AND F1UBEU.A) I j I I /I
,QUlRED FOR CHIl.!) CARE ONl..'I') I I I ! I i I I IGms (HAEMOPHltUS 9) I I
B I I I I / I I

(NOT REQUIP'al) I I I I I I(CHlCKENl'OX)

·~ENiNGQFTB RISK FACTORS Oisting on reverse-side)
,

Risk factors not present; TS skin test not required.

Risk factors present, Mantoux TS skin test performed {unless
previous positive skin test documented} _

_ Communicable TB disease not present.

have not 0 reviewed the above information with the parenVguardian.

Date of PhysiciaJ Exam:
Date This Form Completed:

~: Signature

0 Physician 0 Physician's Assistant 0 Nurse Practioner
!ConiidEnliall

STATEOFC.

P~iYS
{CHILD

a.m.lp.m

Please p
report to

ProblerT',s 0

Hearing:

Vision:

n-evelopmenla

Language!,

Otlier (lncl

Commenls/Exo'
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Oi'Jrd

(RE

HIBMENIN

MMR (MEASl..E

HEPATITIS

I have 0
Physician
Address:_
Telephone

UC 701 (&'991


