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MEDICAL FORM 

Please note that a copy of your child’s most recent physical, along with up-to-date immunizations can be 

submitted in place of the Dr. completing this form. Make sure the paper from the Dr. has a signature 

(electronic signature is acceptable) and that you attach it to this form that you have signed.  

Child’s name_______________________________________  Date of Birth_________________ 

Parent’s names_________________________________________________________________ 

Address_______________________________________________________________________ 

Date of last exam___________ Doctor’s Name_______________________________________ 

Immunizations (please be sure the attached form has dates immunizations were administered) 

DPT ____ Polio-TOPV______ OR-IPV____ HIB______MMR _____HEP-B___________________ 

Varicella/varivax_________Lead test, results__________________ TB test, results___________ 

Food Allergies (please list):_______________________________________________________ 

Nutrition: Good____ Fair____ Poor____ 

Does child have a good appetite?___________________________________________________ 

Does your child take any prescription medications? YES or NO If yes, please list them 
_____________________________________________________________________ 

Operations or serious illness (please give brief detail)___________________________________ 

______________________________________________________________________________ 

Communicable Disease (measles, mumps, chickenpox, etc.) please give name and year_______ 

______________________________________________________________________________ 

Condition of teeth Good____ Fair____ Poor_____   Hearing Good_____ Fair_____ Poor______ 

Eyesight Good___ Fair____ Poor_____ 

Does child have frequent sore throats or colds?_______________________________________ 

Additional Remarks______________________________________________________________ 

Dr. Signature____________________________________________________________   

Parent’s Signature________________________________________________________ 


