
 

HEALTH CARE SUMMARY 

MUST BE COMPLETED BY A PHYSICIAN 

Name of child: ______________________________________________________________________ 

Date of Birth: ___________________ Date of Enrollment:  ___________________________ 

Parent(S) or Guardian:  ____________________________________________________________ 

Address:  ___________________________________________________________________________ 

______________________________________________________________________________________ 

Telephone:  _________________________________________________________________________ 

Date of last Physical Examination:  _______________________________________________ 

How long have you been seeing this child:   _______________________________________ 

How frequently do you see this child when he/she is not ill?  

______________________________________________________________________________________ 

IS a modified diet necessary: _______________________________________________________ 

Is any condition present that might result in an emergency?  

_______________________________________________________________________________________ 

What is the status of the child’s?    

Vision:  _______________________________________________________________________________ 

Hearing:  _____________________________________________________________________________ 

Speech:  ______________________________________________________________________________ 

Please list below the important health problems: 

Important Health 

Problems 

Followed by you Followed by 

other med Source 

(name) 

Requires Special 

attention at 

center 

 

 

 

 

   

Other information helpful to the child care program:  

________________________________________________________________________________________ 

________________________________________________________________________________________ 

Signature of health source: ______________________________________ Date: ____________ 

Address: _________________________________________ Phone: __________________________ 

 

 

 

 

 PROVIDERS: PLEASE FAX COMPLETED FORM TO (651) 460-3731 




