Plano Child Care Learning Academy
Health Statement Form


This form must be presented when your child is admitted or within one (1) week of his/her beginning date.

Child’s Name: ____________________________________   D.O.B. ____________

DOCTOR’S STATEMENT: I have examined the above-named child within the last year and find that he/she is physically able to take part in the child care program of PCCLA. 

__________________________________________________
Physician’s Name

__________________________________________   ___________________
Address								Suite

________________________________        __________        __________
City							      State		   Zip

(_______) ____________________________
Phone Number


_______________________________________		____________
Physician’s Signature or Stamp					           Date


*This statement of good health is a requirement of the State of Texas for all regulated facilities.
