
 

 

 

 

 

 

Physician Statement 

 
 

Student’s Name________________________  Birthday _________________ 

 

 

I have examined the above named child within the past year and find that he/she is able to take part in 

the day care program. 

 

 

____________________________________________  _____________________ 

Health Care Professional Signature     Date 

____________________________________________   

Health Care Professional Address     

____________________________________________   

Health Care Professional Phone    

 


