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NEWYORKSTATE 
OFFICE OF CHrLDREN AND FAMILY SERVICES 

CHILO IN CARE MEDICAL STATEMENT 
To Be Completed By Licensed Physician, Physician's Assistant or Nurse Practitioner I - of Chi!: I I Dale of Bktb: I I Data d ~ 

Immunizations r9qulnMI ·for entry Into day care □Yes □ No 
Medical Exem~ The physical condition d the named child Js such that one or more 
of the invnunlzations would endanger life or heatth. Atfach certification specifying the 
ex8f11)t mnunization(s). • 
'O(phtheria, Tetarm and 1• 01111 Z-Dete ~o.. 411 Date 
Pertullis (DPT) _Diphlherla 
and Tlltanul and mlillllr 
Pertlmil(DTaP) 

. . 

1• Dal ~DID ~01111 •" Data Polio (IPJ 0( OPJ) . 

5" Date 

1• DIie 'Z"O.. S-Dall 411 Date OR 1• Date (I given on or HMmophlul intluenzae 
typeB(Hb) 

after 15 months of age) 

-4" Date - ~ PnU8f11000Cal Ccquga 1• Dal 'Z"'Dlte ~On 
(PCV) b'UIOl9 born on« 
aler111A)8) , 

Hepella 13 
1•0. 'z-401118 319 Date 

Uuslal.~and 1• o.e ~Dae 
Rub1ll(UMR) 
Varicell (11110 known• 1• DIie 'ZS'Dalil 
ChlcunPac) 

Other lmmunlZatlona may Include the recommended vaccines of Rotavlnaa, Influenza and 
Hepatitis A 
Typed lrmunlzation: 0..: Type d lrrmunlzation: Date: 

Typedkm'unizltion: DIiie: Type d lmnullzation: 0..: 
,, ,. -

Typedlnmrizlllon: DIiie: Type (I lrnrruuzltion: Date: ' , 

Teats 
T~ Teet DIie: / / Manb.DC Reda: 0 POlllive O Negative ____ nvn 
TB rem ere at Che ph)lidari• dilaeCion. Aoceptable tNIB Include Mnoux or other federaly approved test 
tf polllive, or If X-fa'f ordered, atlach pt,/liaarit st I ment docunenling treab,i8tlt and follow-up. 

leldSaeellilgO.: I I 

Atlachlead.,.ltller• 
l.Md ScrNNnG (IIIGIIMM All DIIIN and RN~) 

1 y..- I I ~ ______ mcgldl. □ Venous □ C-apllary 

2 yeera ' / Reeul: ------ mcgldl 
□ Venous □ Capllary 

Moet--,l _. d lead~ Of cln,,.nt fJOll lbove.): 

I I ·R~ , . . mcg/dL tJ Venoa,s Q f-ilpllary 
Per NYI law a blood lad tNt la required llt i .,ad 2 Y..,. fl age and whenever r19k d a..d polsonlng ia llkaly. 
If the child ~ ·not been t9lled for lead. the day care provider may not exclude the chld from child day care, but must 

the parent w,fo,mation on lead pollonlng and prwetdlon, and refer the parent to ther health care provider or the 
~Ive l'le8l1h d rtme01 for a lead blood screen test 

(Continued on reverse side) 
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CHILD IN CARE MEDICAL STATEMENT (continued) 

Health Specifics Comments 

Are there allergies? (Specify} 
□Yes D No 

Is medication regular1y taken? 
(Specify drug and condition) □ Yes D No 

Is a special diet ~uirecl? 
(Specify diet and conditiQn) 

□ Yes □ No 

Are there any hearing, visual or dental 
conditions requiring special attention? □ Yes □ No 

Are there any medical or developmental 
conditions requiring special attention? □ Yes D No 

Summary of Physical Exam 
Include special recommendations to child day care providers 

On the basis of my findings as indicated above and on my knowledge of the named child, I find 
that he/she is ~ from contagious and communicable disease and is able to participate in child 
day care. 

Signature of Examiner Address 

Please Print Name City, State, Zip 

( ) 
11tJe Phone 

Religious Exemptions 

□Yes □ No 

Date 

Publlc Health law Section 2164 allows a child to be religiously exempted from immunization. A written and signed statement from a parent, parents or guardian of the child s~ng that they object of the Immunization of their child due to their sincere and genuine religious beliefs should be submitted to the day care owner, operator or administrator who shall determine whether the statement of religious belief ls acceptable. 
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