











	Name: 
	Date of Birth: 
	Home Address: 
	Resides with: 
	Row1: 
	undefined: 
	Religion: 
	Home Phone: 
	Work Phone: 
	Citizenship: 
	Mother: 
	MI: 
	Home Phone_2: 
	Work Phone_2: 
	Citizenship_2: 
	Ethnic Group: 
	Divorced: 
	Married: 
	Separated: 
	Widowed: 
	Work Phone Ethnic Group ChamorroFilipinoCaucasianEtc Divorced Separated Widowed Single Phone NumberRow1: 
	Work Phone Ethnic Group ChamorroFilipinoCaucasianEtc Divorced Separated Widowed Single Phone NumberRow2: 
	Work Phone Ethnic Group ChamorroFilipinoCaucasianEtc Divorced Separated Widowed Single Phone NumberRow3: 
	IWe: 
	and: 
	Date: 
	Date_2: 
	Date Left: 
	Childs Name: 
	Sex: 
	Birth Date: 
	Fathers Name: 
	Age: 
	Mothers Name: 
	Age_2: 
	Does Mother live in home with child: 
	Walk months: 
	Dates: 
	Dates_2: 
	Dates  Chicken Fox: 
	Dates  Diabetes: 
	Dates  Poliomyelitis: 
	Dates  Asthma: 
	Dates  Epilepsy: 
	Dates  100ay Measles Rubella: 
	Dates  Rheumatic Fever: 
	Dates  Whooping Cough: 
	Dates  3Day measles Rubella: 
	Dates  Hay Fever: 
	Dates  Mumps: 
	List any allergies should be aware of: 
	What time does a child fed up: 
	What time does child go to bed: 
	Does child sleep well: 
	Does child sleep during the day: 
	When: 
	How long: 
	What are usual eating hoursBreakfast: 
	What are usual eating hoursNoon meal: 
	What are usual eating hoursEvening: 
	Any food dislikes: 
	Are bowel movement regular: 
	Word use for Bowel movement: 
	undefined_2: 
	Parents evaluation of childs health: 
	Parents evaluation of childs personality: 
	How does child get along with parents brothers sisters and other children: 
	Has the child had group play experiences: 
	Reason for requesting day care placement: 
	Birth date: 
	Business Phone: 
	Home Phone_3: 
	Business Phone_2: 
	Person Responsible for Child: 
	Home Phone_4: 
	NameRow1: 
	RelationshipRow1: 
	NameRow2: 
	RelationshipRow2: 
	NameRow3: 
	RelationshipRow3: 
	NameRow4: 
	RelationshipRow4: 
	NameRow5: 
	RelationshipRow5: 
	NameRow1_2: 
	AddressRow1: 
	PhoneRow1: 
	RelationshipRow1_2: 
	NameRow2_2: 
	AddressRow2: 
	PhoneRow2: 
	RelationshipRow2_2: 
	NameRow3_2: 
	AddressRow3: 
	PhoneRow3: 
	RelationshipRow3_2: 
	Name_2: 
	Telephone: 
	Address: 
	0 Call emergency Hospital IO Other: 
	Time child be called for: 
	Date of Admission: 
	Date left: 
	 Dominican Child Development Center PO Box 5668 Hagatna Guam 96932 Tel 671 477 72281472 1524  Fax 472 4282: 
	MEDICAL CLEARANCE FOR ADMISSIONRow1: 
	Sex_2: 
	Work Phone_3: 
	Mother_2: 
	MEDICAL HISTORYRow1: 
	1 Any history of allergy: 
	No: 
	If yes what: 
	2 Any previous illness: 
	No_2: 
	If yes whatNo: 
	4 Any history of convulsion: 
	No_3: 
	If yes whatNo_2: 
	If yes what_2: 
	Height: 
	PHYSICAL EXAMINANTION: 
	Pulse: 
	Respiration: 
	Blood Pressure: 
	Vision: 
	Right: 
	Left: 
	Hearing: 
	Right_2: 
	Left_2: 
	GENERAL INSPECTION: 
	Head: 
	Eyes: 
	Ears: 
	Nose: 
	Mouth: 
	Throat: 
	Teeth: 
	Neck: 
	Chest: 
	Heart: 
	Lungs: 
	Abdomen: 
	Abdomen_2: 
	Spleen: 
	Genitalia: 
	Hernia: 
	Hernia_2: 
	Extremities: 
	Please fill in dates of immunizations that were given: 
	DTP: 
	TOPV: 
	1: 
	2: 
	3: 
	4: 
	5: 
	MMR: 
	1_2: 
	2_2: 
	3_2: 
	4_2: 
	5_2: 
	HIB: 
	1_3: 
	2_3: 
	VARRICELLA: 
	1_4: 
	HEP: 
	1_5: 
	2_4: 
	3_3: 
	4_3: 
	24: 
	PPD: 
	Date Given: 
	Result: 
	Date_3: 
	Examiners Signature: 
	Student Name: 
	Age_3: 
	O Other please specify: 
	undefined_3: 
	Print: 
	Contact Number: 
	Email address: 


