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Child's Health Statement
Al lcensed chid care facilties must cbtain a signed and dated statement of the child's current heaith
Status. This report s to be filled out by @ lcensed physician or other health care professional who has
seen the chid in the past twelve months. A chid may o attend pre-school unil this form is received.

Child's Name Sex. Date of Birth.
Address city. Zip

If the child has/had the illness - check those the child has had and give approximate dates:
Asthma: Diabetes:

Epilepsy/Seizures: ‘Severe Allergies:

Behavioral issues and diagnosis:

Other:

Comments:

‘Surgery/Accidents/Tlinesses/Chronic Health Problems:

Describe any physical condition requiring the facility's special attention:

Has your child received any of the following screenings in the last year? (Please circle)

Hearing Vision Dental
Any results that may be of concern?
Allergies:

Medication(s) prescribed:
I your e neds medicaioniece urn i medicaton/allery/athn authrization fa before hids s doy of
choo Tfyour child doe not need mediction schal bt ave noted medcation on i form,there is ol fom fer
refusl 1o provide medianion

Are the Inmunizations up-fo-date>  Yes No

(This program dees heve the right 10 accept unimmurized children)

Date of my most recent examination of child:

Name of Licensed Physician/Health Care Professional (please print)
Address ay. 2z,

SPanre of Teensed physican o fher health care professionl

Pleae record immuizators and dotes adrinistered on th ColoradoDepartment of Health Certficate of Inunization
/o atach o copy o the stateappraved inmunizaion recod 1o 1his for ot al forms are stare epproved o plecse
review the form befe subritring Plase ook onyour immunization record fo the stte appeoved natation Records.
oy befaxed 10 3033848104, art: Jule Adkis
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