STATE OF CALIFORNIA i CALIFORNIA DEPARTMENT OF SOCIAL SERVICES
HEALTH AND HUMAN SEHV!CES AGENGY COMMUNITY CARE LICENSING

REPORTE DEL MEDICO — GUARDEHIAS INFANTILES. -, :
(EVALUAC!ON MEDICA QUE SE REQUIERE ANTES DE QUE SE LE ADMITA A UN NINO A UNA GUAHDEFIIA INFANTIL)
PAFITE A— CONSENTIMIENTO DEL PADHEIMADFIE _PARA sr—:n COMPLETADD POR EL PADRE/MADRE

A nacldo en ,seleestd evaluando con respecto a su preparacion para entrar
(NOMBRE DEL NINO[A]] (FECHA DE NAClMlENTO)

enla . . Esta guarderia infantil/fescuela proporciona un programa de las a.m./p.m.
(NOMBRE DE LA GUARDERIA INFANTIL/ESCUELA) i 3

alas a.m./p.m., dfas a la semana.

Por favor proporcione un reporte sobre el nifio mencionado arriba usando el formulario que se encuentra a continuacién. Por medio de
este documento, autorizo que se comparta la informacién médica contenida en este reporte con la guarder(a infantil mencionada arriba.

(FIRMA DEL FADRE/MADRE, TUTOA LEGAL, O REPRESENTANTE AUTORIZADO DEL NINO) (FECHA DE HQY)

PART B - PHYSICIAN’S REPORT (TO BE COMPLETED BY PHYSICIAN) (PARA SER COMPLETADO POR EL MEDICO)

Prablems of which you should be aware:

Hearlng: Allergies: medicine:
Vislon: Insect stings:
Developmental: Food:
Language/Speech; Asthma:

Dental:

Other (Include behavioral concerns):

Comments/Explanalions:

MEDICATION PRESCRIBED/SPECIAL ROUTINES/RESTRIGTIONS FOR THIS CHILD;

IMMUNIZATION HISTORY: (Fill out or enclose California Immunization Record, PM-298.)

—  DATE EACH DOSE WAS GIVEN
ist 2nd 3rd 4th 5th
POLIO (OPV OR 1PV) /) /] /) /] / /
(DIPHTHERIA, TETANUS AND
DTR/DTaP/ ;
R e /| i d [ [ [
MMR (MEASLES, MUMPS, AND RUBELLA) / / / /
N M L ey Y, /! /1 /]
HEPATITIS B [/ /! ! /]
VARICELLA  (CHICKENPOX) | !/ i

SCREENING OF TB RISK FACTORS (listing on reverse side)
[J Risk factors not present; TB skin test not required.

J Risk factors present; Mantoux TB skin test performed (unless

previous pasitive skin test documented).
___Communicable TB disease not present.

I have [ have not [ reviewed the above information with the parent/guardian.
Physician: _ Date of Physical Exam:
Address: Date This Form Completed:
Telephone: Signature

[0 Physician [] Physician's Assistant [ Nurse Practioner
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