	SAINT ANDREW'S EARLY CHILDHOOD CENTER�PRIVATE ��





	PHYSICIAN'S REPORT





Please have your physician complete this form.  It must be returned to the Director before school starts in September.





Child's Name ____________________________________________________________________________


General Health ___________________________________________________________________________





Immunizations: (List dates)


	D.P.T.		__________	__________	__________	__________	__________


	Polio		__________	__________	__________	__________	__________


	MMR		__________


	Hib		__________	__________	__________	__________


	Hep B		__________	__________	__________


	Varivax		__________





What diseases / accidents has your child had? Dates?


____________________________________________________________________________________


____________________________________________________________________________________


____________________________________________________________________________________





Allergies and/or restrictions, if any.


____________________________________________________________________________________


____________________________________________________________________________________


____________________________________________________________________________________





Comments:


____________________________________________________________________________________


____________________________________________________________________________________


____________________________________________________________________________________








	_______________________________________________					


	Physician's Signature						Date


�











 





 











