     

UNIVERSITY UNITED METHODIST PRESCHOOL MEDICAL EXAMINATION        

                      

AND IMMUNIZATION RECORD FOR ENROLLMENT







      FAX NO. 314-863-7904

I. IDENTIFYING INFORMATION

Name_____________________________________________________Birthdate____________________

Date of last physical exam_____________________

II. CURRENT STATE OF HEALTH

I have examined the above named child and verify that this child’s medical history and current state of health 

_______Are      Are not_______ satisfactory for participation in a preschool program.
Please note in Section IV if this child needs any special care or consideration, otherwise indicate such:

_______No special care  _______Special care required

III.   IMMUNIZATION HISTORY AND RECORDS BELOW OR FURNISH COPY FROM PHYSICIANS OFFICE.  Please indicate both date and type of vaccine given below.

                    TYPE   Dose No. 1     Dose No. 2     Dose No. 3     Dose No. 4     Dose No. 5     Dose No. 6  

      DPT/DTP/DT_____________________________________________________________________
   POLIO (OPV/IPV)_______________________________________________________________________________
                      HIB______________________________________________________________________
                    MMR_____________________________________________________________________
     HEPATITIS B_____________________________________________________________________
       VARICELLA_____________________________________________________________________
   PCV(PNEUMOCOCCAL)____________________________________________________________

Do these immunizations comply with state law?_______

IV.   EXAMINERS COMMENTS, RECOMMENDATIONS REGARDING DIETS (SPECIAL OR OTHERWISE), FOOD OR DRUG ALLERGIES, SPECIAL NEEDS, SIGNIFICANT HEALTH, PHYSICAL OR EMOTIONAL CONDITIONS AND EQUIPMENT REQUIREMENTS

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

RELEASE: I, the parent of the above child, authorize release of this information to this preschool.

________________________________________      

_____________________________________

Print name






Signature

________________________________________

_____________________________________

Signature of the physician or registered nurse                 
Examining physician
Under the supervision of the physician

_______________________________________

______________________________________________             _______________

Name of office, clinic or facility


Address(street, city, state, zip code)


    Phone number

