
Little Praisers Early Childhood Center 
Medical and Shots information 

490-9529 
 
    Child’s Name ________________________________                                      Birth Date ___/___/___ 
                          (last)     (first)                                          Admission Date ___/___/___ 
 
    Street Address ____________________________ City _____________ St _________ Zip ______ 
 
    Child lives with ______________________ Name ____________________ Phone _____________ 
               (relationship)    

Medical History 
 

 
 

Physical Examination 
 
Date of Exam ___________________                                  Age of Child _______________ 

 
 
Note any unusual findings: 
     ______________________________________________________________________________  
    ______________________________________________________________________________ 
    ______________________________________________________________________________ 
 
Does this child have any health conditions that would be hazardous either to him/her or to other children 
in a group setting as a result of participation in normal activities (including sports)?  No__  Yes__ 
If yes, what modification of normal activities would be necessary to protect the child and his/her 
classmates?: ______________________________________________________________________ 
 
Have you prescribed any medications or special routines, that should be included in the center’s plans for 
this child’s activities?  No __  Yes__   Explain: ___________________________________________ 
___________________________________________________________________________________ 
___________________________________________________________________________________ 
 
 
 
 
 

Skin __________________________________ 
Lymph nodes ___________________________ 
Eyes __________________________________ 
Ears __________________________________ 
Nasopharynx ___________________________ 
Teeth & Mouth __________________________ 

Communicable Disease             Month/Year 
Measles                           __________________ 
Rubella (Ger. Measles)   __________________ 
Chickenpox                     __________________ 
Mumps                           __________________ 
Scarlet Fever                   __________________ 
Whooping Cough            __________________ 
Other _____________    __________________ 

Condition                        Explain if Present 
Allergies:                 ______________________ 
                                ______________________ 
Handicapping          ______________________ 
    Conditions:          ______________________ 
                                ______________________ 
                                ______________________ 
Other _________________________________  

Heart ________________________________ 
Lungs _______________________________ 
Abdomen _____________________________ 
Genitalia _____________________________ 
Skeleton _____________________________ 
Other ________________________________ 



 
 

Little Praisers Early Childhood Center 
Medical and Shots information 

 Fax 260-490-0364 
 

Child’s Name ________________________________                                    Date of Birth: ___________ 
 
Hep B  Birth  2 months 6-18 months 

    
DTP         2 months            4 months  6 months      15-18 mos       4-6 years  

    
 
HIB         2 months            4 months  6 months      12-15 mos        

    
 
PCV         2 months            4 months  6 months      12-15 mos       2-5 years  

    
 
Polio         2 months            4 months  6-18 months       4-6 years        

    
 
MMR         12-18 mos             4-6 Years    

       
 
Varicella        12-18 mos             4-6 Years    or    Date of disease: ____________________   

       
 
Physicians, 
Please write the word “current” in the space provided above if the child is not receiving the shot. 
 
 
 
Physician completing this form:  ______________________________________________ 
                      (please print) 
 
Doctor’s signature: ______________________________________ Date: _____________ 
 
 

 

                      |                                                                                    
                                     

                      |                                                                                    
                                     

                     |                           |                          |                                   
                                     

                     |                           |                          |                         |            
                                     

                     |                           |                          |                                   
                                     

                     |                           |                          |                         |            
                                     

                     |                           | 

Doctor’s comments: 


