ST. THERESA PRESCHOOL
Health Statement
2011-2012 School Year

CHILD’S FIRST NAME​​​​​​​​​​​​​​_________________________CHILD’S LAST NAME________________________

CHILD’S BIRTHDATE ________________________
HEALTH-CARE PROFESSIONAL’S STATEMENT:

[image: image1.png]


I have examined the above named child within the past year and find that he/she is physically able to take part in the program 
at St. Theresa Preschool.

X_________________________________________________________        ____

_____________________
HEALTH-CARE PROFESSIONAL’S SIGNATURE


DATE
[image: image2.png]


Printed Name of Health-Care Professional__________________________________________
Health-Care Professional Address_________________________________________________
Health-Care Professional Phone: _____________________________Fax: ________________

ALLERGIES TO:  Medication_________
Food_________
Insect Bite___________
Other___________________

Please describe above allergy: ________________________________________________________________________

Allergy symptoms produced__________________________________________________________________________
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	VISION – Required for 4 years olds                      R 20/ ________     L 20/ ________    ‬ Pass ________   ‬Fail ________
SIGNATURE: ________________________________         DATE: ________________


	HEARING – Required for 4 years olds                 1000 Hz ___________    2000 Hz ___________    4000 Hz ___________      

R_______________________________________        ‬ ‬ Pass _____            ‬ Fail_____                          
[image: image4.png]Recommended Immunization Schedule for Persons Aged 0 Through 6 Years—United States * 2010
For those who fall behind or start late, see the catch-up schedule

1 2 4 6 12 15 18 19-23 -3 46

Vaccine V. Age® ' giin  month months months months months months months | months _years | years.
Hepains 1 heon [Hes L hes [ ]
Rotavirus? RV RV | RV2 Range of
Diphitneria, Tetanus, Pertussis® DTaP = DTaP  DTaP % DWaP IDTaP | agesioral

£ children except
Hasmophius inflienzae type b* i Hib  Hib  Hib* [ THIB ‘cartain high-nisk
Preumococcal® PCV | PCV | PCV [BCVI PSV ”
i Pk e ey cev I

T Range of
nfuenzal o mmenagveary) S
Meseles Hurpe, Ruteist MR eckoes'  CMMRL| e
Varicela®  Varicella ss0 oomors® Varicella
Hepatiis A1 T ICTT R HopA Series
Meningococcal™ MCV

This schedule includes recommendations in effect as of December 15, 2009.  Committee on Immunization Practices statement for detailed recommendations:
Any dose not administered at the recommended age should be administered ata  http://www.cdc.gov/vaccines/pubs/acip-listhtm. Clinically significant adverse
subsequent visit, when indicated and feasible. The use of a combination vaccine ~ events that follow immunization should be reported to the Vaccine Adverse Event
generally is preferred over separate injections of its equivalent component vaccines.  Reporting System (VAERS) at hitp://www.vaers.hhs.gov or by telephone,
Considerations should include provider assessment, patient preference, and ~ 800-822-7967.

the potential for adverse events. Providers should consuit the relevant Advisory



L_______________________________________        ‬ ‬ Pass _____            ‬ Fail_____
SIGNATURE: ________________________________        DATE: ________________



**  A COPY OF YOUR CHILD’S IMMUNIZATION RECORD MUST BE ATTACHED TO THIS HEALTH STATEMENT.
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X________________________________________

_______________________



     PARENT’S SIGNATURE

    


DATE
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