Child’s Full Name:

Last First Middle

PHYSICAL FORM
Wee Wisdom Nursery School & Child Care Center, Inc.

Instructions to Parents:
* Please have your health care provider fill out this form completely.
*  This form must be submitted to the office at Wee Wisdom within 2 weeks of his/her
first day of attendance.

Child’s Name:

Date of Birth: / / Wee Wisdom Admission Date: / /
Street Address: City: Zip:
Child lives with s . Phone:

Name Relationship
MEDICAL HISTORY
Allergies (medication &/or food):
Handicapping Conditions:
Communicable Disease Month & Year (if applicable)
Measles
Mumps
Rubella (German Measles)
Chicken Pox (Varicella)
Scarlet Fever
Whooping Cough
Hepatitis B
Other:
Date of Exam: PHYSICAL EXAM Age of Child:
Skin: Heart:
Lymph Nodes: Lungs:
Eyes: Abdomen:
Ears: Genitalia:
Nasopharynx: Skeleton:
Teeth & Mouth: Other:
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Child’s Full Name:

Last First Middle

Note & Explain any unusual findings upon physical examination:

Does this child have any health conditions that would be hazardous to him/herself or to
other children in a group setting as a result of participation in normal activities (including
outdoor play & sports)? Yes No

If yes to above, what modification of normal activities would be necessary to protect
both the child and his/her classmates?

Have you prescribed any medications or special routines which should be included in the
center’s plans for this child’s activities?  Yes No  Explain:

The following must be completed by the physician of any child with a food allergy:
The child listed above is allergic to the foods listed under “allergies” in the medical
history of this exam. It is appropriately, both medically and nutritionally, to substitute the
following foods:
Under these provisions, the heath condition of this child is not so severe as to be
potentially hazardous to the child at risk.

Physician’s Signature Date
* MUST BE AN ORIGINAL SIGNATURE

Name of Health Care Provider completing Physical Form:

Printed Name of Physician:
Physician Phone Number:

Physician’s Signature Date
* MUST BE AN ORIGINAL SIGNATURE

Additional Notes or Instructions:
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