
 

 

 
 

 

 
Statement to Physician: 

 

______________________________________________born on ____________________________ is being 
                        (Name of child)                                                       (Date of birth) 

considered for enrollment in East Richland Christian School’s preschool program.  
 
The preschool provides programs which extend from 3 to 7 hours a day, 3 to 5 days a week for children 4 
years of age and 3 to 7 hours a day, 2 days a week for children 3 years old. The daily activities include 
vigorous outdoor play as well as group play of up to 18 children. 
 

Please provide us a report on the above-named child using the form below. 

______________________________________________                   Date_____________________ 
                         (Parent/Guardian Signature) 
 
 
 

****************************************************************************************************************************** 
 
Physician’s Report 
The above-named child is  is not  (check one) physically and emotionally able to participate in the day 
care program described above. Comments: 
________________________________________________________________________________________
________________________________________________________________________________________ 
 
Child’s physical conditions requiring special attention in the day care facility: 
________________________________________________________________________________________
________________________________________________________________________________________ 
 
Medication prescribed or special routines which should be included in the day care plan for the child’s 

activities: _______________________________________________________________________________ 

  

Any known allergies: ______________________________________________________________________ 

Does child have any obvious ocular abnormalities? ______________________________________________ 

Does vision seem adequate in each eye? ______________________________________________________ 

Date of above child’s most recent examination: _________________________________________________ 

 

ATTACH A COPY OF CHILD’S CURRENT IMMUNIZATIONS 
 

Physician’s Signature_______________________________________     Date_______________ 

Physician’s Phone Number_____________________ Physician’s fax number______________ 
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