VILLAGE PRESBYTERIAN PRE-SCHOOL 
MEDICAL EXAM FORM

No child will be admitted to the Pre-school unless this form, including immunization records required by New York State Law is submitted by September 1st of the school year.  There will be NO EXCEPTIONS MADE!

NAME OF CHILD _____________________________		_________ AGE _________

DATE EXAMINED ____________________		(Exam must be performed on or after September 14, 2009)

He/she was found to be in good general health, including vision, hearing and normal development; and is able to participate in all athletic programs required with the following exceptions: 												

Any further testing required? _____________ When? ___		________________________

Any special instructions regarding child’s health? _____				____________

________________________		__________________________________________

IMMUNIZATIONS:  List dates of each immunization/booster:

DPT or DT _________		_______________________________(3 or more required)

ORAL POLIO _________		_______________________________(3 or more required) 

RUBELLA ______________		____ Live vaccine after 1 year ___		____________
                                                                    Positive serology ________ 	  Neither       _______
MUMPS __________________________ Live vaccine after 1 year _             	____________
                                                                    M.D. Disease history 		  Neither __	______
MEASLES_________________________ Live vaccine after 1 year __		____________
                                                                    M.D. Disease history 		  Neither _	______

HIB (Meningitis) _________			__________________________________________

HEPATITIS B ____________		_____________________(3 or more required)

VARICELLA________		________________________________________________

LEAD SCREENING _________		__________________________________________

OTHER _______________		________________________________________________
              (Dates and test/type of immunization)


____________________________________         _____		________________________
Doctor’s Stamp                                                          Doctor’s Signature
