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STATEMENT OF HEALTH OF PROVIDER/ ASSISTANT/ STAFF MEMBERS
I, ___________________________________________, have examined
	(Physician/Public Health Nurse name)
_____________________________________________, and determined that 
	(Provider, assistant/ member of staff)
he/she (circle one) is in good physical and mental health to care for young children  at
 ______________________________________________________.
	(Day Care Facility Name)
[bookmark: _GoBack]
Immunizations are up to date: _______________ Yes______________No (check one)
Immunizations needed: ______________________________________________________________________
Special considerations: __________________________________________________________________________________________________________________________________________________________________________________________________________________



____________________________			_________________________
Signature of Physician/ Public Health Nurse			Date 
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