
                                                                                                                                      
 
 
 
 
 
 
 
 
 
 
 
      ______________________________________________________________________________________________ 
 
    What is the status of the child’s . . . . .   Vision ______________________________________________ 
 
       Hearing ____________________________________________ 
 
       Speech ____________________________________________ 
 
Please list below the important health problems. 
Indicate if you or someone else is following the child for the problem, and check which problems 
require special attention at the center. 
       Followed        Followed by other        Requires Special 
Important Health Problems    by you           Med Source (Name)      Attention at Center 
 
__________________________ ___       ___________    _________________________    ________________________ 
 
__________________________ ___ ___________     _________________________    ________________________ 
 
Other information helpful to the group child care center ___________________________________________ 
 
__________________________________________________________________________________________________ 
 
__________________________________________________________________________________________________ 

  
_______________________________________________________                      ______________________________ 
     (Physician Signature)                                       (Date)                                          (Source of Health Care) 
 

           
Address______________________________  

       
 
 
 
 

TINY TOTS AND LITTLE TYKES, INC. 
PRESCHOOL  CHILD CARE CENTER 
Established 1973 

 
                                      HEALTH CARE SUMMARY 

                             (to be completed and signed by physician) 
Updated 04/09/07                  Date of Enrollment________________________ 

NAME OF CHILD ________________________________________ Birth Date _______________ 
 
ADDRESS ____________________________________________Telephone __________________ 
 
PARENT/S OR GUARDIAN _____________________________________________________________________ 
 
Date of last physical examination _____________________________________________________________ 
 
How long have you been seeing this child? ____________________________________________________ 
 
Does this child have any allergies (including allergies to meds)? _________________________________ 
 
Is a modified diet necessary? __________________________________________________________________ 
 
Is any condition present that could result in an emergency? _____________________________________ 
 

1200 Oakdale Ave. 
W. St. Paul, MN 55118 
651-457-0042 
Fax# 651-457-1633 

 This form must be filled out completely including the 
doctor’s signature. We do need to have this form on or 
before the child’s first day of attendance. 

Please fax to 651-457-1633   
 



C
hild C

are Im
m

unization R
ecord

M
ust be on fi le before a child attends child care.

IM
M

U
N

IZATIO
N

 H
ISTO

RY: Fill in the M
O

/D
AY/YR

 inform
ation for children 2 m

onths of age 
and older. Vaccines/doses in shaded boxes are not required by law

. If child received a com
bined 

shot (like H
ib-hep B

), w
rite the date in all the boxes that apply.

D
iphtheria, Tetanus, Pertussis (D

TP)
Vaccine

D
ose

M
O

D
AY

YR
3 doses during 1st year (at 2-m

onth intervals)
4

th dose at 12-18 m
onths

5
th dose at 4-6 years or at school entrance

Indicate vaccine type:  D
TaP or D

T.

•••

12345
Polio (IPV and/or O

PV)
Vaccine

D
ose

M
O

D
AY

YR
3 doses at 2-18 m

onths
4

th dose at 4-6 years or at school entrance
••

1234
M

easles, M
um

ps, R
ubella (M

M
R

)
Vaccine

D
ose

M
O

D
AY

YR
R

equired for children 15 m
onths and older

M
ust be given on or after 1

st birthday
2nd dose at 4-6 years

•••

12
H

aem
ophilus infl uenzae type b (H

ib)
Vaccine

D
ose

M
O

D
AY

YR
3-4 doses for children at 2-15 m

onths
1 dose ≥12 m

onths required
1 dose for previously unvaccinated children  
15-59 m

onths
N

ot indicated for children 5 years or older

••••

1234
Varicella (C

hickenpox)
Vaccine

D
ose

M
O

D
AY

YR
1

st dose betw
een 12-18 m

onths
2

nd dose at 4-6 years or at school entrance
••

12
D

isease D
ate:

Pneum
ococcal C

onjugate Vaccine (PC
V)

Vaccine
D

ose
M

O
D

AY
YR

2-4 doses for children 2-24 m
onths

C
onsider for unvaccinated children at 24-59  

m
onths in child care

N
ot indicated for children 5 years or older

•••

1234
H

epatitis B
 (H

ep B
) –required for kindergarten

Vaccine
D

ose
M

O
D

AY
YR

3 doses betw
een birth and 18 m

onths
•

123
R

otavirus
Vaccine

D
ose

M
O

D
AY

YR
3 doses at 2, 4, and 6 m

onths
•

123
Infl uenza (LA

IV or TIV)
Vaccine

D
ose

M
O

D
AY

YR
1 dose annually for children ≥6 m

onths
(1

st tim
e infl uenza im

m
unization requires 2 doses)

•
12

H
epatitis A (H

ep A
)

Vaccine
D

ose
M

O
D

AY
YR

2 doses separated by 6 m
onths for children 

12-24 m
onths

•
12

A
. For children w

ho are 15 m
onths or older and w

ho have received all the 
im

m
unizations required by law

 for child care:
I certify that the above-nam

ed child is at least 15 m
onths of age and has com

pleted the im
-

m
unizations w

hich are required by law
 for child care.

S
ignature of P

arent/G
uardian or P

hysician/P
ublic C

linic 
D

ate

N
am

e:  ______________________________________________________

B
irthdate: _____________________

D
ate of E

nrollm
ent: _______________

B
.

For children w
ho are younger than 15 m

onths or w
ho have not received all the 

im
m

unizations required by law
 for child care:

I certify that the above-nam
ed child has received the im

m
unizations indicated to the left and:

w
ill com

plete the im
m

unizations required by law
 for child care w

ithin 18 m
onths; 

and/or 
im

m
unization is not indicated for m

edical reasons or laboratory confi rm
ation of adequate 

im
m

unity exists for the follow
ing im

m
unizations(s) 

and/or
the parent/guardian is opposed to certain vaccine(s) as indicated by them

 in S
ection C

 
below

.

S
ignature of P

hysician or P
ublic C

linic 
D

ate

C
.

If the parent/guardian conscientiously opposes im
m

unizations:

I hereby certify by notarization that:

I am
 opposed to all im

m
unizations.

I am
 opposed to only the vaccines indicated and have had m

y physician or health care 
provider com

plete S
ection B

 above.  Vaccine(s) I oppose are: ____________________ 

S
ignature of P

arent/G
uardian 

D
ate

S
ubscribed and sw

orn to before m
e this ______

day of  ____________________
, 20 ____

S
ignature of N

otary P
ublic (A copy of the notarized statem

ent w
ill be forw

arded to the com
m

issioner of health.)

SIG
N

ATU
R

E(S)

N
otary P

ublic S
tam

p

M
innesota Im

m
unization P

rogram
: 651-201-5503 or 1-800-657-3970 

(M
D

H
, 4/2007)




