Return this form on or before Parent Orientation.
Fax #: (763)434-9232, mail or bring to preschool office.
	HEALTH CARE SUMMARY	[image: ]
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Date of Enrollment: [image: ]
NAME OF CHILD 	Birth Date[image: ]
ADDRESS 	Telephone [image: ]
PARENT(S) OR GUARDIAN
Date of last physical examination [image: ]	How long have you been seeing this child? [image: ]
How frequently do you see this child when he/she is not ill? 
Does this child have any allergies (including allergies to medications)? 
Is a modified diet necessary?

Is any condition present that might result in an emergency? 

What is the status of the child's. . .	Vision 
Hearing 
Speech 
Please list below the important health problems
	
	Followed
	Followed By Other
	Requires Special

	Important Health Problems
	[image: ]By You
	Med Source (Name)
	Attention at Center



Other information helpful to the child care program

Phone 
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	Date
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Instructions: Complete section 1 to document a medical or non-medical exemption,
section 2 to verify history of varicella disease, and section 3 to consent to share Name
immunization information.

1. Document a medical and/or non-medical exemption (A and/or B).
Place an X in the box to indicate a medical or non-medical exemption. If there are exemptions to more than one vaccine, mark each vaccine with an X.

i Medical Non-Medical B. Non-medical exemption: A child is not required to have an immunization that is against
Exemption

Exemption their parent or guardian’s beliefs. However, choosing not to vaccinate may put the health

. ) ) or life of your child or others they come in contact with at risk. Unvaccinated children who
Diphtheria, Tetanus, and Pertussis II are exposed to a vaccine-preventable disease may be required to stay home from child
care, school, and other activities in order to protect them and others.

By my signature, | confirm that this child will not receive the vaccines marked with an X in
~ the table because of my beliefs. | understand that my child may be required to stay home
from child care, school, and other activities if exposed.

Chickenpox (varicella)

A. Medical exemption: By my signature below, | confirm that this child by
should not receive the vaccines marked with an X in the table for medical
reasons (contraindications) or because there is laboratory confirmation that Notary Signature:

they are already immune. STATE OF MINNESOTA, COUNTY OF

Signature: Date:
(of health care practitioner*)

Signature: Date:
(of parent or guardian in presence of notary)

Non-medical exemptions must also be signed and stamped by a notary:

This document was acknowledged before me
(date) Notary Stamp

on

(name of parent or guardian)
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3. Consent to share immunization information: This school is asking for permission
to share your child’s immunization record with Minnesota’s immunization information
system. Giving your permission will:
e Provide easier access for you and your school to check immunization records, such
as at school entry each year.
e Support your school in helping to protect students by knowing who may be
vulnerable to disease based on their immunization record. This can be important
during a disease outbreak.

2. History of chickenpox (varicella) disease. This child had chickenpox in the
month and year

My signature below means that | confirm that this child does not need
chickenpox vaccine because:

D I am a health care practitioner and this child was previously diagnosed
with chickenpox or the parent provided a description that indicates this
child had chickenpox in the past.

_...H_ | am the parent or guardian and this child had chickenpox on or before

September 1, 2010. Under Minnesota law, all the information you provide is private and can only be released

to those authorized to receive it. Signing this section of the form is optional. If you choose

; not to sign, it will not affect the health or educational services your child receives.
Signature: Date:

(of health care practitioner*, representative of a public clinic, or parent/
guardian). Parent can sign if chickenpox occurred before September 2010.

| agree to allow my child’s school to share my child’s immunization documentation with
Minnesota’s immunization information system:

*Health care practitioner is defined as a licensed physician, nurse practitioner, or Signature: Date:

physician assistant. (of parent/guardian)
Minnesota Department of Health - Immunization Program (2019)
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MUSTBE COMPLETED BY HEALTH CARE SOURCE
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