
 
 

Dr’s Name and Address:_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

Date:_______________________________________ 

Child Name:___________________________________________________________________________ 

DOB:_________________________________________________________________________________ 

Gender (circle one):       MALE          FEMALE                          

_________________________________________ was seen in my office on _______________________ and was 
         (Child Name)        (Date) 

found to be in good health and free of any communicable diseases.  HE/SHE   may attend a Mother’s Day Out program. 
 

_______________________________________________________ 
Signature of Doctor 
 
 
________________________________________________________ 
Printed name of Doctor 
 

 

Check if applicable: 

 

_______ Child is 4 by September 1 of current school year hearing and vision is needed. 


