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The above named child is free of any contagious or infectious diseases and is in good physical condition and is able to
participate in regular activities. 

Physician's Report of Child
Name:
__________________________________________________________________________________________________________________________________________
Birthday:
 _________________________________________________________________________________________________________________________________________
Parent/Guardian:
__________________________________________________________________________________________________________________________________________
Contact #:
__________________________________________________________________________________________________________________________________________

Child's General Health:
__________________________________________________________________________________________________________________________________________

Childhood Diseases: ___________________________________________________________________________________________________________________

Significant Illnesses or Physical
Handicaps: _____________________________________________________________________________________________________________________________

Specific Limitations in Activities Recommended :
__________________________________________________________________________________________________________________________________________

Additional Comments: 
__________________________________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________
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Signature of Parent/Guardian

________________________

Signature of Physician

________________________

Date

________________________

To Be Filled Out By Physician: 


