MISSOURI DEPARTMENT OF HEALTH AND SENIOR SERVICES
SECTION FOR CHILD CARE REGULATION
CHILD MEDICAL EXAMINATION REPORT (INFANT/TODDLER/PRE-SCHOOL)

CHILD'S NAME BIRTHDATE

Based on my assessment of this child’s medical history, current state of health and my physical examlnatlon ofthe childon ____/ / ;
this child can participate in a child care program. This child has no special care needs unless specified below.

(Date of medical examination must be within the last 12 months.)

Complete this section only if child requires special care at a child care facility, e.g. special diets, allergies, ear infections, convulsions,
diabetes, asthma, behavior problems, hearing or visual impairment, etc. (Attach additional pages as needed.)

SIGNATURE OF PHYSICIAN OR REGISTERED NURSE UNDER THE SUPERVISION OF A PHYSICIAN DATE

PHYSICIAN'S OR NURSE'S NAME (PLEASE PRINT)

NAME AND ADDRESS OF CLINIC, GROUP, PRACTICE OR OTHER IF NURSE IS SUPERVISED BY A PHYSICIAN, INDICATE PHYSICIAN'S NAME
(MAY USE STAMP) (PLEASE PRINT.)

TELEPHONE NUMBER

MO 580 1878 (6-14) TO BE FILED iN CHILD’S RE RD AT CHIL] FACILITY BCC-6A

Ploase AMach Immunizahon Rogords *



. Evidence of Blood Lead Testing

Child’s name:

Child’s Date of Bi_rth:

Receipt of Test
Received a Venous / Capillary blood lead test on (date).
(Circle one.)
Test was administered by:
(Signature of Medical Provider)

Medical Provider Address (City, State, Zip Code)

Refusal of Test

I verify that I have been made aware of the serious and long-term health effects .of
lead poisoning on children under the age of six years. I do object to my child being
blood tested in order to determine if he/she is lead poisoned.

Reason for Refusal
Date:

Signed .
(Parent/Guardian)

Relation to Child:
Parent/Guardian Address (City, State, Zip Code)

“Provide patient with two copies: One forrecord
One for child-care provider

One copy should be retained in patient’s chart.



