
     CALVARY CHAPEL RIALTO PRESCHOOL ENROLLMENT CONTRACT 
     Physician’s Report                     

 Pastor Terry Hlebo     Grey shaded areas are for physician’s use only.  White areas are for parent use. 
CHILD’S MEDICAL CARE PROVIDER / FACILITY 
Primary Care Physician (PCP) Name 

 
Practice / Clinic Name 

 
PCP Address 
 
                                                                                                                                     City:                                         Zip: 

Phone 

Preferred Hospital / Clinic for Acute Care and Emergency Care 
 
 

Health Insurance Provider  
 
 

Policy Number 2
nd

 Health Insurance Provider Policy Number 

 

 
PARENT’S CONSENT – For Release of Medical Information 

HIL 
D’S MEDICAL CARE PROVIDER / FACILITY 
       , born     , is being studied for readiness to enter  
                                                                          Child’s Full Name      Date of Birth 
 

Calvary Chapel Rialto Preschool’s program extends from 6:00 am to 6:00 pm, Monday through Friday.  Please provide a report on the above-named  
 
child using the form below.  I/we hereby authorize release of medical information contained in this report to the above named preschool. 
 
                
1

st
 Parent/Guardian Signature    Print Name      Date 

 

                
2

nd
 Parent/Guardian Signature    Print Name      Date 

 
 

PHYSICIANS’ STATEMENT – PART A 
     
PLEASE HAVE YOUR CHILD’S PHYSICIAN COMPLETE THE PHYSICIAN’S STATEMENT  
 
Does the child have any health/medical conditions that could result in an emergency at the preschool location?        
 
                
 
                
 
Date of last physical examination       
 
Is the child free of any infectious or communicable diseases?   □ Yes     □ No      
 
If not, are there any infectious or communicable diseases that would preclude enrollment into the preschool program?       
 
                
 
                
 
Are this child’s immunizations complete and up to date?   □ Yes     □ No    If no, please explain         
 
                
 
                 
 
Do you believe this child requires any special modifications or accommodations in order to be cared for and/or participate in the activities provided at the 
CCR Preschool setting as described below?    □ Yes     □ No    If yes, please indicate on the next page what modifications are required.     
 
 ●  CCR Preschool is not a medical treatment facility.  Medical services are not provided, and the teachers are not medically trained.   
 
 ●  CCR Preschool does not provide one on one care. 
   
 ●  CCR Preschool provides snacks, rest times, outdoor play times and follows an established curriculum.  In addition, CCR Preschool may   
       provide periodic field trips to nearby parks and places of interest. 
 
 ●  In accordance with individual state child care licensing regulations, the ratio in this classroom is __________ teacher for every __________   
     children, and there will be a maximum of __________ children in this classroom.  The children in this classroom range in age from   
     __________ to __________. 
 
 ●  CCR Preschool’s policy is to enroll children in compliance with the Americans With Disabilities Act (ADA), its implementing regulations and 
 any other applicable federal, state or local laws that apply to the provision of child care services to those with disabilities.  We review each 
 child’s situation on a case-by-case basis to determine how we can best meet the needs of each child within the CCR Preschool setting. 
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PHYSICIAN’S STATEMENT – PART B – Problems of which we should be aware 
Hearing 
 
 

Developmental 

Vision 
 

 

Language/Speech 

Dental 
 

Asthma 
 
 

Allergies/Medicine 
 

Insect Stings 
 
 

Other Comments 
 
 

Medication Prescribed/Special Routines/Restriction for this Child 
 
 
 

IMMUNIZATION HISTORY – (Fill out or enclose California Immunization Record) 
 

Vaccine 
Date Each Dose Was Given 

1
st
 2

nd
 3

rd
 4

th
 5

th
  

 
POLIO (OPV or IPV) 

     

 
DTP/DTaP/ DT/Td     

     

 
MMR  (Measles, Mumps & Rubella) 

     

 
HIB MENINGITIS 

     

 
HEPATITIS B 

     

 
VARICELLA  (Chicken Pox) 

     

SCREENING OF TB RISK FACTORS  
 

□         Risk Factors not present; TB skin test not required. 
 

□     Risk Factors present; Mantoux TB skin test performed (unless      
       previous positive skin test documented).   
□     Communicable TB Disease not present. 

 
 
Physician’s Name 
 
 

Name of Practice or Clinic Phone 
 

Address 
 
                                                                                                                                     City:                                         Zip: 

Physician’s Signature 

 

 
Physician’s Comments/Explanations               
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