
________________________________
Class Day and Time

________________________________
Parent Last Name

CHILD MEDICAL FORM

The California School Immunization Law requires that children must be up-to-date on their immunizations
(shots) to attend school or childcare.

Your child will not be able to attend class unless the immunization record is presented and up-to-date* (You may
attach a separate immunization record, but your child’s physician must also sign this form.)

*If your child is not immunized or on a different immunization schedule for medical reasons, please have your
doctor indicate so on the form below or on the attached immunization record.

Note: Any child under the age of 18 months or with a temporary medical reason for not being fully vaccinated is
considered conditionally admitted to Little Hands, under California State Law.  Little Hands will follow-up to receive
information from parents when new vaccinations are due.  It is, however, the parent’s responsibility to continue to
make sure their child remains current on their vaccinations and inform the Little Hands Registrar when your child
receives new vaccinations.  If your child does not stay current on vaccinations and does not have a valid medical
exemption, you will no longer be able to attend Little Hands under California State Law.  For more information about
vaccine schedules and California’s immunization laws, please go to shotsforschool.org.

_______________________________ ______________________________
Child’s Full Name Child’s Birthdate

Date each dose was administered.

Vaccine 1st 2nd 3rd 4th 5th

Polio (OPV or IPV)

DTP/DTaP/DT/Td

MMR

HIB Meningitis

Varicella (Chickenpox)

Hepatitis B

The above child IS / IS NOT physically and emotionally able to participate.
Comments (physical or emotional conditions requiring special attention, medication, etc.):
_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________

Physician/Nurse Signature:                                           Date:

________________________                                          _________________________
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