
 
 
HEALTH CERTIFICATE FOR CHILDREN IN LICENSED HOME CHILD 
CARE 
 
 
 
 
 

NAME:___________________________________DATE OF BIRTH:_____________________SEX_______ 
                                          (YR/MTH/DAY)  
 
ADDRESS: ____________________________________________POSTAL CODE:____________________  
 
TELEPHONE: (home)_____________________________________________(business):_____________________________________________ 
       

SIGNIFICANT MEDICAL HISTORY 
e.g. Allergies – drug, bee sting, food environmental, animals                                             Medication – Phenobarbital, Ritalin, etc 

Diseases – asthma, epilepsy, diabetes, communicable disease                                              Problems – vision, hearing, speech, other 

 
 

NOTE:     All immunization mandatory – please date when vaccine given by year/month/day and check off the   
appropriate column. 

If you wish to be exempted for immunization, please speak to the operator/provider. 
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Personal information on this form is collected under the authority of the Day Nurseries Act, Section 33, Amended 
1990 and the Health Protection Act 1993.  This information will be kept on file at the childcare setting or designated 
location.  It will be used to maintain a cumulative record. 
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appropriate column. 

If you wish to be exempted for immunization, please speak to the operator/provider. 

DATE 
(YR/MTH/DAY) 

D
ip

ht
he

ria
 

Te
ta

nu
s 

Pe
rtu

ss
is

 

Po
lio

 

H
ae

m
op

hi
lu

s B
 

H
ib

 (m
en

in
gi

tis
) 

Pr
ev

na
r (

co
nj

ug
at

e 
 

Pn
eu

m
oc

oc
ca

l) 

M
ea

sl
es

 
R

ou
ge

ol
e  

M
um

ps
 

O
re

ill
on

s  

R
ub

el
la

 

M
en

in
go

co
cc

al
 

co
nj

ug
at

e  

V
ar

iv
ax

 
(c

hi
ck

en
 p

ox
)  

H
ep

at
iti

s B
 

 

COMMENTS 

              

              

              

              

              

              

              

              

              
 


