
HEALTH VERIFICATION FORM

CHILD'S NAME                          PARENT                       
ADDRESS:                                                           

CHILD'S CONDITION:                                                 

IS THE CHILD STILL BEING TREATED FOR THIS CONDITION?               

IF YES, WHAT TYPE OF TREATMENT? (MEDICATION, ETC.)                 

HAS THE CHILD COMPLETED REQUIRED TREATMENT?                       
DO YOU RECOMMEND ANY TECHNICAL OR SUPPORTIVE SERVICES THAT CAN BE PROVIDED BY HEAD START?                                            

OTHER COMMENTS:                                                    

                                                                      (SIGNATURE OF PHYSICIAN)                       (DATE)

