CCA-0039A FORFF (12-22) ARIZONA DEPARTMENT OF ECONOMIC SECURITY
Division of Child Care

MEDICAL STATEMENT
Patient’s Name (Last, First, M.1.): Date of Birth (M/D/YYYY):
Address (No., Street):
City: State: ZIP Code:

HEALTH CARE PROVIDER INFORMATION

Health Care Provider’s Name (Last, First):

License or Certificate No.: Issuing State and/or Country™:
Health Care Provider’s Address (No., Street):
City: State: ZIP Code: Phone No.:

Type of Health Care Provider
[] Physician [] Physician’s Assistant [] Registered Nurse [] Registered Nurse Practitioner
*The license or certificate issued by another state or country may not be accepted if it cannot be verified.

RESULTS OF SCREENING AND DIAGNOSTIC PROCEDURE FOR TUBERCULOSIS

Mantoux Tuberculin Test Chest X-Ray
Date Applied: Date Read: Date of X-ray: Date of Interpretation:
Result: [] Negative L] Positive Interpretation: [ Normal L Abnormal

Comments:

THIS WILL CERTIFY THAT, | the health care provider; currently licensed or certified to practice in the medical field, have
examined the patient named above and find him/her to be [[] Free [ Not Free] from tuberculosis in a communicable
format, at the time of examination.

Healthcare Provider Signature: Date:

Rubella:  [yes [INo LINA Measles: [1Yes [INo L[INA Pertusis: [1Yes [INo [INA
Diphtheria: Clves [INo [INA Polio: L1Yes [No [INA Tetanus: L1Yes [INo LINA
Date of Diphtheria: Date of Tetanus:

Comments:

THIS WILL CERTIFY THAT, | the health care provider; currently licensed or certified to practice in the medical field, have
acknowledged that the patient named above is up to date on the immunizations as indicated on this form.

Healthcare Provider Signature: Date:

Equal Opportunity Employer / Program « Auxiliary aids and services are available upon request to individuals with
disabilities « To request this document in alternative format or for further information about this policy, contact
602-542-4248; TTY/TDD Services: 7-1-1 « Disponible en espaniol en linea o en la oficina local
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