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	ARIZONA DEPARTMENT OF ECONOMIC SECURITY 

Child Care Administration
	

	MEDICAL STATEMENT

	General Information

	PATIENT’S NAME (Last, First)
	DATE OF BIRTH (M/D/YYYY)

	     
	     

	ADDRESS (No., Street, City, State, ZIP)

	     

	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)
	PHONE NO.

	
	     

	TYPE OF HEALTH CARE PROVIDER

	 FORMCHECKBOX 
 Physician
 FORMCHECKBOX 
 Physician’s Assistant
 FORMCHECKBOX 
 Registered Nurse
 FORMCHECKBOX 
 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:
 FORMCHECKBOX 
 Negative
 FORMCHECKBOX 
 Positive
	Interpretation:
 FORMCHECKBOX 
 Normal
 FORMCHECKBOX 
 Abnormal

	COMMENTS

	     

	THIS WILL CERTIFY THAT, I 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  [  FORMCHECKBOX 
 Free
 FORMCHECKBOX 
 Not Free ] from tuberculosis in a communicable format, at the time of examination.

	HEALTH CARE PROVIDER’S SIGNATURE
	DATE

	
	     

	Immunization Records

	Rubella
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 
 NA
	Measles
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 
 NA
	Pertusis
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 
 NA

	Diphtheria
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 
 NA
	Polio
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 
 NA
	Tetanus
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 
 NA

	Date of Diphtheria:
	     
	
	
	Date: of Tetanus:
	     

	COMMENTS

	     

	THIS WILL CERTIFY THAT, I 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.

	HEALTH CARE PROVIDER’S SIGNATURE
	DATE

	
	     


Equal Opportunity Employer/Program • Under Titles VI and VII of the Civil Rights Act of 1964 (Title VI & VII), and the Americans with Disabilities Act of 1990 (ADA), Section 504 of the Rehabilitation Act of 1973, the Age Discrimination Act of 1975, and Title II of the Genetic Information Nondiscrimination Act (GINA) of 2008; the Department prohibits discrimination in admissions, programs, services, activities, or employment based on race, color, religion, sex, national origin, age, disability, genetics and retaliation. The Department must make a reasonable accommodation to allow a person with a disability to take part in a program, service or activity. For example, this means if necessary, the Department must provide sign language interpreters for people who are deaf, a wheelchair accessible location, or enlarged print materials. It also means that the Department will take any other reasonable action that allows you to take part in and understand a program or activity, including making reasonable changes to an activity. If you believe that you will not be able to understand or take part in a program or activity because of your disability, please let us know of your disability needs in advance if at all possible. To request this document in alternative format or for further information about this policy, contact
 602-542-4248; TTY/TDD Services: 7-1-1. • Free language assistance for DES services is available upon request. • Disponible en español en línea o en la oficina local.
