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Dear Physician: 
 
      The completion of this form is necessary for this child to attend the Front Range Waldorf Association 
Preschool/Kindergarten and Grade School. 
 
Child’s Name____________________________Sex____Birth Date_______ 
 
Address_______________________________________________________ 
 
Mother or Guardian’s Name______________________________________ 
 
Father or Guardian’s Name_______________________________________ 
 
Date of last examination:___________________________ 
 
Findings:_____________________________________________________________________________
____________________________________________________________________________________ 
 
Has the child had or does the child currently have any of the following.  Please check any that apply, date 
if applicable and add any pertinent information. 
 
Chicken Pox______________ Rheumatic Fever_____________ Diabetes________________ 
Whooping Cough__________ Rubeola____________________ Asthma_________________ 
Mumps__________________   Rubella____________________ Epilepsy________________  
 
Allergies____________________________________________________________________________ 
___________________________________________________________________________________ 
Chronic Health Problems or illness_______________________________________________________ 
___________________________________________________________________________________ 
Any Physical condition requiring special attention:__________________________________________ 
___________________________________________________________________________________ 
Comments and recommendations: _______________________________________________________ 
___________________________________________________________________________________ 
___________________________________________________________________________________ 
Other______________________________________________________________________________ 
___________________________________________________________________________________ 
___________________________________________________________________________________ 
___________________________________________________________________________________ 
 
 
________________________________               _____________________ 
Physician’s Signature                                             Date 

Fax # (303) 524 3798 


