
 

 

 

The Country School 

To Be Completed By Parent or Guardian 
 

 

 

Child’s Name _____________________________ Date of Birth ___/____/____Age_______ 

 

Parent Name ______________________ Phone # _____________   Cell # _____________ 

 

Parent Name ______________________ Phone # _____________   Cell # _____________ 
 

Please list the people who are allowed to pick up your child: 

 

1. ________________________________ Phone # ___________________ 

2. ________________________________ Phone # ___________________ 

3. ________________________________ Phone # ___________________ 

4. ________________________________ Phone # ___________________ 

 

 

Emergency Contacts other than parent or Guardian: 

 

1. ________________________________ Phone # ___________________ 

2. ________________________________ Phone # ___________________ 

3. ________________________________ Phone # ___________________ 

 

 

I hereby give permission for my child __________________________ to receive 

medical attention if needed.  I give my consent for my child to attend any 

scheduled field trips.  I understand that it is my responsibility to provide a car seat 

or booster seat for my child during a field trip. 

 

Parent or guardian signature _______________________________________ 

 



 
The Country School 

7 Industrial Road/PO Box 1378 

Wainscott, NY 11975 

631-537-2255 

 

MEDICAL FORM 

 

To be completed by Physician, Physician’s Assistant or Nurse Practitioner 

 

Child’s Name ___________________Date of Birth ___/____/___Date of Exam ___/____/___ 

 

IMMUNIZATIONS 

 
DPT 1

st  
          ___/___/___  2

nd
___/___/___     3

rd
 ___/___/___ Booster ___/___/__     Booster ___/___/__ 

Oral Polio 1
st
  __/____/___  2

nd
___/____/___   3

rd
 ___/___/__   Booster __/____/___   Booster __/____/__ 

HIB                ___/____/___  2
nd

___/____/____   3
rd

 ___/____/___   4
th

 ___/____/____    

Hepatitis B    ___/____/___  2
nd

___/____/____   3
rd

 ___/____/___   4
th

 ___/____/____ 
Varicella        ___/____/___  
 

HEALTH SPECIFICS 

 

Yes ___ No ____ Are there allergies? (specify) _________________________ 

Yes ___ No ____ Is Medication taken regularly? _________________________ 

Yes ___ No ____ Is a special diet required?         _________________________ 

Yes ___ No ____ Are there any hearing, visual or dental conditions requiring  

                              special Attention (Specify)  ____________________________ 

Yes ___ No ____ Are there any medical or developmental conditions requiring  

      special attention  (Specify)  ____________________________ 

 

 

SUMMARY OF PHYSICAL EXAM (Including special recommendations) 

 

 

 

 

 

 

 

On the basis of my findings as indicated above and on my knowledge of the above named child, 

I find that he/she is free from contagious and communicable disease Yes ________  No _______ 

And is able to participate at The Country School  Yes __________ No __________ 

 

_________________________________ _____________________________ 

Signature of Examiner       Address 

 

_________________________________ _____________________________ 

Name (Please Print)                   City, State, Zip 

 

_________________________________ (____)____________    ______________ 

Title                         Phone      Date 

 


