
Child Care Medical Requirements for New York City

Dear Parent:

The New York City Health Code requires that child care centers have complete health
record information on file for all children in their care. This information must be updated
at the fol lowing ages:

2 months
4 months
6 months
9 months
l2 months
l5 months
l8  months
24 months

Medical and immunization information for children older than 24 months must be
updated annually.

The attached medical form must be completed by the child's doctor. Please see the
Medical Requirements For New School Entrants form for further details on required
information. As the attached form is the only document considered acceptable by
Department of Health authorities, Bright Horizons will not be able to process medical
information provided on individual doctor's office forms. Please note: The date given
on the form should reflect the last exam date. not the date on which the form was
completed.

We appreciate your support in helping us provide a safe program for your children. If
you have any questions about health record requirements please contact the center where
you are registered.

Thank you,

Brisht Horizons
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SCHOOT HEATTH PROGRAM Meorcnl ReouTREMENTS

ilY( otutTil&tT 0f HtAtIH ! titfllt frclilr
SCHOOT HEAITH PROGRA T

(PUBLIC,  PRIVATF,  PAROCHIAL,  DAY CARE CENTFRS AND SCHOOTS)

A l l  s t u d e n t s  e n t e r i n g  a  N e w  Y o r k  C i t y  S c h o o l
f o r  t h e  f i r s t  t i m e  m u s t  h a v e

A CotvrpLETE PHyslcnl ExAMtNATtoN
This comprehensive medical examination nrust include:

r Al l  Required lmmunizat ions

IT SHOULD ALSO INCLUDE THE FOLLOWING COMPONENTS:

Fon New ScHool ErurnANTs

Vision Screening
Hear ing Screening
Dental  Screening
Developnrental  Assessment
For Day Care Only:
Anenr ia Screening

(Hernatocrr t  or  Hemoglobin)

Weight
Height
Body Mass Index (BMl)
Blood Pressure
Medical  History
Nutr i t ional  Evaluat ion

Lead Poisoning Assessnrent  and Test ing
. All ahildren undet 6 years musl bc asse.ssed a/Lrualry

lot risli of l.taLl Drposuro.

. 8/(Dd /ea(t lesl,J are rcquircd lor chitlten at dqes I and

2 years AN{} other cltihlran up to age 6 ylan at ri$l{ ef

exposure OP, wilh no leitd tcsl prcviously decL!nrcnted

. f:or more inlarmalal, call lhc l..ead Poisoiing

Preven[ion Prcgtarn (D 311 .

I

I

Addi t ional ly ,  Pre-Kindergarten and Kindergarterr  studerr ts must  have an annual  physical

unt i l  they l rave reached thei f  s ix th b i r thday.

TueencuLosrs ExRrvrrnanoN FoR New $ruonrurs
Erurenrruc A SecoNDARY Scnool

All nelv students entcring a NYC secondary school (inlennediate, junior, or middle schools, all types of high schools) for the first tinre,
nrust have a lvantoux Tuberculin Skin Tcst (also knowrr as PPD) with zr docu|nented rcading derte between 48 -72 hours of plzrcernent of
the tesl. Results must be recorded in nrillinreters of induration. An-apusved_bbed:bagqd lubgrculosis diagnostic test mav also be used.

A doclrmenled l\,'lanloux Tuberculin Skin Tost rx_afleppfs.Verj_blaad.b lubercdasrslefl result within one yt-aar prior to ?rdmission to
sclrool ,  or  wi th in 14 school  darys al ler  adn) iss ion lo school ,  is  acceptable.

Students wilh a hislory ol BCG vaccination must sti'l have :.) test fer-.1u-tletq_deS-lS-..tttfer-ttoj.

s tudentsdeterminedbytheirmediCalproVidertohaVeaposi t iVetul reru|a 's j .5 le.-S.Ue' ! I , !arereqUiredtoh.rveanredica|eVa|Uat i ( ) |and
a chest X-ray within 14 school days and altend school in the intenm.

Students with a documented history of a positive tuberculosis test result and X-ray report should be allowed in school and be referred
to the school nursel or rJistrict supervising rrurse for evaluation and follorvrrp.

Please Note: lf the lu.bepLtlosis lest rs not eiven before or or] llre sanre di:y as the MMR then the student mUSl wait six (6) weeks
before receiving the lubercrrLosis lest. However, lhe studenl nray be allowed to attend school irr tlre inlerirrr.

lf lalent tuberculosis rnlection (LBTI) is suspected, trezrtrrent is slrongly recornnrended. (See Guidelines for Testing and Treatnrent oi
Latent Tuberculosis Inbction, Ap|il 2(J$[_h_t]p:Lw.n"rv_.nya,go_vlh-!l.1']ll.dahldcwnlo.adslp_r1fl-shilEhi?5_:4.p_dJ)

STUDENTS WILL BE EXCLUDED FROM SCHOOL IF:
They do not have a documented luhel-c_UlQst.g..le9lre,9lll!within 14 school days of admission to school.
or

They are new eritrants lvilh a positive t!betE!las15_tes!le9u11 and do not have a documented chest X-ray and evaluation within '14

sctlo0l daVS.

I"or rnore infonruttion, t:ctll th.c llureuu, of 'Ifubuurlosis Control at (212) "1.12-9968.

ffieTne Crty oF NEw Yonr
Di,iP Rl'M EMt Otr I l ttALTI I AN-D i\4ltN1 AI- | n'(; I DNA

Vl .hac l  R  B loor l )c r ! .  
' l h rn i las  

R.  I 'ddr . , .  r , . r ; .  , ! . r i ! .
ill.titlr Cor)iljli\slr"1'

Wel, Site: nyc.gov/heelth

AT'I

Teleohone #

Bureau of School Health Region | * 212-280-923011

Bureau oi  School  Heal th Region l l  -  718-579-6853i5.1

Bureau of  School  Heal th Region l l l  -  718-336-2553x112 -

Bureau of  School  Heal th Region lV -  718-4S5-0507 -

Bureau of  School  Heal th Reqion V *  71 8-575-2390/1

ALTH PROGRAM REGIONAL OFFICES

For Department of  Educat ion Insl rucl ional  Regions g and 10
For Depar lment of  Educat ion Instruct ional  Regions 1 and 2

For Department of  Educat ion Instruct ional  Regions 5 and 6
For Department <lf Education Instructional Regions 7 and I
For Depai lment of  Educat ion Instruct ional  Regions 3 and 4
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SEPTEMBER
Iwtr,tutrttzATroN RroutnEMENTS FoR ALL Sruoerurs

NYC DEPARTMENT OF HEALTH AND MENTAL HYGIENE

The following immunization requirements are mandated by law.
Children must be excluded from school if they do not meet these requirements.

For a l l  s tudents between the ages of two months and eighteen years.

Ful l  Cor rap l la ruce
A chi ld 's  immunizat ion history must inc lude al l  of  the fo l lowing vaccines to be considered fu l ly  immunized.  Their  immunizat ion
record should be evaluated according to the grade they are attending this school year.

2008

Drv Cane/Pne-KrruoeRceRreru
DTaP (diphtheria-tetanus-acellular pertussis) OR
DTP (diphther ia- tetanus-pertussis) .  . . . . . .
Fourth dose should be al least 6 months after the third.

OPV (oral poliovirus) or IPV {inactivated poliovirus)

MMR (measles-mumps-rubella)
On or after the 1st birlhday.

Hib lHaemophi lus inf luenzae lype b)  . . . . .  . . . . . . . . . . . . . . . . . . . . . . . . .
Oile tlose at or itfter aqe 15 n]onths.

H e p a t i t i s  B  . . . . .  .  . . . . .

V a r i c e l l a  . . .
On or after 1st birthd\y.

Pneumococca l  con jugate  (PCV)  . . . . . . . . . .  . . . .

It yaunger than 15 nlonttis. 3 doses n:quired. as age appn)piatc

NO.  OF DOSES

. ,  . 4

' . , ' . . ' ' . .  . -  J

. . .  . . . . . 1

1 ,  2 ,  o r  3

.  . . . . .  . .  . 1

1 , 2 ,  o r  3

, , 3

tl"i ii,iiiuv, tii,,,s" ";;,,i,.r J"i" 
'z 

I
vaccine (preferably as MMR)
more after the first dose atnd at

Gneoes l * 12
DTaP, DTP, DT, Td { tetanus-diphther ia}  OR

, Tdap (tetanus-diphtheria-acellular pertussis)

H e p a t i t i s B . . . . . . . .
A// studcnts in all grades.
3 doses of pediatric hepatitis I vaccine OR

, Vaccine type as apprcpriale for age.

,  Tdap (ef fect ive Septenrber 1,  2007). . . . . . . . .
, For all cliildren born on or afler Jatuaty 1. 1994 and e nle'nng
| 6th or lltt grade.

O P V o T I P V  . . . . . . . . . . . . . . . . . . .  . . 3

M M R  . . . . . . .  . .  . . . . . .  . 2
One dose on or after llte 1sl bidhday. plus a second dose of

I a measles-containing vaccine (preferably as MMR) administererl
28 days ot more after Ihe first rJose artd at or aflcr agye 15 /nonfhs.

NO,  OF DOSES

. . ' ' ' . , , , . . - ' , ' - -  J

. . . .  2 or  3

OPV or IPV

MMR
One dose an or aftet tlte
of a me a sles-contat nirlg
administered 28 days or
cr after a(Je 1 5 nronfhs.

Hepat i t i s  B  . . . . . .  . . . . . . . . . .  . . . . . .

F<tr all children born on or after January 1, 2008, as age altpto\iate.

KrruoEnoanteru
D T a P  o r  D T P  . .  . . .  . - . . . . . . . . . . . . . . . .  . . 4
Foufth dose should be at least 6 nlanths after the third.

, ls'_r_!qer11-15 only, 2 doscs, at least four months apart, of
tn'e rvferci necJmFivax* HB adult vaccine. Documentation
must clearly specify vaccine type and dose given.

Var ice l la  (Grades  1  -  9 ) . .  . .  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . , .  1 '
t, For all children througll and inclutling 9tt1 qrade. born on or afler
'. January 1, 1994. one dose on or after the 1st brthday

( or 2 doses separated by a mitthunt of 28 days for those
immunizetl at ttge 13 or older).

f The use of brand names does not imply endorsement ot any product by
the New York City Depar(menl of Health ard Mehtal Hygicne-

' Ahhough only 1 dose of vaccine Is required, the recomnrendatio,i is for all
children to receive 2 doses ofva.icella.cortaining vaccine,

Hepat i t is  B. . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  . " . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ' l

Var icel la (Grades K -  9) . .  . . . . . . . . .  . . .  . . .  . .  1
For all chilclren throLtgh and illcluding 9lh grade. botn on ot aftel
Jantlary 1 . 1 994, one dose on ttr afler the 1 st hidhdey

For more infornation on immunizatians or

ta locate a provider to vaccinate yrsur child,

call 311.

Var ice11a . . . . . . . . . . . . . . . .

3

1 )
On or afler the 1st birthday

P.Rovr  s  r  o  N.au R e e_u r .R e nn e Nf  s
New students may enter school provisionally with documentation of at Ieast this initial series of imrnunrzations within the previous
2mon ths .  Onceadn i i t t edp rov i s i ona l l y , comp le t i onmus tbeas fo l l ows ,o rexc lus i on f ron rsc l . r oo l  i sn randa ted :  ( 1 )non ro re than2
months between the first and second dose, and no more than 6 months between the second and third dose of diphtheria, polio,
and lrepatitis B and (2) no nrore than 2 months belween the first and second dose of a nreasles vaccine, preferably MMR.

Day Clnr/Pne-KrHoeRoanreru No.p_E!,es-E_Et KtHorFenBrrrulFnaprs 1 - 12 No.-prp-o*s-Es
DTaP (diphtheria-tetanus-acellular pertussis) OR : DTaP, DTP, DT, Td (tetanus-diphtheria) OR

OPV (oral poliovirus) or IPV {inactivated pokiovirusl

MMR (nreas les-mumps- rube l la )

On or after 1st birlhday

Hib (Haemophilus influenzae lype b) .... ..............................

Hepat i t i s  B

Var ice l la
On or after 1st birl l l( lay.

Pneumococca l  con jugate  (PCV) . . .  . .  . . . . . . . . .
For all children born on or after January 1

.. 1 | Vaccine type as appropriate for age.

1 :  Tdap (ef fect ive September 1,20071.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  1
) For all children born on or after January 1. 1994 and enlering

l, 6th 6r-/th qracle
1  

oPV  o r  IPV  . . .  . . . . . . .  1
1  I  MMR . . . . . . . .  . . . . . . . . . . . . . . . . . . . .  . . .  1

.. .. 1 On or aftar 1st birthday.

' . ' . . , . . . ' , . - . ' . . - ' , ' . . ' , ' ' . - ' ' . ' ' . , ,  1
2008.

StuCen ts  mus t  f o l l ow  a  schedu le  f o r  con t i nu ing  t o  r ece i ve
immunizat ions according to the above provis ional  per iods.
Students nrust co|nplete ihe entire series to comply with the l
l aw .  S tuden t s  who  have  no t  been  immun i zed  w i t h i n  t he  :
p rov i s i ona l  pe r i od  mus t  be  i s sued  exc lus i on  l e t t e r s  and
excluded from school until they comply wlth tt]e 

fequirenrerts j

3H 65 (Rev. 0210B)



STUDENT ID NUMBER
0sts

TO BE COMPTETED BY PANET.IT OR GUARbIAN

:Y',:"-.',*:',__First Name Middle Name

Race Ohtrk ALLthat apply) [ American Indian n Asian n Black ! White

n Native Hawaiian/Pacific lslander [l Other

Pareoucuardlan LastName
L- Foster Parent

District
Number _ _ _

Healthinsurance I lYes
(including Medicald)? [:] No

TO BE GOMPLETED BY HEALTH GARE PROVIDER lf "yes" to any ifem, prea$e explain {aftach addendum, if needed}
Does the child/adolescenl have a past or present medlcal hlslory ol the followlng?

I Aslhma (check severity and aftach MAF/AsthnaActim Plan): I I Intermittent I I Mild Persistent I I Moderate Persistent Severe Persistent
Urcrffp!i i : ir l |f l

{)or:ri,} l l i ialr)d by

YJutkiQcslali0n 
i roersEte:nt,cnec*ailcurcnlnedicati\n(s)r LlInhaledcorticosteriod i0thercontroller LlQuickreliefmed -oralsteroid LlNone

Allergic:i l ione

Dfugs r;risll

I Foods (/ls,

Ll 0ther //st/

Tuberculosis (talent ntection or disease) ,

I Attention Deficit Hyperactivity Disorder ll 0rthopedic injury/disability i- N",riilii.". irt 
",i;;Ar;;t;;;h:;;;;;;;;;;;,;";;;;tL l chronic or recurrent otitis media fl seizure disorder j l"nre yes {rrsl rrrrcw

L-l C0ngenital 0r acquired heart dis0rder ! Speech, hearing, or visual impairment I
f l  Developmental/learning problem

I Diabetes (attachMAD

L lNone I lYes(listbelow)

Exnlain all checked i'3-ms above ot an adde,ftunl

, 
Ggngral Annearance:

( %ile) i Nt Abnt . Nt Abnl
i  '  H F F N T  r l L y m p h n o d e s

/  o / ^ i l o l  I  
' " '  _ _

' " " " ' i  
l l  D e n t a l  l - r l  L u n g s

( - - % i l e )  j  l l l l  N e c k  l l l l  C a r d i o v a s c u l a r

cm (--%i le)  i  Descr ibeabnormal i t ies:

NI Abnl

l i l l  A b d o m e n

f l [.] Genitourinary

L l l l  E x k e m i t i e s

NI AbnI
Sk in  [ l rJ  Psychosoc ia lDeve l0pment
Neuro log ica l  t l  l l  Language
Back/spine l l l l Behavioral

Blood Pressure /age >J yrsl

Head Circumference pge | 2 yrs) _

Tubelculosis 1nly requied lor studenls enlenng nternedatdniddle/junior ot high school
who have not prcvi\usly attended any I'lyC public or pivate schDl

PPDlManlouxplaced I t , I Induration_mm

, Neg 

- 

Pos

In tederonTest  |  . 'Neg I  Pos

Chest x-ray | 
'  Nl Nol

Iif PPD ot htedercn posilivd | : Abnl Indicated

vislon I Acuity nis,il /
(equned lot new school enhanlsl t Iefl _ | _
and 'hldten age 4-7 wsl | . I *ith qlusses I strabismus J No Yes

DEVELoPMENTAL (aqe 0 6yrul l l Within normal limits

lf delay suspected, specify below

Cognrtive /e g, p/ay sft//sl

I Adaptrve/Sell-Help

pg/dL

pg/dL

L l At risk (do Brr/

[ ] Not at risk

l l Normal

L l Abnormal

Lead Level (BLL)

at age I yr and 2 yts
and tot those at nsk)

Risk Assessmenl

- Head stad 0nty -

IMMUNIZATIoNS - DATES CIR Number l- ;

H e p B  |  |  |  |  |  t  |  |

R o t a v i r u s t t t t

D T P / D T a P / D T t t t t t l

t t t l l l

H i b  _ _ t  _ _ t  _ t  _ _ t  _ _  _ _ t  _ - _ t  _

P C V t t t t t t t l

P o l i o  _ _ / , _ _ / _ _  _ _ t _ _ t _ _  _ _ t  _ * t  _ _  , t  _ _ t  _ -

Tdap - . .  . . . r__r__  HepA ,_ t  _ , t  __  /  l

Meningococcal _ |

H P V  , , t  _ _ t  _ _  /  _  / _ _

0lhet,specify:_ | |

REC0MMEN0ATI0NS : Full physical aclivi l!/ i  Frrl l i iel

rlt,Sti lClr,)t 'S l r.,.,r '  j

Foll0liJ-up NeFdsd I l, i0 i I les. l0r Appl. cals:

Rc fer ra l {$ } :  i .Nof ic  [ i i r i y i f t r ] rv r ) r l io  i rSp t r ra i i lEdufaL i0 f i  i tDer : l x l  [ ]V is i0 r l

. 0llrer

IYPE 0F EXAM; | | NAE Current i-- i tttA[ lrior Yearpl

DalC 1.0. NUMBER

ticrie*ed: fT-f-T_]--T_l
, - t  _  - . _ t , . ,  _ t  |  |  |  |  |  I

iIIVIEWIR;

Health Care Provider Name and Degree &ari) Provider Lireniie f,10. and $tr?te

ikii rrraf iiii,i,tci-ior,r,tiiidi itlFil

t:H 205 itl{..g) Coti?s: $jhile lj{:hool/Cirii,j (:arel[aily liitrr!?rl('n,/{in]ir, Cnnary ileallh ilare i)rov{lcl Pi[k P?rcflili;0ar(j:!n


