
NAME
FAMLY

DATE OF BIRTH

PARENT/GUARDIAN

ADDRESS

TOWNSHIP

CELL PHONE

BAPTISM DATE

AQUIN EMENTARY

PRESCHOOL REGISTRATION DATA

FIRST (BAPTISMAL, PLEASE)

RELIGION

CITY

IMIDDLE

(MOTHER-MAIDEN NAME ALSO)(FATHER)

STREET/P.O. BOX STATE

SECTION

EMAIL

CHURCH WHERE BAPTIZED

HOME PHONE

CITY & STATE
* *Please provide copy of baptismal certificate if not baptized within the St. Thomas Aquinas Pastorate

** If not baptized, do you plan to receive the sacraments of Baptism, Reconciliation and First Communion in the future? YES

ZIP

NO

SCHOOL DISTRICT

This information is needed for your child's permanent office folder.

PRESENT PARISH

If bilth parents have two separate addresses and communication is to be sent to a place other than the child's pruna1Y place ofresidence, please complete this pan.

PARENT:

ADDRESS:

CONNEMS:
Revised 1/26/16



To be filled out by Doctor Return at the August Orientation Day

Namc
(Last)

Parent(s) or Guardian

Cilild<s Physician

Medicine taken regularly

PRESCHOOL / KINDERGARTEN HEALTH ASSESSMENT RECORD

(Mother)

(Middle)

(Father)

Address

Dentist

Birthdate

Hospital of Choice

Condition which could affect school work

Date Operations/Lniuries. DüteDiseases

fiepütitis

Iononucleosis

iRlzeumatie Fever

Strep throat

Immunizations 1 3 4 5 6

Td

MJVÄR

I-zzzczzæ=

VisionDate:

General Appearance

Posture.

Nutrition

Skin

Feet

Noge•and Tlnroat

Eyeg and Emes

Tonsils and Glands

mbarts Clands

Abdomen

Weight

Positive. Negative RBC:

Result:

With

Date:

Date:

"Sc@eemng-$

colvnmns by

Signature ofExamiEing Phyøiciam•
Cengenit.al Anommlies

No.G1asges

Revised

01/2013



Iowa Department of Public Health
Certificate of Immunization

ame Last:

Parent/Guardian:

First:

Address:

Middle: Date of Birth:

Phone: (—)
I ceftify that the above named app}icant has a record of age-appropriate immunizations that meet the requirement for licensed child care or school enrollment.

Date:
Signature:

Physician, Physician Assistant, Nurse, or Certified Medical Assistant

A representative of the local Board of Health or Iowa Depactment of Public Health may review this certlficate for sutvey purposes.

Vaccine

Diphtheria,

Tetanus,
Pertussis

DTaP/DTP/DT/

Tdßdap

Polio

IPV/OPV

Measles,

Mumps,
Rubella

MMR

Haemophilus
influenzae

type b
Hib

Hepatitis B

Date Given Doctor / Clinic / Source
Varicella

Chicken Pox
If patient has a history
of natural disease

write "Immune to
Varicella"

Pneumococcal
PCV/PPV

Meningococcal
MCV4/MPSV4

Hepatitis A

Rotavirus

Human
Papilloma
Virus

HPV

Other

Date GivenVaccine Doctor / Clinic / Source

AoriE
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