CommunITy AcTioN PrROGRAM, INC. “OF WESTERN INDIANA

418 Washington Street, PO Box 188 : Ph 765-793-4881
Covington, IN 47932 CAP Fx 765-793-4884

HEAD START
 Physical & Dental Permission Form

SCREENING: Physical: ___Fxam __Follow-up ___Immunization
Dental: __Exam __ Follow-up
Appointment Date & Time:

Doctor's Name:

Doctor’s Address:

Doctor’s Phone Number:
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*

I, , give my permission for to
Parent/Guardian Head Start Staff
transport to hisfher appointment.
Child’s Name

My child's emergency contact for the date listed above is:
Name:
Address:
Phone #:

Parent/Guardian Signature Date
HS-32/EHS-15 2/11
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