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OPTIONS 4 ADOPTION, INC.
PEDIATRICIAN REPORT

I/we, ________________________________________________, do hereby authorize Dr. _________________________ to release medical information to this agency regarding my/our child’s health record.

Signed:  ________________________________________________________________________________________________________

Dear Provider, we are requesting medical information on our child for the purpose of an adoption.  This information is to be based on an examination made within the past six months.  Medical records are not necessary.
CHILD’S NAME:____________________________  DOB: __________________    Height:  _______    Weight:  _______    Male/Female
Please comment on the health and development of this child including any significant information regarding the child’s progress, illnesses, or injuries:  

Please comment on the level of care that this child is receiving in the home:  __________________________________________
From your observations of this child’s parents/caregivers, do they have a healthy, conscientious attitude toward the mental and physical health of this child?   _________   If not, please state what appears to be the difficulty:  _________________________________
______________________________________________________________________________________________________

______________________________________________________________________________________________________
If you have further information that you feel we should be aware of concerning this child, favorable or unfavorable, please discuss below:

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

Is this child free of communicable and contagious diseases?

Is this child up-to-date regarding his/her immunizations?

If this child is not up-to-date on his/her immunizations, please explain and give justification: ______________________________
**Please attach a copy of the child’s CERTIFICATE OF IMMUNIZATION - Form 3231

Date of examination:

Have you examined this child previously?  Y  /  N      If yes, how long has this child been in your care?   ____________________

Physician’s Signature:

Physician’s Name Printed:

Address:

Phone Number:  _________________________________________

____________________________________________________________________________________________
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