
234 N. Gohmert St., Suite B 
Yorktown, Texas 78164 
(Phone) 361-564-9444 

(Email) thelearninggardenyorktown@gmail.com 
 

Physician’s Statement 
 

 

Name of Child _______________________________________ Date of Birth:  _______________ 

 

I have examined the above child within the past year and find that he/she is in good physical health to 
attend your child care program.  

 

Health Care Professional Name: _____________________________________________________ 

Medical Practice Name (if applicable): _________________________________________________ 

Address: ________________________________________________________________________ 

City: _______________________________  State: _________  Zip: _____________ 

Phone Number: __________________________________ 

 

Health Care Professional Signature: __________________________________ Date ____________ 

 

 

 

 

 

  


