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Family Child Care Health Assessment 
(Patient completes this section) 

 
 

Name:___________________________________________ 
 
 
Position:  � Educator   � Assistant 
 
 
Date of Birth:____/____/_____ 
 
 
Address     __________________________________________ 
 

     __________________________________________ 
  

 
General Health Status Completed & Signed by a Health Care Professional 

 
Educators and educator assistants pursuing accreditation through the National Association for 
Family Child Care must have a health assessment every two years as it relates to the duties and 
activities of caring for children.  The following includes, but is not limited to, activities family child 
care educators may be required to do to fulfill the responsibility of a child care educator.  Educators 
need to move quickly to supervise and assist young children; lift children, equipment, and supplies; 
sit on the floor and on child-sized furniture; eat the same food as that served to the children (unless 
the educator has dietary restrictions); hear and see at a distance required for supervision or driving; 
be absent from work for illness no more often than a typical adult, to provide continuity of caregiving 
relationships for children in care. 
 
Family child care educators must be in good health to provide a nurturing and stable 
environment for children.  Based on your professional examination: 
 
� This patient is cleared to work with children. 
� This patient has not been cleared to work with children.  

(please attach additional explanation if necessary) 
 
I hereby attest that I have examined ________________________________.  The patient is in 
good health and physically able to care for children. 
 
Signature of health care professional: _________________________________ Date: _________ 
 
 
Printed Name: ___________________________________  Phone Number:__________________ 
 
Address: __________________________________________________________________ 
   
  _____________________________________________________________________ 
 
NOTE: This Health Assessment is valid for 2 years. 
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