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Medical Confirmation
on the child’s fitness to attend preschool
(to be completed by the physician)
Child (surname and first name): ........................................................................................................................
	1. The child is in good sensory and mental health and is fit to attend preschool:
	☐ YES      ☐ NO
(please tick as appropriate)



	2. The child requires special care in the following area:
	☐ health      ☐ physical
☐ other        (please tick as appropriate)


3. Important information about the child’s health (medication, allergies, epilepsy, disability or other circumstances requiring special conditions for inclusion in the group):
................................................................................................................................................
................................................................................................................................................
................................................................................................................................................
4. Other information about the child (e.g. facts that may affect the child’s integration into the group, maturity, fitness and readiness to attend preschool):
................................................................................................................................................
................................................................................................................................................
................................................................................................................................................
	5. The child is able to participate in school activities:
	☐ swimming     ☐ sauna
☐ school in nature / outdoor residential trip
(please tick as appropriate)



	6. I confirm that the child has been vaccinated in accordance with Section 50 of Act No. 258/2000 Coll., on the Protection of Public Health and on amendments to certain related acts.
	☐ YES      ☐ NO
(please tick as appropriate)



	In Prague on: ................................
	Physician’s signature and stamp:

	
	........................................
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