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Foster Care Agency 
 

1616 E. Wooster St.  Unit #3 
Bowling Green, Ohio 43402 

Phone: (419) 354-5437    Fax:(419) 352-4882 

 

Communicable Disease Screen Form  

 

Child’s Name: ____________________________________ Date: _______________ 

The above named child has been examined by me and appears to be free from common childhood 
communicable diseases, illness, or injury. 

 
Physician’s stamp here:  
 _________________________________________ 
 Name 
 
 

_________________________________________ 
Title 

 
OR 
 
The above named child has been examined by me and may have symptoms of a common childhood 
communicable disease, illness, or injury. 
 
 
Symptoms: ___________________________________________________________________ 
 
_____________________________________________________________________________ 
 
Physician’s Stamp here: 

_________________________________________ 
Name 

 
 

_________________________________________ 
Title 

 
To be completed by a licensed physician, registered nurse, licensed practical nurse, or a physician’s assistant.   


