CHILDREN’S MEDICAL REPORT

Mr. and  Mrs.​​​​​​​​​​​​​​​__________________________ have applied to us for the purpose of  adoption of a child/children.  To assist us in the evaluation process, they have given their permission to consult with you regarding the medical and psychological condition  of their child.  This information is considered CONFIDENTIAL.

Please complete this report and return to it to the agency, to the attention of _________________, soon as possible.

Please complete this report and mail to: Catholic Charities Inc.,

2433 Main St.  Suite # 6, Rocky Hill, CT 06067

NAME OF PATIENT:__________________________________AGE_______________

Date of last physical exam:  ____________________

Height:_______________________________Weight:____________________________

Heart:________________________________Lungs:_____________________________

TB Evidence:__________________________

Blood Pressure:________________________

Comments about general medical condition:____________________________________

_______________________________________________________________________

Evidence of Communicable Disease?_________________________________________

Date of Test:___________________________Result of Test:______________________









(continued on other side)

Has patient had any chronic illness or physical and/or psychiatric disorder?___________

_______________________________________________________________________

If so, please state particulars:________________________________________________

_______________________________________________________________________

Please comment on the quality of care provided to this child by his/her parents:  _______

_______________________________________________________________________


_______________________________________________________________________

Do you feel that the placement of another child in this home would cause any specific 

problems for this family? __________  If yes, please explain. _____________________

_______________________________________________________________________

Are all immunizations up to date?  ___________________________________________

Any additional pertinent information:_________________________________________

________________________________________________________________________

________________________________________________________________________

Date:_______________________
______________________________________






Physician’s Signature






Name:_________________________________






Address:_______________________________







  _______________________________                    
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