
 

Macaulay Tree House Day Nursery 
50 The Granite Bluff Bracebridge, ON, P1L 1L4 

Phone: 705-645-1953       fax: 705-645-5846 

Email: treesap@bellnet.ca 

 

 

I, ____________________________ confirm that my child ___________________________ 

has had a previous history of the following communicable diseases (please check box): 

    Acquired Immunodeficiency Syndrome (AIDS) 

    Acute flaccid paralysis (AFP) 

    Amebiasis 

    Anthrax 

    Botulism 

    Brucellosis 

    Campylobacter enteritis 

    Chancroid 

    Chickenpox (Varicella) 

    Chlamydia trachomatis infections 

    Cholera 

    Clastridium difficile associated disease (CDAD) 

    Creutzfeldt-Jakob Disease 

    Cryptosporidiosis 

    Cyclosporiasis 

    Diptheria 

    Encephalitis 

    Food poisoning, all causes 

    Gastroenteritis 

    Giardiasis 

    Gonorrhoea 

    Group A Streptococcal disease or Group B   

    Streptoccal disease 

    Haemophilus influenza b disease  

    Hantovirus pulmonary syndrome 

    Hemorrhagic fevers 

    Hepatitis A, B, or C 

    Influenza 

    Lassa Fever 

    Legionellosis 

    Leprosy 

    Listeriosis 

    Lyme disease 

    Malaria 

    Measles 

   Meningitis (acute, bacterial or viral) 

   Meningococcal disease 

   Mumps 

   Ophthalmia neonatorum 

   Paralytic shellfish poisoning (PSP) 

   Paratyphoid Fever 

   Pertussis (Whooping Cough) 

   Plague 

   Pneumoncoccal disease 

   Poliomyelitis 

   Psittacosis/Omithosis 

   Q Fever 

   Rabies 

   Respiratory infection 

   Rubella 

   Rubella, congenital syndrome 

   Salmonellosis 

   Severe Acute Respiratory Syndrome (SARS) 

   Shigellosis 

   Smallpox 

   Syphilis 

   Tetanus 

   Trichinosis 

   Tuberculosis 

   Tularemia 

   Typhoid Fever 

   Verotoxin-producing E. coli infection 

   West Nile Virus Illness 

   Yellow Fever 

   Yersiniosis 

   My child does not have a previous history of any of the above communicable diseases. 
 

Parent/Guardian Signature:______________________________________  


