
FICHE SANITAIRE DE 

LIAISON 

2023  2024 

1. ENFANT 
NOM :  ______________________________________________ 

 : ___________________________________________ 

DATE DE NAISSANCE :  ________________________________ 

GAR ON FILLE

Cette fiche est un 

2. VACCINATIONS (joindre photocopies des vaccins)

VACCINS DATES DU DERNIER RAPPEL VACCINS DATES DU DERNIER RAPPEL

Coqueluche*
R.O.R.* 

BCG Pneumocoque* 

H PATITE B* Autres : ________________ 

* Vaccins obligatoires 

INDICATION 

3.

. 

Si oui, joindre obligatoirement son Projet . 

PAI 

extrascolaire). 

Allergies

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

Indiquez ci

.  

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

TIL EU LES MALADIES SUIVANTES ALLERGIES

 RUB OLE 

 VARICELLE 

 ANGINE 

 RHUMATISME 

 SCARLATINE 

 COQUELUCHE 

 OTITE 

 ROUGEOLE 

 OREILLONS 

 ASTHME 

 ALIMENTAIRE 

 M DICAMENTEUSE 

 AUTRES : _________________________ 



Communes Commercy Void Vaucouleurs

Service Enfance Jeunesse Education 

Vacon 

Tel : 03 29 89 97 61 

jeunesse.cccvv@orange.fr 

www.cccvv.fr

4.  (pour les enfants de moins de 6 ans) : 

Mon enfant :  est propre    Oui  Non  porte des couches    Oui  Non 

Observations : 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

5. Recommandations utiles 

etc. 

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________ 

6.

NOM : _________________________________________ PR NOM : _________________________________________ 

ADRESSE : ________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

T L FIXE : _______________________ T L PORTABLE : ______________________ T L PRO : ______________________ 

NOM ET T L DU M DECIN TRAITANT : __________________________________________________________________ 

_________________________________________________________________________________________________ 

, ____________________________________________________ 

_________________________________________, 

Date :         Signature du responsable : 


