STATE OF ILLINOIS
DEPARTMENT OF HUMAN SERVICES
CERTIFICATE OF CHiLp HEALTH EXAMINATION
Please Print .
Studeat's Name Birth Date Sex School Grade Level /1D#
Last Fimt Middle Month/Dyy! Year
Parent/ Telephone #
Chy ZIF code Gusrdinn Home Work

pleted by health care provider. Note the me/dalyr for gvery dose administered. The day and month is required if you cannot determine if

Addres Street
IMMUNIZATIONS: To becom
it medically contraindicated, » separate writlen statement must be sttached explaining

the vaccine was given afler the minimum interval or age. If a specific vaccine
 the medical reason for the contraindication.

VACCINEMBOSE
Diphtheria, Tetanus snd Pertussis
{DTP or DTal)

Diphtheris and Tetanus (Pedistric DT or Td)

! F 3 4 5 6
MG DA YR MO DA YR MO DA YR MO DA YR MO DA YR MO DA YR

Tnnctivated Polio (IPV)

Orsl Polio (OPV)

Haemophilue influenzae type b (Hib)

Hepatitis B (HB)

Varicella (Chicketpox)

Combined Mesales, Momps and Rubeiia
Ny

Mezsies (Rubeols)

Rubelis (3-day measics)

Mumpe
Preumococeal (not required for school entry)

Check specific type (PCVT, PPV13)

TPCYT DPPYZ | EIFCYT LIPPVIS | OIPCVT LIPPV2Y | CIPCYT OPPVZY | DIPCVI OPPY2Y | DIPCVT LIPPVIY

Ctber (Specify hepatitis A, meningococcal, ete.)
Hexlth care provider (MD, DO, APN, PA, school health professional, health official) verifying sbove immunization history must sign below.

| Siguature Title Date
Signature
(if ndding dates to the sbove lmmusization bistory sectlon, put your inltials by date(s) and sign here.) Title Date
Sigeature .
(f adding dates to the sbove iinmunization history section, put your fnltisls by date(s) and sign bere.} Title Date

ALTERNATIVE PROOF OF IMMUNITY
1.  Clinlcal dinguosis s acceptable if verifled by physiclan.

*(All measies cases disgnosed ont ot after July 1, 2002, must be confirmed by Isborstory evidence.)

*MEASEES (Rubeols) MO DA ¥R MUMPS MO DA YR YARICELLA MO pA_ YR Physicinn’s Siguntnre

2. History of varicella (chickenpox) disense s scceptable i verifled by health care provider, school health professional or hesith official.

Peraon signing below is verifying thut the prrent/guardian’s description of veruelis di history is indicative of past infecth and Is sceepting such history ay documentation of dizcase.
Date of Disease Signature Title Dxte
3. Laboratory confirmstion (check one) O Mesnsles {1 Mumps [] Rabella 1 Hepatitis B 3 Varicella
Lab Resulta Date MO DA YR (Atinch topy of Iah report, I avaliable,)
VISION AND HEARING BCREENING DATA
Pre-school - annasily beglaning ot nge 3; School age - durleg sekoof year at required grade levels
Date Code:
PuPars
AgeGrade | | | 1 | i i | I i [ |r-ra
R LIR LR LR L R L R L | R LR L » R L |U- "J:"" -
Vivlen R = Referred
GIC = Glaawens
Hearing Countacts

4444737 (R-01-05)

Frinted by Anthority of the State of Hinels
(Complete Both Sides)




Sex Schoot Grade LeveV ID ¥

Student’s Name Birth Date

Lest Fit Middle o "'Mmyfv_w RO £
HEALTHE BISTORY TO BE COMPLETED AND SIGNED BY ?ARENT!GUAK_D!AN AND _YFJ“FIEO BY HEALTH CARE PROY!IJ_KR_ :

ALLERGIES (Frod, doyg, iest, other) MEDICATION {List 111 preseribed o taken on # regoler besis.}
| Disgaosis of asthma? Yes  No [ indicate Severity Lows of function of one of prired
Child wakes during the aight coughing | Yes ~ No : <o organs? {eyelear/kidneyfesticle} Yer  No
-\ Bigth ] . ’ - iics;)iuiiuﬁ&_ns?w
defoci? S L . 0 : When?. Whatfor? ___ [Ya No
Developmentsl deiny? . Yes Mo A [N ARt S
[ Biood disorders? Hemophilia, Sorgery? {Linall) ) _
Sickle Cell, Other? Explain, |Yes Mo When? What for? Yes  No
Disbetes? - ' “. . ]¥es - Ne Serious injury of iness? Yes No
Head Injury/Concussion/Passed out? Yer  Neo T skin test positive (prst/present)?  |yes*  No *1{ yes, reier 1o foca! health
Scizures? What are they fike? Y& No 1B disease fpast of presemty? Yo Ne| ST
| Heart problemiShortness of breath? [ Yes  No Tobacen use (type, frequency)? ves - Noi
1 Heart smmmour/High blood pressure?. 1Yea Mo AlcoholDrugwse? Yes ~ To
Dizziness or chest pain with Family history of sudden death
exercise? : Yoo Mo before age 507 (Cavse?) Yes Mo
.| ByerVision problems? ... Olasses T Commc T Last exam by sy doctor | Dentasl - Dlbraces UlBridge - OFiate Other -
Oﬂiﬂ‘ concerny 87 (cxonsed £ye, drocping Yids, squinting, difficulty reading) [ Other concems?- T T e
'_ M«rﬁ;p«pﬁ!mﬂ S i ives s Nedon = ngmtﬁmmukémmwwfu_ﬂﬁtndw“
' TBone/jotut probles/injurylcoliosis? _[Yes . No Sputwrr BRI e

| Entire section below to be compleied by MD/DO/APNIPA  {nwoicares FESTING MANDATED FORSTATE LICENSED CHILD CARE FACILITIES) B

PHYSICAL EXAMINATION REQUIREMENTS wmeEr - wwmewr o D _
DIABETES SCREENING BMI>85% agefsex Yes £1 NoDJ . And any two of the following: Family Histery YesUl NoD Etbnic Minority Yes O No O
§Wﬂmmmmw#mﬂﬁﬁpimmp@ym!kov;ﬁmﬁn&m,m&oﬁ!nipkﬂ} " Yes 3 No ¥ Atiisk - Yall NoD Lo
Lm;msfx-qumonmm-w:fu;.-m;;.'m.eem'w;,e;.;.;.-,s;u i Tieenaind or pisblic school operated day care: prexch 1, nimsery school ard/or kindengurten.
Bioed Test Indicated? Yes[l Nof1  Blood Test Date Blood Test Result {Blood test required in Chicago and other high risk zip cod¢s.)
TH BKIN TEST Recoramended only for childron i high-1isk groups including childr whoare § pressed due 1o HIV Infection or other conditions, recent tmemigrants from high
mamwmimmhmgﬁmwu See CDC guidelines.  Dnfe Rend T Resalt - mm

mn:mmsuﬂmnmcnm cok pme oo Results. ) Date - Resulls

1 Hemoglobin * or Hematoorit * S [Sickie Celt * (as indicated)

{Urinalysis IR T other s S T
SYSTEM REVIEW normal " Comments/Foliow-up/Needs . S MNormal | - Comments/Follow-up/Needs
Skin Endocrine [ T '

N E - AU T A Gastrointestinal
Eyes MNommal.  Yeill NofJ Objective scroening Yesl Nell Result Genito-Urinary | o LME
. Ambiyopia Yesld Nold Referred %o OpthalmologistOptometrist Yesld Nold Neurologica
Nose 1 S ' - Musculoskeietal
Throat LG : Spinal examination
MouthvDental : K T I Nnmitional status
Resoirat e _ Mental Health
NEEDSMODIFICATIONS required in the school serting S DIETARY NecdwResrictions ?

SPECIAL INSTRUCTIONS/DEVICES e.g. safety glasses, glass ey, chew protector for arthythmia, pacemaker, prosthetic devioe, dental bridge, false tecth, sthistic supportcup

MﬂNTALﬁEALTH[OTREH hmmemmmm_mmmmm
um-mrmnmmm&mmwm«mmmemum ClNuse [JTescher [ Couseior = £l Principet

EMERGENCY ACTION nesded while st schoot due to child's hesith condition (2., seizurey, asthma, insect sting, food, pesnui allergy, leeding probleen, disbetes, heart problem)?
Yesil Ne [3  Ifyes, plesse describe.

Ox the basis of the rramdention sn this day, [ sppreve this child's participation in {If Neo or Modificd please atinch expiamation.}
IPHYSICAL EDUCATION Yes [ Noll Modified O INTERSCHOLASTIC SPORTS (for one yer) Yesi NoD Limited O

Physicias/Advenced Practice Nurse/Physician Assistant performing examination

Print Nawe Signature Date

Address ’ Phone
{Complete both sides)




