'l

STATE OF ILLINOIS
ﬁ n DEPARTMENT OF HUMAN SERVICES
CERTIFICATEOF CBILD HEALTH EXAMINATION

ease Print
Student's Name Birth Date Sex School Grade Level TD#
Lost First Middie MonthDry! Y ear
Parent/ Telephone #
Aldress Swreet ity ZIF code Guardien Home Work
IMMLINIZATIONS: To be completed by health care provider. Note the mo/defyr for guery dose ndministered The day and month is required if you cannot determine if
the vaccine Was given gfier the minimum interval or age ¥ o specific vaceine is medically contraindicated, a separate writien sintement must be attnched explaining
the medical renson for the contraindication,
i 2 3 4 5 [
VACCINE/DOSE MD PA YR MO DA YR MO DA YR MO DA YR MO DA YR MO DA YR
Diphtheria, Tetanus and Pertussis
(DTP or DTaP)
Diphtheria and Tetanys (Pedintric DT or Td)
inactivated Polio (IPV)
Ozl Polio {(OFV)
Haemophilus influenzae type b (Hib)
Hepatitis B (HB)
Varicells (Chickenpox) Comments
Combined Measles, Mumps end Rubeila
(MMR)
Mensles (Rubeola)
Rubella (3-day measles)
Mumps
Preumococesl (not required for school entry™ ErevT Bppvas | OiBCoy Lepyval | CIPCU7 PPV | RCVTOPPVES | LPCVT EIPPV2E | E3PCVT LIPPV23
Check specifictype (PCV7, PPVZ3)
Gther {Specify hepatitis A, meningoceseal, ste )
Health care provider (MD, DO, APN, PA, school health professienal, health official) verifying above immunization history must sign below.
_Sigpature Title Date
Signature .
| (Ifadding dates |0 the above jmmunizatipn bistory section. put your initials by date(s) and sigy here.) Title Dnte
Signature
{If adging dates t0 the above immunization history section, put your tnitials by date{s) nod sigo here} Title Dnte
ALTERNATIVE PROOF OF IMMUNITY
1 Ciinical diagnosisis acceptable if verified by physivisn.  *(AN mengles coses dingnosed on @after July 12002, miust be confirmed by ishoratory evidense )
*MEASLES (Rubeola) MO _bA YR MUMPS MO PA YR VARICELLA Mo DA YR Physician's Sipnature
7. History of varicellz {chickenpox) diseast is nceeptable if verified by health care provider, school health professional or health efficial,
Person signing below is verifying that the parent/puardinn’s description of varicells disense history s indicative of past infection and is sccepting such history Bs documentation of disease
| Date of Disease, Sipoature, Titke Date
3 Leuboratory confirmation (Cheek one) T Meastes [ Mumps LI Rubella {1 Hepatitis B B varicella
L Eab Results Dints MD DA YR {Attach copy of Inb report, if available.)

VISION AND HEARING SCREENING DATA

Pre-school~ annually beginningat age 3; School age - during school year it required grade Jevels

| Tode: ]
Date _ P = Pass
AgeiGrade | | il | | | [ | t [ ] Bz,
= ils 1]l% r|®x t]|®x L |R L |R L|R L]&R L |R * .:: wio
Vision I I ! Re= Referred
GiBsdiosses/
Hearing | | | =

Printed by Authority o f the State of IHinars
(Complete Both Sides)
1L444-4737 (R-01-05)



Student's Name Birth Date Sex  [Schaot ‘Gmdclcvcln’lD#

st First Midde Month/Day/ Year *
HEALTH HISTORY TOBECOMPLETED AND SIGNED BY FPARENT/GUARDIAN AND YERIFIED BY HEALTH CARE PROVIDER
ALLERGIES (Foed. drug, insect. other} MEDTCATTON {List ol prescribed or 1aken on p regulas basis )
Di:}gnesis of asthma? Yes No | Indicale Severity T.oss Of function of one of paired N
child wakes during ke night coughing Yes  No organs? {cyelear/kidney/esticie) Yus 0
BRirth defects? Yes No Hospitalizations?
Wi Wi ?
Developmental deluy? Yes  No pen? What for’ Yes  No
3jocd disorders? Hemophilia. Ve N Surpery? (Listall)
Sickle Cell, Other? Explain. = No When? What for? Yes  No
{ Dinhetes? Yes No Serious injury or iHness? Yes  No
Head injury/Contussion/Passed omt? [ Yes Mo TE skin test posilive (pust/prasent)? Yes* No | "M yes, refer tolocal health
Seizares? What are they like7 Yes Mo TB discase (past o present)? et ryg| depariment
Heart problem/Shortness of breath? Yes No To use (typs. frequency)? iYeS No
Heart murmur/High blood pressure?  jYes No Aleohol/Drp use? 1\’&5 Ko
T zziness OF Chert pain with Family histery of sudden death .
exercise? Yes  No before nge 507 (Eause?) Yes  No
g;taﬁg\rllsgg:cﬁgslims? e o;qssesl _ dO Contacts E} Last cxa£1 by eye dector Dental MBraces  [Rridge  [DGPlate Olher
crossed cye, drooping lids. sguinting. difficulsy reading) Other concerns?
Ear/Hearing problems? Yes No Tnlormation iy be shareq with spproprisic perscrnel for heatth and educational purposes
Bone/Joint problemyinjury/scoliosts?  |Yes  No Signarure bate

Entire section below to be completed by MD/DO/APN/PA (INDICATES TESTING MANDATER FOR STATE LICENSED CHILD CATE FACILITIES)

PHYSICAL EXAMINATION REQUIREMENTS HEIGHT WEIGHT BME B/P

DIABETES SCREENING BMI>85% agefsex  Yes [0 No[l  And any wwo of the foliowing:  Family History Yes{d No[J Ethnic Minerity Yes £ No 2
Signs of Insulin Resistance (hypenension, dystipidemin, palycystic ovarian syndrome, seanthosis nigreans)  Yes [0 Ne O At Risk Yestl Noil

LEAD RISK QUESTIONNAIRE* Required for chitdren age 6 months through 6 yrars enrolled in licensed or public schoof operated dsy cure, preschool. rursery selool and/or kindesgarion.
Blood Test Indieated? YesDl NoDd  Blood Test Date Blood Test Result {Blood test required in Chicago end other hiph risk zip codes )
TB SKIN TEST Recommended only for chifdeen in high-risk gronps including children who are immunosuppressed due 1o HIV infrction or other conditions, recent imenigrants from high
prevalence countries, or those exposed 10 aduits in high-risk categerivs, See CDC puidelines. Date Rexd i/ Resnlt mnt

LAB TESTS ~INDICATES TESTING
MANBATED FOR STATE LICENSED CHILD Date Resuits Date Results
CARE FACILETIES

Hemoglobin * or Hematocrit * Sickle Ceil * (a5 indicated)

Urinalysis Other

SYSTEM REVIEW Normul Comments/Follow-up/Needs Normal Comments/Follow-up/Neads

Skin Endocrine

Enrs Gastrointestinal

Eyes MNommsb  YesD) Nol)  Objectivesoreening YesD Mold  Resuh Genito-Urinary LMP

Amblyopin YesEl No[D  Referred to Opthalmolopist/Optometrist YesCl Nol Neurological

Nose Muscujoskeletal

Throat Spinal examination

Mouth/Dental Nutritiora} status

Cardiovascula BTN

: Mentaj Health
Respiratory
NEEDS/MODIFICATIONS required in the schood setting DIETARY Necds/Restrictions

SPECIAL INSTRUCTIONS/DEVICES ¢ g. safety plasses, pluss tye, chest protecior for nrrhythmin, pscemnker, prosthetic device, dental bridge, fabse toeth. athletic supportieup

MENTAL HEALTH/OTRER  Is there naything else the school should know abouy this student?
1f you would like to discuss this student’s health with school or schiool health persannel. check title: Dnurse [ Teacher U3 Counselor £ Principal

EMERGENCYACTION pzeded while 21 school due to child's heslth condition (¢ & . seizures, psthma, insect sting. food peanut allerpy, Bieeding probles, dinbetes. heart problem)?
Yes[Q No &1 Ifyes, please describe

On the basis of the expmination on this day, 1 npprove this child's poarticipation in (1T No or Modified,please attch explannfion j
b4 6
PHYSICALEDUCATION  Yes B No DO Modified O INTERSCHOLASTICSPORTS " oneyear)  YesO  NoD  Limited O

Physician/Advanced Practice Nurse/Physician Assistont perfonming examination

| Print Noroe Signature Dite

Address Phone
(Complete buth sides)






