
STATE OF ILL.INOZS 
DEPARTMENT OF WMAN SERVICES 

CERTIFICATE OF C n n D  HEALTH EXAMINA'IION 
Pl~nsc Prinl 

I Student's Name Birth Dale Sex I School I G rade  Level /lD# 

ococcnl (not required for school entry 

Check specific type (PCV7, PPV23) 

Olhcr (Specify iiepstitir A, mcaingowd, stc) 

Health care provider 0, DO, APN, PA, school health proicrsional, health oficial) verifying above immunization history must sign below. 

Title Date SignnNre 

Signature 
(ITndding dater lo ihesbovc immunirotioa history section, put your initinis by dnle(s) nnd sien here) Title Dnte 

Signature 
prsddinc d o t s  to ihc above immunlvltiao hitory section, put your initinlr by dslds) nod siro her&) Title Dnte 

1 -- 
ALTERHATWE PROOF OF IMMUNlN 
1. Cliicnl diagnosis is sceeplnbic if verblied by physicion. .(Ail & cscr dinporcd on a nRn July 1.2002, mun bs ronfirmcd by iaboraw Mdcnu;) 

Drlr orDhcme Sip%mrrc Tilts Dntt 

3. Lnboralory eonfirmntion (cheek one) D Measles D Mumps 13 Rubella D Hepatitis B D Varicella 
Lnb RcsulU Dnte MO DA )?I (Am& copy oflab reporf if wailnblc~) 

VISION AND HEARING SCREENING DATA 

Pre-school- annually beginning nt o p 3 ;  School nge- during school year ill rcquired grade icvcls 

33corioe 
Prinhd by Authority o f  l b t  Smrr oflUinoh 

(Comple te  Both Sides) 

114444737 (R-07-05) 

R 

I 

Cadc 
p=Pe*i 
F= Fail 

L u = u b a b l c ' n  
let  

R= Rckrrrd 
GlC Conmrls - Glorad 
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I 
I I 

R L R L 

I 

I 
R L 

I 
R L 

I 
R I L  

1 
R I L  ( I I L  

D m  

AgdGrndc 

Mion 

R I L  



C r n d c  Lcvcll I D  # Birth Dote 

Lnrl Fin, Middle 1 Mon!XDrylYnm I I 1 1 
HEAL.Tl4 HISTORY T O  BE COMPLETED AND SIGNED BY PARENTIGUARDIAN AND YERIFIED BY HEALTH C A R E  PROVIDER 

S t u d e n t ' s  Name 

I ALLERGIES (F.iod.dmg,inrrn ahu1 

/ umrt n m h l e m / S h ~ n n e s s  01 breath? 1 Yes No 
AlcohollDnlg use? ighbloodpressurc? Yes NO 

v i n e a r  or chert pain with Famiiy hirtory of  s 
V r c  Nn ~-r-.- "me <a? ,,% 

Sex 

MEDICATION l u n  d l  pi=mbcd or I&- m 0 xrpulw br.i.1 

Dingnoris o f  asthma1 
c h i l d  wukcr during the night coughing 

Biiih dcfcclsl 

Developmcnlnl delay1 
Biood disorders? Hemophilia. 
Sickle Cell, Other? Explain. 

I.> NO 

TB skin lcrt porilivs (pan1prcrcnt)l yes. N~ - 
s ~ i r u r e r ?  Whnt nr.  they like7 Yer' No - 

froqucncy)l Yes No 

Yes Nn 
I 

uddcn dcuth . . 

S c l ~ o o l  

n i n h e k s l  YES No 

Lorr of function of one oipnircd 
organs? (cycicurkidncyilcrticlc) 

Hospiluliwlionrl 
W m i l  What for? 

Surgcryl (I is1 all ) 
Wlicn? Whul foi l  
Scriaus injury or ill"*-? 

-11 yes, rsfcr to local health 
dcpulmcnt 

No 

Yes No 

Ya No 

VI ~- 

Yes No 
Yes No 

Ycr No 

YES NO 

Ycr No 

E M E R G E N C Y  A C T I O N  ossdcd whils ol school due to child'$ l d d r  condition (r g . scizlircr, nilhmn. insect s t ins food pconul olln6y. blcldmg piobicm. dinbnca. hsnn problrm)l 
Yes 0 No 0 l f y c r  pluue dcrmibc 

On the bn& orthc examination on thirday,l o p p r o v ~  t h l  chiid's pnrtiripntion In (1rNo or Modifird.plcare nlmch crplonotion) 

P H Y S I C A L  E D U C A T I O N  Yes 0 No 0 Modified INTERSCHOL.ASTlC S P O R T S  (lor  one yew) Yes 0 No I3 Limited 0 

lndicnlc Scvsrily 

"I . -  , """'""".' '""".el) 7 ,  No 
crercire? 

~ h ~ ~ i ~ i d ~ d ~ o n m d  Practice NurrdFhyrision Arrirlna pcrforminp, cxnminolion 

Signomre Dnh 
Print Nnmc 

I 

EyelVirion pioblcrnsl - Glnrrer 0 Contncrr 0 las t  c x m  by eye doclor__ 

Adrfrcsr / P h a n c  

(Complete both sides) 

Dental O B m c e r  OBr idgc  OPlnte Olher 
Other conccmsl (croirsd cyr, drooping lids. rqvinlins d i ~ c u l v  r d h 6 )  Other conccmr? 




