STATE OF ¥LLINGIS
DEPARTMENT OF BUMAN SERVICES

y Y -CERTIFICATE OF CHILD HLEALTH EXAMINATION
Plegse Print '

Student’s Name Birth Date r Sex Schaol Grade Level /ID¥
Lag “Ferst Middic Pokonth ey Ve
1 Pareat/
Addreys Streer ZIF code {uprdian ‘{‘li:ehwe# Wk

. oy .
IMMIUNIZATIONS: To be compieted by health care provider. Nowe the mo/dalyr for gyvery dose administered. The day and month is required if you cannot dewermine if
the vascine was given gfier the minimum interval or zge. H» specific vaceine is medicaliy rentraindicated, a sepurate written statenrent must be attached. explaining
the medical reason for the contraindication.

i 2 3 4 3 &
VACCINE/DOSE MO DA YR MO DA YR MC DA YR MO DA YR MO DA YR MO DA YR
" Diphthens, Tetanus and Permssis ’
L {DTP or DTaP)
‘Diphthetiz and Tetasus (Pediatric DT or Td)
Inactivated Polic (IPV)
|- Oral Botio (0PV)
Haemopbilus influsnzas type b (Hib)
Hepatitis B (HB)
Varicelia (Chickenpox) Comments
Combined Measies, Mumps and Rubeliz -
{MMR}
Mzasies {Rubeoia)
Rubelia (3-dey mensies)
Mumps
Prewmococes) (not regoired for school entry) OPCvy DpPv23 | QPCVT OPPVIS CIPCVY CIPPVI | OPCVT IPPVZS | OPCVT PPV | CovT OPpy23 T
; o
+ Check specific type (PCVT, PPVI3)
Other. {Specify hepatitis A, meningococcal, e,
Health eare provider (MD, DQ, APN, PA, school health professional, health official) verifying sbove immunization bisiory wust sign below,
Signature Titke ‘ Date
Sigmimre
(37 sdding dates 10 the above immunization history section, pit vour initizls by date(s) and sien here) Titie Trnie
Signature '
(I sdding dates 1o the nbove hnmunization hisiory section, put vour inffisls by tateds) and 5ign bere.) Titie Date
L ALTERNATIVE PROOF OF IMMUNITY i
1 Clinical disgnosis is acceptabie if verified by physician, *(All measies cases diapmosed on o afier hily §, 2007, must be sonfinmed by izboratory evidence,)
*MEASLES (Rubesla) Mo ps wi MUMPS sM0 pa e VARICELLA MO DA wR Physician’s Siznature
2. History of varicelia (chickenpox) discase is acceptable if verified by health care provider, school heslth professional o1 healtth pfiicigl,
Persom signing beiow is verifving that the parentguardian’s description of ~vancelia disease hisvory s indicative of past infection and is eccepting such history es documnentation of dissase,
! Date of Discase Strnsture Titie ’ Date
3, Laboratory eonfirmation {check one) ) Messies "0 Musmps [ Rubelig [0 Bepatitis B {1 Varicelia
Lab Resuits Diate mo DA ¥R (Attach copy of lab report, if available)
r VISION AND BEARING SCREENING DATA
Pre-schoel - annually bepiuning at age 3; Scheol age ~ during school ¥ear 8t required grade jevels
Drgpe ; ‘E , f f f Code:
T E ! T T P=Pass
AgefGrade | | | } | ! E i ! , | i i } 3 F = Fiail
[R LJR t R LR L% Ll L TR TR 737 I R L | UnUnabero
+ e8!
Vision l { i i f ' ’ ; ! J g ! } R:Cchn“uI
! . i i GIC = Glasses/
e | | LT T T | l L I

- Frinted by Authority of the State of Minois
(Complete Bath Sides)
1L444-4737 (R-01-05)



Fmdcnt,s Name Birth Date lSex  [Schoal Grade Levey D #
Last First MMiddle istith/Diay! Ve !
HEALTH HISTORY TO BE COMPLETED AND SIGNED BV PARENT/GUARDIAN AND VERIFIED BY HEALTH CARE PROVIGER
ALLERGIES (Food drug, instet, ather) MEDACATION (Lir sl) prostrived o teen o 8 reguler basis,)
Diapnosis of asthme? Yes  No | indicate Severity Lass of funetion of ene of paired f
Child wokes during the night coughing | Yes Mo i ergans? (syefearikidneyfestcls) Y= MNe
Birth defects? Yo MNao Hospitaizzitions?
- When? What for? Yes Mo
Dévelopmentel delay Yes Ko i
Blood disordzrs? Bemophilia, Surgery? (List gll.) ,
Sickle Cell, Other? Facplain Yes Mo When? Wiat for? Yes Mo
“I'Disbermst’ Yo No Serious injury or iliness? Yes Mo
Head injury/Concussion/Passed out? | ¥es  No B slan test positive {past/present)?  |vese o | *If ye5, rofer 10 loral healh
- - deparenent,
Seizures? What are they Jike? Yee  No TB discast (past or present}? Yagt  No
Heart probiem/Shortness of breath?  [Yes  Ne Tobatco use {type, frequensy)? ¥es - Ne
Heart murmur/High blood pressure? | ¥es No Aluohal/Drug use? Yes  Ne
Dizziness or chest pain with Famiby history of sudden death
exercige’ Ves No 7 before ape S07 {CauseT) Yes Ne
Eye/Vision probiems) Giasser [0 Comistts [ Lesi exam by eve docror Denta) UBraces OBridge CPlate Other
Other concerns? - (cossed eye, droomng fids, squinting, difficity reading) Other concemns’
Eas/Hearng prablems? }Y ex No ltformation may br tharec with SPPTOpridts possomnet for hesith and edutations! perposes,
Faresntf Gupardi
Bone/Joint probiem/injury/scoliosis? [Yes No Signmoure T

Entire section below to be completed by MD/DO/APN/P A,

("IND!CATES TESTING MANIDATED FOR STATELACENSED CHILD CARE FACILITIES)

. PHYSICAL EXAMINATION REQUIREMENTS

HEIGHT

WEIGHT

BMD

ur

1 DIABETES SCREENING BME-§5%
{Sigas of insulin Kesistance (hymerension,

onpeisex Yes [ No !l And oy two of the following: Family Mistory Yes O
dyslipidamic, polycystic overian syndrome, acenthosis nigricans}  Yes O Ne 3

Al Risit

No O Ethnic Minority Yes O No O

YesO No D

LEAD RISK QUESTIONNAIRE« Required for children age

& motths through 6 yvears envolied in Hoensed.or publit: sthoo! operaied ‘day

care, preschnol, oursery sehoo! andiar lenderpartzn,

Blood Test indicated? Yes[ No[Dl  Blood Test Dnte

Blood Test Resait

(Blood test required in Chicago snd other high risk Zip codes.)

TB SXAN TEST  Recommendzd only for chiltren in mgh-risk proups incleding children

Wi Bre immuntsupressed dize 1 HIV mdection or other conditions, recent ImMigrants from high

CARE FACILYTIES

prevalence coumtries, or those exposed to aduls it high-risk categanies, See COC guideline. Date Read [ Hesalt mm
LAE TESTS *INDICATES TESTING :
MANDATED FOR ETATE LICENSED CHILL Date Resuls Date © Results

Hemoplobin * or Hemaocr: *

Sickle Cell ® (ms indicated)

Urinelysis Ohar !
SYSTEM REmWiNumal { Comments/Foliew-up/Needs Normal Comments/Follow-up/Neads
{ Skin ! Endecrine
JEiars i . { Gastrointestinal f
Eyes  Nommal YesEE Noll  Objective soreening YeslT Noll  Resulr | Genito-Urinery | f LnP
Amblyopia Yes[d Noll  Refirred 1o OpthaimolomistOpiometrist Yest] WNold J Neournlogica! ’ ]
| Nose | } | Musculoskeletal |
L’I&mut ' ] f Spinal examinaion
Mouth/Dental Nurritional status
Cerdiovascular/HTN
Respiratory Mental Kealth .
NEEDS/MODIFFCATIONS required m tite schod setmng DIETARY Needs/Remrictons

SPECIAL INSTRUCTIONS/DEVICES e.g. safety glasses, piass cye, ches protecor for ahythmiz, pacemaker, prostresc device, dea! bridge, faise 1eeth, sthietic SuppoTticup

MENTAL BEALTH/OTHER  Is there mything eise the
If you wouid like to disouss this stont’s health with schoof o

schotl should know about this stdent?
schoo! hestth porsonnel, check: title;

O ¥orse O Jeacher ) Commsslor [ Frincipal

| EMERGENCY ACTION needed while at schoal
Yes O No 0 Hyes, please describe,

e 1o chitd's health condition (e.p.,

scizures, asthme, inseet stng, food, peamt aliergy, bieeding problem, disbmes, heant probiem)?

O tiee pesis of the examination o Hik day, 1 approve this chikd's participation in
PHYSBICAL EBUCATION Yes 0 No D Modifled [

{H Mo or Modified piease sttsch explanation,)
INTERSCHOLASTIC §SPORTS (for one yewr) © YesDd Nol3  Limited O

Physician/Advanced Practice Nurse/Physician Assistans perferining examination

Fring Mame Bipnarre

Diage

JAddre:ss

Fhone

(Compiste both sides)




