STATE OF ILLINOIS
DEPARTMENT OF HUMAN SERVICES
CERTIFICATE OF CHILD HEALTH EXAMINATION

Please Prnt

Studenit’s Name . Birth Date Sex School Grade Level ID#
Lad Pt Middle Morth/Day! Y ear
- Przat/ ’ Telepbone
Addres Strect City . Z1IP code Suoardisn Bome Work

TVMUNIZATIONS: To be completed by heakth care provider. Note the mo/dalyr for every doss administoed. - The dey £nd month is regqeired if yoo camnt detzmine i

the vaccine “was given gffer the minfmom interval or epe. 2 Spbdﬁl: vaccine s medically :nntnmdicamd, 2 separete written statement must be attached explaining
the medica) reason for the coptraindicaticn.

I 2 3 ’ 4 s 5
VACCINE/DOSE _ M0 DA YR |MO DA YR |MO DA YR | MO DA YR |MO.DA YR |MD DA YR

Tetenos end Pertassis
(DTP or DT2P)

Diphtheria and Tetamus (Pedistic DT o Td)'

Inactivated Pobo (IPV)

Orxi Pobio (OFV)

Hermopkilas infloznzas type b (Hib)

Hepatiis B (HB)
Varicells (Chickznpox) . Comments

Combincd Measies, Momps and Robclh
(MMR)

Measles (Rnbeolz)
Rnobell (3-day meastesy
Mrmps

Pocomococeal (a0t roguired ot sthool mtry) | DPCV] Oppvz3 | DPCVILiEPV3 | LIPCYT L®PV23 | DIPCV) PV | LIPCYT LIPPV23 | OPCY) DPFVD

Check specific type (PCVT, PPV23)

Other (Specify hepatitis A, meningococzal, Ft:,)
Health care provider (MD, DO, APN, PA, school health professional, health official) verifying above immunization history must sign below.

Signature Title Date
Sigasture .

(If adding dates to the above immmnization history section; put your initials by dxte(s) and sign bere) Title Date
Signature

(If adding dates to the above immunization history section, put your initisls by date(s) 2nd sign here) Tifle Date

ALTERNATIVE PROOF OF IMMUNITY

1. Clinical diagnesic i acceptable if verified by pbysician.  “(ARl measles cases dingnosed on or fter July 1, 2002, must be confirmed by laborstory evidence.)

*MEASLES (Robeola) M0 DA YR MUMPS MO bA YR VARICELLA M0 DA YR Physician’s Signatore
2.  History of varicefla (chickenpox) disease is accepteble if verified by health care prowﬂ:r, school health prni’mmnal or bealth official.
Person sipring below is verifying thar the parcot/guardian's description of varicella distase history is indicative of past ifection and is acrrpting such histery s documentaion of diacase,

Date of Discase Sienature Title

Dt
3. Leboratory confirmation (check ont) 3 Measies 1 Mumps ) Rubella [] Hepatitis B L3 Varicels
Lab Recults . Date o DA YR (Attach copy of lab report, if available)
VISION AND HEARING SCREENING DATA
Pre-school — annually beginning at age 3; Schoof age - during school year 2t required grade levels o
Date Codc
- P=Pany
Age/Grade [ | ] ] { | [ . | | F=Fail
R L )-8 L R L R L R L R L R L K L ) 8 L R L U =TDoable to
- text
Vaion R = Referred
- - GIC = Glaxsesf
Hearing Coptacty

Printed by Anthority of the Stete pf Rlinbi

(Coxnplete Both Sides)
14444737 (R-01-05)




Student's Name Birth Date Sex  |School Grade Level/ID #

Lt Fad Middle MonthDay/ Year

HEALTH HISTORY TO .'BE COMPLETED AND SIGNED BY PARFNT/GUARDIAN AND VERIFIED BY HEALTH CARE PROVIDER
AYJ ERGIES (Food, dnug, ineect, other) . . IMEDICATION (List all prescrited ortakem on p regular bagis )
Diagoosis of asttmal Yes | No | Indiea Severdy Loss of Eunction of ome of paired
Child wakes during the might conghing [ Yes  No organs? (eyefear/iddneyhesticle) Yes  No
Birth defeets? Yes  No Hospitalizatirms?
— When? What for? Yes No
Developmemial delay? . _|¥Yes  No .
— 5 : - .
B_lood disorders? ; Yes  No . Swgery? (Listell) e No
Sickle Cell, Other? Explain. . When? Wha for?
Disbetes? Yes  No Serious mjury ar Hiness? Yes No
Head ingjury/Concossion/Paszed out? | Yes - No TB skin 1<t positive (past/present)? s*  No | " yes, refer 1o local bralth
department.
Scizures? What are they hke? Yes No TB discasc (past or present)? Yest No| .
Brart problem/Shortaess of hreath? Yer  No Tobacco use (type, frequency)? Yes  No
Heart roorm/Haph blood pressure? 1 Ve Mo Alecobol/Drog use? Yes No
Dizziness or chest pein with Frmily history of snddrn death
exercise? - Yee Mo before age 507 {Cavse?) Yes  No
Eye/Visiom problems? Glasses [ Cootacts [ Lect exam by cye doctor Dental [Braces [Bodge [Pl Other
Other copcems? (crossed eye, drooping lids, squinting, difhiculty reading) Otter com 7
Ear/Hearing problems? Lch No Informasing may be sharcd with appropriate persvandd for hralth ang coucatoml purposss.
- - _| Parnt/Guardian
Bonc/Jomt problem/injury’seoliosis?  (Yes No Sigrature Dz

Entire section below to be completed by MD/DO/APN/PA. (-mupscates TesTInG MANDATED FOR STATE LICENSED CHILD CARE FACILITIES)

PHYSICAL EXAMINATION REQUIREMENTS HEIGHT WHIGRT BMI R/P
DIAEETES SCREENING BMI-85% ageex Yes 0 NoDd  Apd any two of the following:  Fasily History Yes 0 No [J Ethnie Nﬁnnnty Yes O No DO
Signs of Insulin Resistance rypanmmnn,dysrpadunm,polycymcwmm!yndmmgmzmhamsmgnm) Yes I3 No O AtRisk  Yes O WDD
LEAD RISK QUESTIONNATRE* Required for children ag:érmm:lsﬁnoughGymml\admﬁmmd urpubhcsdmol opcxzmddxyczr:,prm:hod, nm:t:y:dmo! and/or indergarten,
Blood Test Indicated? Yes[] Nold Blood Test Date Binod Test Result (Blood test requiced i Chicago and other high risk zip codes)
TB SKIN TEST Recommended oy for children in high-risk groups including childrsn who are immmosupprewsed dus to HIV inferfion or other conditions, recent immigrams $rom bigh
prevalence countries, or hoss expused 10 adubs in high-igk catcporicx. Beo CDC guidofines. Date Rend ! Result: mm
LAB TESTS "INDICATES TESTING ) .
MANDATED FOR STATE LICENSED CHILD Date Resobts - Date Resnits
CARE FACILITIES
Hemoglobin * or Hanatocit * Siclkde Cell * (as indicated)

I j i ) .
SYSTEM REVIEW|Nonpal Comments/Followp/Neads . Normal Comments/Fallow-ap/Needs
Eyes Normal  Yes[] NolJ  Objective screeming Yes) NofJ  Resub Genito-Urinary Livp

th Yes{J Noll  Rofeard w Opthalmologint/Optomntrist Yedd Mo Wewolupial
Nose . i Musculoskeletal '
Mouth/Dental ) Nutritions} stahys
Cardiovasculac/HTN
. Mental Health
Respiratory
NEEDS/NODIFICATIONS required i the school setting DIETARY Necds/Restrictions

SPECIAL INSTRUCTIONS/DEVICES cg mftty glasses, gixss syr, chest protectar for arsbythmia, pacemaker, prosthetic dovice, dental bridge, fnlzm:ﬂgaﬁﬂdi:nzppmﬂnp

MENTAL HEALTH/OTHER. Is there anything elss the school should know abot this shadent?
Uymwaﬂdlﬂmmzﬁmﬁﬁsﬂx&m':!mhbwiﬂ:g:bdmscbdhnlﬁzpﬁmnﬂdzwkﬁﬂ: DMurse D Teacber [0 Counselor DP:in!:ipal

EMERGENCY ACTION nesded whﬂ: £t schoo] due to child’s health condition (e, scizures, adthina, insect sting, food, peanut allergy, blecding problem, diabetes, beart problem)?
YesO No O Hyes, pleass descibe.

On the basis of the cxamination on this duy, J approve this child’s parficipation in {If No or Modificd, picase attach explanntion)
PHYSICAL EDUCATION Yes O No D3 Modified O INTERSCHOLASTIC SPORTS (for one year) YesCl No[ Limited O

Physician/Advanced Practice Nurse/Physician Assistant perforning cxamimtion

Print Namc Signature Date

Address Phone

(Corplete both sides)



