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

Please Print
Student’s Name Birth Date Sex School Grade Level /TD#
| Las Pt Muddle MerihTiay! Yo
Prerdd Tubiphans ¥
dudriresy Hirweld Clity ZIF eode e wn Hasmt Wierk

the vaccine was given gffer the minimum interval or age. 11 a specific vaccine ks medically contraindicated, a separate wrinen statement must be attached explaining
the medical reazon for the contralndication.

IMMUNIZATIONS: To be completed by health care provider. Mote the mo/da/yr for gyery dose administered. The day and month is required if you cannot determine if

] i 3 3 5 [
VACCINE/DOSE MO DA YR MO DA YR MO DA YR MO DA YR MO DA YR MO DA YR

Diiphtheris, Tetnnus and Permussis
{DTF or DTaP)

Diphtheria and Teanus (Pediaric DT or Td)

Imactivated Polio (IFV)

Cral Palio (OPV)

Haemophilus miluenzas type b (Hik)

Hepatitis B (HB)

Vancells (Chickenpos)

Combined Measlas, Mumps and Rubella
(MME)

Meusles (Rubeola)

Comments

Rubella (3-day mexsles)

Mumps

Prcumecoccal (nod required for school entry) grcVv? Oppv2y | OFCYVT OPFVEE orcv7Oprvay | QpCV7OPPVE | OPCVTOPPYVIY | OPCWT OFFVII

Cheek specific type (PCVT, PFVI3)

Cebier (Specify hepatitis A, memingococeal, ete.)

Health care provider (MDD, DO, APN, PA, school health professional, health official) verifving above immunization history must sign below.

Signature Title Date
Signature
(1T adding datés to the above Immiunization history section, pul your iuililh by dltt{_i] and sign bhere.) Title Date
Signature
(1 adding dates 1o the above immunization history section, pat vour initinls by dateis) and sign here,) Title Date

ALTERNATIVE PROOF OF IMMUNITY

1. Chinical diagnosis is acceptable if verificd by physiclan.  *{All meaales cascs dagnowed o or after July 1, 2002, must b confirmed by labortery evidence.)

"MEASLES (Rubeola) mo ba v MUMPS mM0 DA YR YARICELLA ™Mo ba ¥n Phwslclan's Signaturs

1. History of varicella (chickenpox) disease is acceptable if verified by bealth care provider, school health professional or health officlal.
Person signing below is verifying that the parentjpaandian”s descripsien of varicells disease kivtory is indizative of paat infection and is secepiimg such hissory 24 documenadion of divexse.

[Date of Cihewse Signature Title [rate
3. Laberatory confirmation (check one) O Measles O Mumps O Rubella O Hepatitis B O Varicella
Lah Results Date MO DA VR (Attach copy of lab report, I available)

VISION AND HEARING SCREENING DATA

Pre-school - annually beginning at age 3; School age - during school year al required grade levels

Date | ll'_:nd:l
= Fan
AgeiGrade | | | | | | | | | F=Fail
E L| R L R L R L R L R L R L R L R L R L e :';:“' to
= Referred
G/C = Glasses!
e Contscty

Frinied by Autkority of the Stste of Hinsis
(Complete Both Sides)
IL444-4737 (R-01-05)



Student’s Name Birth Date Rex rdm&l Grade Level! 1D #

L L Midde hiveth/Tiayt esr

HEALTH HISTORY TO RE COMPLETED AND SIGNED BY PARENT/GUARDIAN AND VERIFIED BY HEALTH CARE PROVIDER
ALLERGIES (Food drag, insect_ other} TMEDICATION {List B preseribed or taken en & regular basis )

Diagnosis of asthma? Yes Mo | Indicate Severity Loas of function af one of paired T

Child wakes during the night coughing | Yes =~ Mo argans? (eyaleerkidroy/iesticle) Yo e

Binh defects? Y2 Mo Haqﬁ?1m G .

Developmental delay? Yer  No When = ]
Blood disorders? Hemophiti, Surgery? [Lig all.)

Sickle Cell, Other? Explain, Yo W When? What for? Yer Mo

Diabetes? Yes Mo Serious injury or iliness? Yes Mo

Hend injury/ConcussionPassed ot [ Yes Mo TH tkin tes! positive (pastpresent}?  [yge  pg | "1 ves, mefer to local beallh
Setrures? What are they 1ike? Y Mo TB disease (past or present)? yer M| T

Hear problemyShortness of breath? | Yet Mo Tobacco use (1ype, frequency)? Yes Mo

Heart murmur/High blood preasure?  (Yer Mo AleabolDinug use? Yes No

Dizziness or chest pain with Family histary of sudden death

exercise? Ya Mo before age 507 (CauseT) L

Eye/Vigion problems? Glasses [ Coewmen [ Last exam by eye doctar Dental OBraces OBridge CPlate Other

Orher concerns? [crossed eye, drooping lids, squinting, difficulty reading) Orther concerms?

EarHearing problems? Y as Ma InformEee may Be thared with EETGATAE perioras] far hekith 4nd oducslinnal peTposes.
BoneJoint problem/infury/scoliosis? Yes No Signatars [eair

Entire section below to be completed by MDVDO/APN/PA  (-18DICATES TESTING MANDATED FOR STATE LICENSED CHILD CARE FACILITIES)

PHYSICAL EXAMINATION REQUIREMENTS HEIGHT WEIGHT LR BP

DIABETES SCREENING BME-25% agefsex Yes O NoO  And any two of the following: Family History Yes O WNo O Ethale Minority Yes O Ne O
Signa of Insulin Resistance (hypertension, dyslipidenia, potycystic ovarian syndrome, scanthosiz sigricans)  Yezs 0 No O At Risk Yes O Ne D

LEAD RISK QUESTIONNAIRE- Required for chilires age 6 manths through 6 years snmilied in leensed or pubbe schonl aperated dsy care, presshosl, nursery school and/er kindergaren.
Blood Test Indicated? YesDO Nol  Rlood Test Date Blood Test Rewult (Blood test required in Chicago and other high risk zip codes.)
TB SKIN TEST Reccmmended caly for children in high-risk group inchuding childrn who sre Eenmossppressed dur o HI'Y infecrion or osher condidont, rocent Emmigzazs from high
prevaleacs comntncs, of tose cxposed o adults in high-risk cuegories. Sex CDC guidelines. Date Read ' B | Result mm

LAB TESTS “INDICATES TESTING

MANDATED FOR STATE LICENSED CHILD Drate Resuhs Dotz Results
CARE FACILITIES

Hemoglobin * or Hematocnt * Sickle Cell * {as indicated)

Urinalysis Oither

SYSTEM REVIEW|Normal Comments/Fallow-upNeeds Narmal Comments/Follow-upMeeds
Skm Endocrine

Ean Gaxraintesrinal

Eyes  MNormal Yesd MoO Objecove wreeming Yerld Mol Result Genito-Unnary LMme

Amblyops YO NeD Refomed o OptalmologistOpiometrist. YesO NoO Neuralagical

Nose Musculoakeletl

Throa Spinal examination

Mowth/Dental Nutritional status

Cardiovascular™ TN

R miory Manial Health

NEEDSMODIFICATIONS required in the school sesming DIETARY Needi'Restrichions

SPECIAL INSTRUCTIONS/DEVICES eg safety ghianes, glase eye, chest pratectar for arrhythmia, pacemaker, prosibetic device, deetal bridge. fitie ieeth, athletic supporteup

MENTAL HEALTH/OTHER s there anything clac the school should knaw abous this sudens?
I you would liloe oo discus s svadent's heahib with school or school healih personnel, cheek itle: [ Nurse 0] Teacher [ Counselor O Principal

EMERGENCY ACTION  needed while at school dus w child's beakh condiion (s.g., seizunes, asthma, insect sting, food, pesns alizrgy, hiceding problem, dishetcs, heart problem)?
Yes O No O Ifyes, please describe.

O the basis of the examination on this day, | approve this child’s participation in (1 Mo ar Modified,please attach explanation.)
PHYSICAL EDUCATION Yes O NoeO Modified O INTERSCHOLASTIC SFORTS (for one vear) YesO NoO Limited D

Phiysician’ Advanced Practice Nune/Phytician Assigtant performing examinacos

Print Name Sigmature [hats

Address Phone
(Complete both sides)




