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

Birth Date Sex Schoot Grade Level A
Lost Pt blddle bosivyDy! Yor
Pt/ Tebephoos b
Addyes Rirest Chy ZAP amde Cuarfzn Home Worlk

IMMUNIZATIONS: To be completed by health care provider. Note the ma/da/yr for gvery dose adminivtered. The day and meonth i required if you camnot dotermine if
the vacdne was given gffer the mmimen futerval or age. If a specific vaccine b madically contraindicated, s ssparute writicn slatement musl be stiached eiploinig
1 the medical renson for the contramdication. )

; 1 2 3 4 5 &

VACCINEDOSE, M3 DA YR |MO DA YR 1MO DA YR | MO DA YR |[MC DA° YR | MO DA YR
Diphtheriz, Tetams snd Pertimsis .
(DTP ot DTaP)

Diphtheria s0d Tetanns (Pediztric DT or Td)

Insctivaied Polio (IPV)

Oral Pobio (OPV)

Hascriophils influeaza type b (Hib)

Hepatiti B (HB)
Vartoells (Chickenpox)

Combined Meaalea, Momps and Robella
ODR)

Meaales (Roboola)
Rubells (3-day measles)
M:impi

Pocmocoscal (not required for sehool cotry) | CIPCVT CIPPVZI | LIPCVT CIPPVD | OPCVT OPPVZ | CIPCVT CPPVZ3_| OPCYVIOPPVE | OPCVT OIPPVZS

Check specific type (PCVT, PPV23)

Crther (Specify hepatitis A, meningococeal, de.)

Health care provider (MD, DO, APN, PA, school health professionsl, bealth officisl) verifying above iramunization history mwast sign below.

|_Signature Tithe Date
Signature :
(If addis g dates to the above immeniration history section, put youor initiaks by date(s} and sign bere) Title Date
Sipnature '
(I adding dates to the above immunization history section, put your initial by date(s) and sign here.) Tide Date
ALTERNATIVE PROOF OF IMMUNITY ' -

L Clinical diagnosis is acceptable if verified by physican.  *(All measles cases disgnased v ar after fuly 1, 2002, must be confirmed by laborstary evideoon. )

*"MEASLES (Robeola) w0 DA ¥R MUMPS MO DA YR VARICELLA MO DA YR Physician’s Sipnature

2. History of varicella (chicken pox) diseasc is scoeptable if verified by health care provider, school health piofessions or health official. .
m-mmhvdMMhW‘ymdM&mhﬁayhhﬁicaﬁveofputi:{uiimuﬁi:lmqﬁqnd:ﬁmyudmmqﬂimdcﬁm

Date of Diserse Syrnsture ) i Tite Date
3. Laboratory confirmation (check one) ] Measles 1 Mumps O Rubella L] Hepatitis B 3 Varicels
Lab Resulis Date MO DA YR {Attach copy of lab report, if available)

VISION AND HEARING SCREENING DATA

Pre-school — manally beginping at age 3, School ape — during school year st required grade levels

Dt Code:
P=FPan
AgeiGrade | 1 [ 1 | 1 [ | | F=F¥el
R L{R L R L R L R L r L1 r ©l]&®R L | =r L R L U=f:‘*m
Vislon : R = Referred
B ot

Pristod by Asthority of the State of Olinch
(Complete Both Sides)
104444737 (R-01-05)



Student’s Name Biréh Date Sex  (School Grade Level/ ID#

Last Firgt Middle MontlyDay/ Year

HEALTH HISTORY TO BE COMPLETED AND SIGNED BY PARENT/GUARDIAN AND VERIFIED Y HEALTH CARE PROYIDER
ALLERGIES (Food, drug, ingect, other) IMEDICATION (Listall peescribed or taken on 4 regular basis.)

Diagnosis of asthma? Yes  Neo | Indicate Seventy Loss of function of one of paired v N

Child wakes during the night coughing | Yes No organs? (cyelear/kidney/testicle) €5 0

s Focta? Hospitalizations?

Birth defects Yes Mo When? What for? Yes Nao
Developmental delay? Yes No

Bloed disorders? Hemophilia, : Surgery? (List all.)

Sickle Cell, Other? Explain, - |1 Mo When? What for? Yos Mo

Diabetes? Yes No Serious injury or illness? Yes  No

Head injury/Concussion/Passed out? {Yes Mo TB skintest positive (pastiprosent)l  |yegr  No | *Tyes, refer to locel healih

- depariment.

Seizures? What arethey like? .~ Yes No TB disease (past or present)? Yes*  No P

Heart problem/Shortness of breath? | Yes Mo Tobacca use {type, frequency)? Yes Mo

Heart mucmur/High blood pressure? | Yes  No Alcohol/Drug use? Yes  No

Dizziness or chest pain with ‘ ) Faraily history of sudden death

exercise? Yes = No before age 507 (Cause?) Yes Mo

Eye/Vision problems? Glasses [ Contacts O Last exam by eye dactor Dental OBraces {IWBridge DOPlate Other

Other concerns? (croased aye, drooping kids, squinting, difficully reading) Other conoems?

BarHearing problems? Yes No ) Information may be shared with appropriate personnel for health and educational purposes.

Parent/CGuardlan

Bone/Joint problem/injury/scoliosis?  (Yes  No Signature Dats

Entire scetion below to be completed by MD/DO/APN/PA  (“INDICATES TESTING MANDATED FOR STATE LICENSED CHILD CARE FACILITIES)

PHYSICAL EXAMINATION REQUIREMENTS HEIGHT WEICHT BMI /P

DIABETES SCREENING BMI-85% age/sex Yes 0 NeDl  And any two of the following: Famlly History YesO NoO Ethnic Minority Yes {1 No [
Sigos of Insulin Resistance (hypertension, dyslipidemin, polyeystic ovarian syndrome, acanthosis nigrieans) Yes O No [ At Risk Yes 1 NeD

LEAD RISK QUESTIONNAIRE* Required for ohildren age 6 months through & years enrolled in licensed or publio schoot oporated day ease, preschool, marsery school and/or kindergarten
Blood Test Indicated? YesO No[I Blood Test Date Blood Test Result (Blood teat required in Chicago and other high risk zip codes.)
TH SKIN TEST Recommended only for children in high-risk groups including children who are immuncsuppressed due to HIV infaction or other conditions, recent immigrants from high
provalence cauntries, ot thosa exposed to adults in high-tisk estegories. See CDC guidelines. Date Read ! Result mm

LAB TESTS «INDICATES TESTING
MANDATED FOR STATE LICENSED CHILD Date Results Date Results
CARE FACILITIES

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

Urinalysis Other

SYSTEM REVIEW normal Comments/Follow-up/Needs Normal Comments/Follow-up/Needs

Skin Endocrine

Ears Gastrointestinal

Eyos Namal  YosD Mol  Objeotive screoning YesT? Nol)  Result Genito-Urinary LMP

Amblyopia Yes) Nold Referred to Opthalmologist/Optometrist YesDl Mol Neurological

Nose Musculoskeletal |

Throat Spinal examination .
Mouth/Dental Niutritional status

Cardiovaseular/HTN .

Respiratory Mental Health .

NEEDS/MODIFICATIONS required in the school setting DIETARY Needs/Restrictions

SPECIAL INSTRUCTIONS/DEVICES o.g. safoty glasses, glass cye, chest ‘;)folzcmr for arrhythmia, pacemakar, prosthetic davice, dental bridge, fulse tssth, athletic support/cup

MENTAL HEALTH/OTHER  Ia there anything else the school should know about this student? . -
If you would like to discuss this student’s health with school or schoal health personnel, check titl: [ Nurse  [J Teacher £J Counselor [ Principal

EMERGENCY ACTION ueeded while at school due to childs heslth condition (.., seizues, asthme, insect sting, food, peanut allergy, bleeding problam, disbetes, heart problen)?
YesO No O  Ifyes, pluase describe, '

On the basis of the examination on this day, I approva thls child’s participation [n (If No o ModHied,pleass attach oxpl;luaﬁo'n.)
PHYSICAL EDUCATION Yes 01 No O Modified OO INTERSCHOWASTIC SPORTS (for one year) Yes1 NoO Limited O

FPhysician/Advanced Practics Nusse/Physician Assistant parforming examination

Print Name Signature Date

Address Phone
(Complete both sides)




