STATE OF ILLINOIS
s DEPARTMENT OF HUMAN SERVICES
B.‘ h CERTIFICATE OF CHILD HEALTH EXAMINATION

Please Print_______

( Sendent's Name (M Sex School Grade Level 1D#
Last First Midde MortyDer/ Yesr
L= UL RS
Parwd/ Telephone #
| At —Sowi— Oy 1P code | Guandiam Horse Work
([ IMMUNIZATIONS: 7o be completed by health care provider. Note the mo/da/yr for gvery dose sdministered. The day and month is required if you cannot determine if
\lwmijm{)m[ﬂ! minimum interval or age. 11 # specific vaccine is medically contraindicated, a separate writttarstatement must be attached explainhiy—
the medical reason for the contraindication.
1 2 3 4 - 6
YACCINE/DOSE MO DA YR MO DA YR MO. DA YR MO DA YR MO DA YR MO DA YR
Diphtheria, Tetanus and Pertussis
(DTP or DTaP)

Diphtheria and Tetanus (Pediatric DT or Td)

Inactivated Polio (1PV)

Oral Polio (OPY)

Haemophilus influenzae type b (Hib)

Hepatitis B (HB)

Varicelia (Chickenpox)

Combined Measles, Mumps and Rubella
(MMR)

Measles (Rubeols)

Rubells (3-day measies)

Mumps
Pneumococcal (not required for school entry) OPCV7 OPPV23 | OPCVI OPPV23 | OPCVI OPPV23 | DPCVI OPPV23 | GPCVI OPPVZ3 | OPCVY CIPPV23

Check specific type (PCV7, PPV23)

Other (Specify hepatitis A, meningococeal, etc) | | | |
‘[ Health care mt(m\p. DO. APN. PA.icbooI hlhb proﬁuhnl. heaith official) verifying above immunization iibq must sign belaw.

,_!I“m Title Dste
Signsture ' -
(If adding dates to the above i tzation history section, put your initials by date(s) and sign here.) Title Date
Signature :
(If adding dates to the above & ization history section, put your Initials by date(s) and sigm here.) Title - Date

ALTERNATIVE PROOF OF IMMUNITY

1. Clinkcsl disgnosis is acceptable if verified by physician.  *(All measies cases diagnosed on or after Jly 1, 2002, must be confirmed by lsb idence.)

*MEASLES (Rubeola) MO DA_YR  MUMPS Mo DA YR VARICELLA MO _PA YR _ Physician's Signatore

2. History of varicella (clkknpnx) disuu 1 lrapﬂblr if nruﬁd by health care pmider. school bulth pmbswul or health official

Person signing below is verifying that the B ption of varicella discase history is indicative of past infe and is sccepting such history as documentation of disease.
Date of Disease Signature Title Date_

3. Laboratory confirmation (check one) O Measles 0O Mumps 0 Rubella O Hepatitis B O Varicella
Lab Results Date MO DA _WR (Attsch copy of lab report, if available.)

.VISION AND HEARING SCREENING DATA

Pre-school - snnually beginning st age 3; School age~ during schoo) year at required grade levels

Date Code:
P=Pass
Age/Grade | | [ [ { [ { | | i i F=Fail
T T I B T e e T O B et T el A e L R S [ B g ‘:""" to
Visien . R=Referred -
G/C = Glasses/
Hesring 35 Contacts
Ty Authority of the Stale 071
(Complete Both Sides)

1L444-4737 (R-01-05)



's Name ) Birth D M ISa rdoo! Grade LeveV ID#
= i —asem S Mr : ‘
HEALTH HISTORY (ILE COMPLETED AND SIGNED BY PAREN’I‘IGUAIDIAN’,JERIFIED BY HEALTH CARE PROVIDER.. -
ALLERGIES (Food, drug. imsect. osher) MEDICATION (Lixt sl prascribed or taken on a regular basis )
Diagnosis of asthma? Yes  No | Indicate Severity Loss of function of one of paired
Child wakes during the night coughing | Yes  No organs? (eye/ear/kidneyAesticie) s No
3 Hospitalizations?
Birth defects? Yes No i Yo
Developmental delay? Y No . :
Blood disorders? Hemophilia, Surgery? (Listall)
Sickle Cell, Other? Explain. isglhb = When? What for?_ Y. e
Diabetes? - - - Yes No Serious injury or illness? Yes  No Sl
Head injury/Concussion/Passed out? |Yes No TB skin test positive (past/present)?  |yegs N | *1 yeS, refer 1o local health
Seizures? What are they like? Yes Mo TB discase (past or present)? Yes* No department.
Hean problem/Shorness of breath? | Yes  No Tobaceo use (type, frequency)? Yes No
Heant mumur/High blood pressure? | Yes  No Alcohol/Drug use? Yes  No
Dizziness or chest pain with Family history of sudden death
exercise? ® M L before age 507 (Cause?) Yes  No
Eye/Vision problems? ___ Glasses [J Contacts [0 Last exam by eycdoctor | Dental OBraces OBridge OPlate Other
Other concerns? (ng&mlhhmmaﬁmirym Other concerms? /.
Ear/Hearing problems? Yes No &?mhmmwuwmmmm
\@wjm problemvinjury/scoliosis? [Yes  No Sigpsture Dae

Entire section below to be compleied by MD/DO/APN/PA — (
PHYSICAL EXAMINATION REQUIREMENTS " HEIGRT

*INDICATES TESTING MANBATED FOR STATE LICENSED CHILD CARE FACILITIES)

WEIGHT BMI r

DIABETES SCREENING BMD385%agessex Yes 0 NoDd  And any two of the following: Family Histery YesO No{J Ethnle Minority Yes O NoD
[Signs of Insulin Resistance (bypertension, dyslipidemia, polycystic ovarian sysdrome, scanthosis nigricams) Yes 3 No O AtRisk YesO No0O

LEAD RISK QUESTION'NAIRE’WhmhmGMWGmﬂuuwcﬁkahmm nursery school ssd/or ki
[Bleod Test Indicated? YesO No[O) Blood Test Date

Blood Test Result {Blood test required in Chicago and other high risk zip codes.)
TBSKINTEST R “oulyh hildren in high-risk groups including childres who sre i due 10 HIV infection or other conditions, recent immigrants from high
ies, or those exp bnﬁhuni‘mm See CDC guidelines. Date Read N Result mm

LAB TESTS *INDICATES TESTING . 3
JMANDATED FOR STATE LICENSED CHILD Date Results s Date Results
[CARE FACILITIES

Hemoglobin * or Hematocrit * [Sickle Cell ® (as indicated)

Urinalysis |Other

SYSTEM REVIEWNormal Commems/Follow-up/Needs Normal Comments/Follow-up/Needs

Skin Endocrine

Ears Gasirointestinal

Eyes Nonnsl  YesO NoO Objective screening YesO NoO Resuh Genito-Urinary LMP

Ambiyopis YesDl Noll  Referred 1o Opthalmologist/Optomerrist YesO' NoD Neurological

Nose " | Musculoskeletal

Throat Spinal examination
Mouth/Dental Nutritional status
Cardiovascular/HTN

. Mental Health
Respiratory

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

SPECIAL INSTRUCTIONS/DEVICES c.g. safety glasses, glass eye, chest protector for srrhythmis, pacemaker, prosthetic device, dental bridge, false teeth, athietic supporvcap

MENTAL HEALTH/OTHER 15 there anything else the school should know about this student?
1f you would like to discuss this sradent’s health with school or school health personnel, check tide: [ Nurse  [J Teacher  [J Counselor 0 Principal
/*\

| EMERGENCY ACTION _ceded while s school doc to child"s health condition (¢.5., scizures, ssthes, insect stng, food, peanut allegy, bieeding p disbetes, heart problem)?
Yes T~ Re-B— 115 please describe.

| O the 523is i ihe eaamination on this day, | approve this child's participstion in () Ne or Modified,please stinch explanstion.)
<FPIIXSKM. EDUCATION ) Yes O No O Modified O INTERSCHOLASTIC SPORTS (forone year) YesO NoO Limited O

AN

Physician/Advanced Practice Nurse/Physician Assistant performing exsmination ;\‘X

Address _| Pone




