State of lllinois
Eye Examination Report

Ilineis law requires that proof of an eye examination by an optometrist or physician (such as an ophthalmologist) who provides eye

examinations be submitted to the school no later than October 15 of the year the child is first enrolled or as required by the school for
other children. The examination must be completed within one year prior to the firgt day of the school year the child enters the Illinois
schol systern for the fivst fime. The parent of any child who is unable to obtain an examination must submit & waiver form to the schocl.

Student Name
(Last) (Firat) (Middle Tnitial)
Birth Date Gender Grade
{(Month/Day/ Yenr)
Parent or Guardian
{Last) (Pirst)

Phone

{Area Code)
Address

(Number) (Streat) (City) (ZIP Code)

County

{Case History

Date of exam

Oonler history: W Normal  or Positive Tor
Medical history: O Normal  or Positive for
Drug allergies: LINKDA  orAllergic to

Other mformation

Examination
Distance Near
Right Left Both Both
Uncorrected visual acuity 20/ 20/ 20/ 20/
Best corrected visual acuity {20/ 20/ 20/ 20/

Wag refraction perlonmed with dilation? [ Ves 2 No

Normal Abnormal  Not Able to Assess Corminenis
External exam (lids, lashes, cornea, ete.) W
internal exam (vitreous, lens, fundus, ete.) 7
Pupillary reflex (pupiis)
Binocular fmction (stereopeis)
Aecorrumodation and vergence
Color vision
Cilaucoiny evaluation
Ocnlomolor assessment
Cther
NOTE: "Not Able to Assess” refers to the insbility of the shild to complete the test, not the inability of the doctor to provide the test,
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Dlagnosis .
CiNormal Q@ Myopia U Hyperopia [ Astigmatism Strabismus (3 Amblyopia

Other
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State of lllinois
Eye Examination Report

Recommendations
1. Corrective lenses: I No [ Yes, glasses or contacts should e worn for:

O Constant wear O Neat vision 0O Far vision
0 May be removed for physical education

2. Preferential seating recommended: ONe [Yes

Comments

A, Recommend re-sxamination: [d23months [ 6months Q12 months

ld Other
4’\ [
5
Print natne License Number
Optometrist or physician (such as an ophthabmelogist)
who provided the eye examination My QG OD QDO
Congent of Parent or Guardian
I agree to release the above information on my child
Address ot ward to appropriate school or health authorities.
(Parent or Guardian’s Signature)
Phone {Datc)
Signature Date
(Source: Amended at 32 Ili. Reg. , effective )
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State of lflinols
[inols Department of Public Health

PROOF OF SCHOOL DENTAL EXAMINATION FORM

lllinois taw (Child Haalth Examination Code, 77 iil. Adm. Gode 885) atates all children in kindergarten and the second, sixth and ninth grades of any
pubiiz, private ar parochial school shall have a dental examination. The sxamlnatlon must have taken place within 18 manths prior ta May 15 of
the school vear. A licensed dentlst must cotrplete the examinatlon, sign and date this Proof of $chool Dental Examination Form. If you are unable
to get this required examination for your child, fill out a separsie Dental Examinatlon Walver Form.

This Impartant examination will let you know if there are any dental problems that need attention by a dentist. Chlidren need good oral haalth to
gpeak with confldence, expréds themseives, be healthy and ready to learmn, Poor oral health has been reiated to lower school perfermanca, poar
soclal relationships, and less success later In life. For this reason, wa thank you for making this contrlbution ta the haalth and weli-baing of your
chlld,

Te be completed hy the parent or guardian {plaase print):

Student's Name: Last A First Middle ‘ Birth Date: iMenthDayrvear)
Address: Btreet City ZIP Code
Name of Bchool: ZIP Code Grade Levsi: Gender

' 2 Male EI Fomale

Pavent or Guardian: Last Name First Name

Sludent's Racs/Ethnicity:

[ White O Black/African Amarican [ Higpanic/Latine [0 Asian

L] Native American [ Native Hawafian/Paclfic Islander - ] Mult-racial 1 Unknewn

1 Other
R ) T A A D LT Tt ey Sttt
To by completed by dentist:
Date of Mast Recent Examination: (Chack all services provided at this examination date)

| ] Dental Cleaning [} Ssalant [} Fluaride freatment [ Restoration of teeth due to carles

Cral Heglth Status {check all that abply)
Tyes "JNo  Dental Sealants Present on Permanent Molars

‘ [Tyss [1No  Caries Experlence / Restoration History — A flling {tempaorary/permanent) OR a tooth that |s missing becauss It was
extractod ag 8 resulil of caries OR misaing permanant 1st molars, .

[¥es [INo Untreated Carles — Atlasst 1/2 mm of tooth strueturs losa at the enamel surface, Brown to dark-hrown coloratlon of the
: walls of the lasion. These criteria apply to pit and fissurs cavitated leslons as well as those on smoath tooth surfaces. If retained
reot, essume that the whale tooth was destraoyad by carles. Broken or chipped feeth, plus testh with tempoarary fillings, are
cansldared sound unless a cavitated lesion is alao prasent,

¥es [} Mo Urgent Treatment - ahscess, nerve exposure, advanced disesse state, signs or symptoms that include paln, infaction, o
' aswelling,

Treatment Needs (check ail that apply). Far Head Start Agencies, please also list appointment date or date of most recent treatmant
completion date,

[} Restorative Gare — amalgams, compasitas, crowns, stc. Appointrant Date:
[_] Preventive Care — sealants, fluorlde treatmeant, prophylaxis Appaintment Date:
[} Pediatric Dentist Referral Recommendead Treatment Cotnipletion Date:

Additional comments:

Signature of Dentist License #; Date:

[linois Depariment of Public Health, Divislon of Oral Health :
217-785-4892 « TTY (hearing impaired use only) 800-547-0486 « www.dph.illincis.gov

I0CH 0800-10 Printad by Autharlty of the State of llincis JEICD
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