State of Blinols
Ceritficate of Child Health Bxamination

Studant’s Name Rirth Date Sax Race/Ethiicity Sckasl AGrade LaveTIN
Last Fiset Middls Month/Dag/Year
| Address Steest City Zip Code Pareng/Cruardian Trlephore # Home Warl

IMMUNIZATIONS: To be completed by health cave provider, The mo/dafyr fox gvery dose aﬁmumtered is requived. I 2 specific vacume is
medically contraindicated, 2 separate written stafement wust be atiached by the health care provider responsible for completing the health
| _cxamination explaining the medical resson for the contraindication

REQLIRED DOSE] DOSE2 DNOSE 3 DOSE 4 DOSE 5 DOSE 6

Vacelne ! Pose M0 Ds ¥R MO DA ¥R MO DA YR MO DA WR IO DA YR MO DA VR
BT or TP :

Tdap; Tdor . LTdapCITEODT | HTdapblTAODT [ (1TdepEITUIDT | FITdepldTdIDT | OTdaplI TAEIDT §| CITdapliTdLIDT

specific type)

Pediattc BT (Check I’ ! I E

Polin (Check specific 0 v gopy [Py O00PV ¢ O PV O0PV 0OV O0opy O v 0O OPV O v L oPvV

type)

Ifih Fnemophis
influenza typeb

Pneumnacacns]
Conjugate

Hepatitis B

MM Measles Comments:
Mumtps. Rubella

Varicella
{Chickenpor)

Meningococcat
conjugai (MCV4)

RECOAMMENDED, BUT NOT REQUIRED Vaecine / Doss

Hepatitis &

Bv

Influenza ] j ? [

Glber: Speeify

Al L. I L] L] L]

Health care provider (MD, DO, APN, PA, school healih professional, health offictal) verifying above innmuniration history must sign below.
If adding dates to the above immunization hiswey seetion, put your initials by date(s) and sigo here.

Sisnatvre Tifle Date
 Signatisie Title Drate

ATTERNATIVE PROCT OF IMMUNITY

1. Clinieal diagnosis (measles, mumnps, hepatitis B) ¥ allowed when verified by physician aad supported wifh Inb confinnation.  Afiach
copy of lab result
*RIRASLES (Rubeela) MO DA YR ==RAOMPS MO DA YR HEPATITISE RO DA YR VARICELLA MO DA YR

2. Tlistory of varieella (chickenpox) discase is acceptable if verified by health care provider, schoal hieatth prcfessmnal or heaith official.
Parson signing below verifics fiat the parant/guardian’s desariplicn of variedly discase history is fudicative of pest infeetion and is acsepting such hustory as
documeniation of disease.

Dateof

Bisease Sipnatuve Title

3. Laboratory Evidence of Brumunity (cheek ong)  Lihdeasles* Livfumpe== CiRubella Livaricella  Adtech copy of Iab result.

*All meatles cases diagnosed on or after July 1, 2002, must be confirmed by Jaboratory evidence.
** Al sumps cases diagnosed on oy after July 1, 2013, must be confirmead by laboratory evidence.

Compleiion of Alternatives T or 3 MUST be acecmpanied by Labs & Physician Signature:

Physician Statements of Immunity MUST be submitled to TDPH for review.

Certificates of Religiens Exemption fo Immunizations or Physician Medical Statements of Medical Coniraindication Are Reviewed znd
Maintained by the Schoot Authority.

1172015 {COMPLETE BOTH SIDES) Printed by Anthority of tbe State of ltinols




Birih Date Sox Sehool Grade Level/

Last Frst NGAdI= Month/Dayw Year

HEALTH HISTORY TO N8 COMPLETTEDR AND SIGHNEY BY PARENT/GUARDIAN AND VERTFIED BY HREALTH CARE PROVIDER
ALLERGIES Yes  [Lisn PVEEDICATION Erstedbator | Yes JList:

(Food, dmg, insect, ather) Neo Laien oo 2 el Tasin) o

Diagnosis of asthina? Yes  No Loss of function of oae afpairsd Yo BN

Child wakes during night corghing? Yes  No organa? (eye/carkiduey/esticle)

Birth dafects? Yes Mo Heospitalizations? [Yes  No

Developmental delay? ¥es Mo When? What for?

Blood diserders? Hemophilia, Yzz No Surgery? (Listall) Yes  No

Sickle Call, Other? Explain. When? What for?

Dizbetes? Yes  No Serious injury or iliness? Yes Mo

Head injury/Concussion/Passed cut? Yes  No TB skin test positive {past/present)? Yest  No | ¥IFyes, rafer 1o bocal health

- - depariment.

Seizures? What are they hke? Yes  No TR diseane {past or present)? Tes® | Fo | Cprmen

Heari problem/Shortaess of breath? Yes e Tobacco vse (type, Requency)? Yes  No

Feart muemur/High blood pressure? Yes No Alcohol/Drug nse? Yes No

Dizziness or chest pain with Fes Ne Faraily histery of sudden death Yes Mo

vrersise? before age 507 (Canse?)

Eye/Vision problems? Glasses U1 Contasts O Last exara by pye doctor _ [ Dental f1Braces 3 Bridge O Plate Qiher

Other concems? (mussed eye, dmoping lids, squinting, difficuky reading)

Far/Hearing problems? Yes No TaferImAtion mny b2 Sharad with approgs iels porscnnsl for health and educational purpeses

- - e - Parent/Guardian
RBongs/Joint problem/mjurylscoliosis? Yes Ko Signahure Dage
PHYSICAL EXAMINATION REQUIREMENTS  Enfire secton below o be completed by MD/DO/APN/PA
GHEAT CIRCUMFERENCE If <235 yoars oid HEIGAT WEICGHT B B

DIABETES SCREENING (NOT REQUIRED FOR DAY CARE)  BMI>S5% agafsex YisDl Nold  And aay two of the following: Family History Yes 00 Nell
| Ethnic Minavity YesT Mo O Signs of Tusulin Resistinics (hypetension, dyalipidemia, polyeyatic ovarian syndros, sexmthonis nigricans) Yealk No 0 AfRisk Yes L1 No m|

LAY RISK QUESTIONNAIRE: Required for children age 6 months through 6 years enrolled in Lisensed or public school apecated day care, preschodl], nussery sehool
and/or kindergarten.  (Blood test roquired if resides in Chicago or high risk zip cods.)

Questionpaive Administered? Yes O Ne Tl - Blood Test Indicated? Yes [ No [ Bleoad Test Date Reanit

[T SKIN ORBLOOD TEST Receenmendad onfy fir children in bigh-risk grovps inekuiing childeen immunosuppressad due w HIV infection or offer sonditions, frequanttravel to arbem
#in igh mrovalenee comtics of those axposed i edulis in bigh-sisk catogeries. See CLC gidabines  hlipfwerivede.sovith publigatrons factsheats/testing/TH,_testing m,

No test peaded [0 Test performad [ Skin Test:  Date Bead rod Regnli: Positive T Negative T e
Blcod Test: Date Hoported i Fesult: Positive {11 Negative D Vahs
LAB TESTS (Rreommended) Date Results Date Rasulis
Hemoglobie or Hematoerit Sickle Cell (when indicated)
Urinalysis IDevelopmental Sexecaing Tool
SYSTER REVIEW Mol {ComomentyFellow-upfiveads Mormm} (Conment/Follow-up/Meeds
Stin Endeoerine
Earg Zerpaning Rosult Gasfreintestinal .
Eyes Serezring Resualt: Genito-Trinary IAR
Nosz Memrologieal
Thraat Bluscuinsleletsl
BMowih/Dantal Spinat Exam
Cardiovasenfoy 7T MNutritional statusg
Regpiratory [l Diagniesis of Astlama Wiental Healih
Curmently Prescribed Asthua Medication:
£ Quickereticf medication (c.g. Shorl Acting Bata Agonist) Oiber
O Controller medication (e.g. inhaled corticostiroid)
NERDESMIODIFICATIONS reguired in the sehool setting DIETATY NeedsRestrderions

SPECIAL INSTRUCTIONS/DEVICES ¢ g safety glasses, glass eye, dbast motsaice o aorhythmia, paecmaker, presthatic device, dentl hridge, false teeth, uthletic support/eup

MENTAL HRALTE/OTHER  Is ther mything ¢lia the scbool should know about this student?

Tf yoin would llke to dissuss this studeet's health wnth school or uohool bealth personnel, ehack titl: Tl Mume [ Teacker T Connseler {0 Princirul

EMERGENCY ACTION r2eded whils stachool dus fo childs health condition fe.g., ssimies, asthma, inzet sting, food, pearn allugy, bleediog peoblem, diabates, heare problam}?
Yesll Ne 0 Tfyms, please deserbe.

(IF 2o or Medified plense attach explanation )

TERSCHDNLASTIC 8PS YesId Noll  Modified 11

On the besis of the examimation oo thiz rtay, T approve this cbills partisipefion n

PRYSICAL EDUCATION _ Ves B1 Mo Bl Medified [J

Print Name (MO DO, ATN, A)  Sigealure Date

Adidress Phens




