Certificate of Child Health Examination

S |
BirthDate | Sex|
(MioiDayiYr) ]
!
]

Race/Ethnicity

School/Grade Level/ID#

Las First Viddle i
Street Address City ZIP Gede Parent/Guardian Teiephone (home/work)
HEALTH HISTORY: MUST BE COMPLETED AND SIGNED BY PARENT/GUARDIAN AND VERIFIED BY HEALTH CARE PROVIDER
ALLERGIES OYes Ust MEDICATION OvYes List:
{Food, drug, insect,other) {Prescribed ortakenona
IS O regularbasis) o |
Dizgnosis of Asthma? OYes No Loss of function of oneof paired OYes Nl
organs? (eyefear/kidney/testicle)
Child wakes duringnight coughing? OYes DN:: —
Hospitalization? OYes GN:\
Birtn Detecis? D Yes L__]No When? Whatfor?
Developmenta! delay? oves [no Surgery? (Listall) Cves Tlne
When? What for?
Blood disorder? Hemaphilia, Sickle Call,Cther? Explain. Clves Dno -
Serious injury or illness? OYes
Dizbetes? Lves Dlno 0 DNQ
TBskin test positive (past/present)? Yes-L_INo " ria local
Head injury/Cencussion/Passed out? oves [no i.f yes.'re.fe' . e
0 TBdisease (past or present)? D ves- e health department
Seizures? What are they like?
ves [ o Tobacco use {type, frequency)? Cves COne
Heart problemy/Shortness of breath? D D
— — s Alcohol/Drug use? Yes L_INo
eart murmur/High blood pressure?
ves Lo Family history of sudden ceath before | [ Jyes Cne
Dizziness or chest pain with exercise? ] age 507 (Cause?)
EveNVision problems? D Giasses D Contacts Lastexamby eve doctor D pentat D graces D srisge D piate D oer
Other concerns? (Crossed eye, drooping lids, squinting, difficully reading) Additional Information:
Ear/Heanng problems? OY=s LINo| Information may be shared with 2ppropnate personnel for heaith and educational pumoses
Parent/Guardian
BonelJoint problem/injury/scolicsis? D Yes D No Signatures: Date:

IMMUNIZATIONS: To be completed by health care provider. The mo/day/yr for every dose administered is required. If a specific vaccine is medically
contraindicated,a separate written statement must be attached by the health care provider responsible for completing the health examination

explaining the medical reason for the contraindication.
REQUIRED DOSE1 DOSEZ2 DOSE3 DOSE4 DOSES DOSES
Vaccine/Dose MO DA YR MO DA YR MO DA YR MC DA YR MO DA YR MO DA YR
DTPorDTaP

0 Tdap O Td O OTJ0 Tdep O Td O OT |0 Tdep O Td O OT 0 Tdap O 7¢ O OT

0 Tdap O Td O OT

0 Tdap O Td O OT

Tdap; Td or Pediatric CT
{Check specific iype)

o IPV 0OPV

OIPV OCPV

C 1PV C0PV

QIPV 00PV CIPV 00PV

QiPV 00PV

Polic (Check spacific fype)

HibHaemophiles influenza
TypeB

Pneumococeal Conjugats

Hepatitis B

HIMR Measles, Mumps,
Rubslle

Varicella (Chickenpox)

Meningococcal Conjugate

RECOMMENDED, BUT NOT REQUIRED Vaccine/Dose

Hepatitis A

HPV

Influenza

Comments: « indicates invalid dose

Other: Specify Immunization
Administered/Dates

Titie

Health care provider (MD,DO, APN, PA, school health professional, health official) verifying above immunization history must sign below.
If adding dates to the 2bove immunization history section, put yourinitials by date(s) and sign here.

Printed by Authority of the State of llincis

{COMPLETEBOTH SIDES)

12/23

10C!1 24-847



BirthDate | Sex |

Student's Name | School i Srade Level/ID#
(MoDays | |
i |

First Middie '
Certificates of Religious Exemption to Immunizations or Physician Medical Statement of Medical Contraindication
are reviewed and Maintained by the School Authority.

n
.

ALTERNATIVE PROOF OF IMMUNITY
1. Clinical diagnosis {measles, mumps, hepatitis B) is aliowad when verified by physician and supported with iab confirmation. Attach copy of [ab result.
HEPATITIS B (MO/DAYR) VARICELLA (MO/DAYR)

*MEASLES (Rubeola) (MO/DANYR) “MUMPS (MO/DAYR)

2. History of varicellz (chickenpox) disease isacceptable if verified by health care provider, school health professional or health official. Person signing telow
verifies that the parent/guardian's description of varicella disease history is indicative of past infection and is accepting such history as documentation of disease.

Date of Disease Signature Tite
3. Laboratory Evidence of Inmunity (checkone) D Measles® D mvumps™ D ruveliz D veariceia Attach copy of lab result.
“All measles cases diagnesed on or after July 1, 2002, must be confirmed by laboratory evidence.
All mumps cases diagnosed on or after July 1, 2013, must be confirmed by laboratory evidence.
Physician Statements of Immunity MUST be submitted to IDPH for review.
Compietion of Alternatives 1 or 3 MUST be accompanied by labs & Physician Signature:
" PHYSICAL EXAMINATION REQUIREMENTS Entire section below o be completed by MD/DO/APN/PA
HEAD CIRCUMFERENCE if < 2-3 years oid HEIGHT WEIGHT BMI B ERCENTILE 8P
| DIABETES SCREENING: 0T REQUIRED FOR DAY C4RE) BM1>88% agelsex D ves D no And any two of the following: Family History D ves D no !
Ethnic Minority Dves D no Signs of Insulin Resistance (ypedension dsizidemiz, polycysticovarian syndrome, acanthosis '.i;:c.ms)o vas O nNo AtRisk O ves0 no i

LEAD RISK QUESTIONNAIRE: Required for children aged 6 months through 6 years enrolled in licensed or public-school operated day care, prescho, nursery school and/er kindergarten.
{Blood test required if resides in Chicago or high-risk zip code.)

Questionnaire Administered? D ves D no Blood Test Indicated? D ves D o Blood Test Date Result
requent trav:

| to orbom in high

TE SKIN OR BLOOD TEST: Recommended only for children in high-risk groups including children immunosuppressed dut

; grevalence countries or those exposed to adults in high-risk categories. See CDC guidelines. | ttosiivwan.cde govithi

D Ne tsstneeces L Test performad Skin Test: DateRead g Result: ) Positve D Negative mm e
Biood Test: DateReported mesul: D posiive D Negative Value

LAB TESTS {Recommended) Date Results SCREENINGS Date Results

Hemoglobin or Hematocrit Developmental Screening D Completed 0 NA
Urinalysis Social and Emotional Screening D compieted 0 wa

Sickle Cell (when indicated Other:

SYSTEM REVIEW CommentsiFollow-up/Needs Normai| Comments/Follow-up/Needs

Skin ' Endocrine ]

Ears Screening Result Gastrointestinal | |
Eyes Scresning Result: Genito-Urinary Lve, |
Nose Neurologicat

Throat Musculoskeletal | |
Mouth/Dental Spinal Exam f
CardiovascuiarfHTN Nutritional Status

Respiratory 5] Diagnosis of Asthma | Mentai Health i

Currently Prescribed Asthma Medication: Other

O Quick-relief medication (e.g., Short Acting Beta Agonist) D
O Controller medication (e.g., inhaled corticosteroid)

| NEEDSMMODIFICATIONS requred inthe schodl settng DIETARY Needs/Restrictions
‘- l

SPECIAL INSTRUCTIONS/DEVICES (e.g.. safely glasses, glass eye, chest protector for ahythmia, pacemaker, prosthetc device, dental bridge faise teeth, 2thletic supporticup)

ALTH/OTHER Isthere anything else the school should know sbout this student?
o discuss tiissiudents health with schoo! or school health personnel, check wetg Nurse :.\ Teacher O Counseior G Brincipal

SIERGENCY ACTION reeded whlle at schoal dus o chidshealth condidon (2.0, seizures, asthme, insect sing, food, peanut allergy, blseding proclem, disbetes, heart profiem)?

D ves D No I yes, please describe:

On the basis of the examingtion on this day, | approve this child'sparticipation in {if No or Modified pie:

PHYSICAL EDUCATION D ves D ne D noctted INTERSCHOLASTICSPORTS D ves D No D modified

0 wmp C oo O apn O ea Signature Date




