FOR USE N DCFS LICENSED CHILD CARE FACILITES
c -

Ws . Sl;m:. of Illinoisﬂ N Ll I8 DCESE
AN Certificate of Child Health Examination AT I &

|,

Student’s Name Birth Date Sex Race/Ethnicity E School /Grade LevelID#
\

Las Fust Mxldle Month/Day/Yeur ) i

Address Strees City 7m Code PuentGuanlisn Telephome # Home Work

IMMUNIZATIONS: To be completed by health care provider. Note the mo/dalyr for every dose administered. The day and month is required if you cannot

determmne if the vaccine was given ofter the mimimum interval or age. I a specific vaccine is medically contraindicated, a separate written statement must be

attached explaining the medical reason for the contraindication. e e

Vacelne / Dose 1 2 3 4 5 6
Sorne e MO DA YR MO DA YR MO DA YR MO DA YR MO DA YR MO DA YR

DTP or DTaP

CTdapOTdODT | OTdapOTdODT | OTdapOTdODT | OTdapOTdODT | OT

s o apOTdODT | OTdapOTdODT
Tdap, Td or Pediatric
DT (Check specdic type)

1

IPV OOPV O Ipv OOPV O 1ev OOPV 0 ey Ooprv O v O OoPV O pv OOPV

Polio {Check specific — C

type)

Hib Haemophilus
influenza type b

Hepatitis B (HE)
Varicella COMMENTS:

{Chickenpox)

MMR Combined

Measles Mumgps. Rutells

& ) Measles Rubella Mumps
Single Antigen

Vaccines

Pneumococcal
Conjugate

Other/.
Meningecoccal, |
Hepautis A, HPV, |
Influenza

Health care provider (MD, DO, APN, PA, school health professional, health official) verifying above immunization history must sign below.  1f adding dares
to the above immumization history section, put your initials by

date(s) and sign here,)

Signature Title Date

Signnture Title Date
ALTERNATIVE PROOF OF IMMUNITY

1. Clinical diagnosis is acceptable if verified by physician. *(AN meashes cases diagrosed on or after July 1, 2002, must be confirmed by 1

“MEASLES (Rubeola) M0 ba YR MUMPS o pa vk VARICELLA M0 pa vk Physician’s Signature
2. History of varicella (chickenpox) disease is acceptable il verified by health care provider, school health professional or health official.
Person signing below is verifying thar the parent/guardian’s descripton of varicella disease hislory & idicative of past infection and is accepting such history as docomensation of discase

Date of Disense Signature Title Date
3. Laboratory confirmation (check one) " OMeasles OMumps  ORubella OHepatitis B OVaricella
Lab Results Date Mo bpa YR {Attach copy of lab resnlt}

VISION AND HEARING SCREENING BY IDPH CERTIFIED SCREENING TECHNICIAN

Date o i | I Code:
[ B B e e
| | 1 | [ eere
- . - . 1 sl F' = Fail
L L R L R o L L=R™ L PRI | R L R | R~ I U = Unable to test
= T T [ | | R = Referre
=on | | i | ] I GIC
- r ) + Wil =
Hearing i ; ; | ; I Glasses/Contacts

TLA-4T737 (R-01-12) (COMPLETE BOTH SIDES) Printed by Authority of the State of Hlinois



Student’s Name Birth Date Sex School IGrade Level/ ID #

Last Fisl Misdie MoodvDay Year

HEALTH HISTORY TO BE COMPLETED AND SIGNED BY PARENT/GUARDIAN AND VERIFIED BY HEALTH CARE PROVIDER

ALLERGIES (Food, drg, imsect, other) MEDICATION (List all peescrived or taken oa 2 regular bos

f asthima? Yes Yes No

the night Yes

oo

Zz

3 dunng orgx

Yes No Hospital Yes No

Yes No (List all.) Yes No

Yes No

Serious mjury or illness? Yes No

Head injury/Concussion/Passed out? | Yes No TB skin test positive (past/present)? Yes*  No | *If yes, refer w local health

department.

Serzures? What are they like? Yes No TB discase {

st of present)? Yes* No

h? Yes No Tobacco use (type, frequency)? Yes Na

Heart problem/Shoriness of bres

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

uly history of sudden death Yes No
ce age 507 (Cause

s or chest pain with Yes No Far

Eye/Vision problems? Glasses O Contacts O Loast exam by eye doctor ____ OBraces O-+Bndge O-<Plate Other
Creher concerns? (crossed eye, drooping 1ads. squintin ficulty reading)
Heang Yes No Enformotion may be shared with appropriste personne] for health and educanonal perposes
et Parent/Guardizn

Bone/Joint problenvinjury/scoliosis? [Yes No

Signature Date

PHYSICAL EXAMINATION REQUIREMENTS  Entire section below to be completed by MD/DO/APN/PA

HEAD CIRCUMFERENCE HEIGHT WEIGHT BMI B

DIABETES SCREENING (NOT REQUIRED FOR DAY CARE)  BMIZS5% age fesl] NoO  And
JEthnic Minority Yesld No 2 Signs of Insulin Resistance (hys yeyslic ovarian synd

y two of the fol)

wing. Family History Yes ) No O
ws) Yesld No OO AtRisk Yes O NoO

aon, dy

LEAD RISK QUESTIONAIRRE Requiced far children age 6 months through € years enrolled in licensed or public schoo! operated day care

Questionairre Administered ? Yes [ No Blood Test Indicated? Yes [ No O Blood Test Date

TB SKIN OR BLOOD TEST Recommended caly fo n high-risk groups including children immunasuppressed due to HIV infectic
igh prevalence countries or thase exposed to adulis : high-risk ¢ es.  No test needed O Test performed O
Skin Test:  Date Read JERL Result: Positive LI Negative U} mm
Blood Test: Date Reported fF Result: Positive I Negative [ Value
LAB TESTS (Rtecommended) Date Results Date Results
Hemo in or Hematocrit Sickle Cell (when indicated)
Unnalysis Developmental Screening Tool
SYSTEM REVIEW  INormal [CommentsFollow-up/Needs 1 ~ INormal {Comments/Follow-up/Needs
Skin Fadocrine S
F,‘:u's e Castrointestinal
Fyes L Nol2 | Genito-Urinary ILMP
Nose A - Neuralogical
Throat Musculoskeletal

Mouth/Dental Spinal Exam

Cardiovascular/HTN Nutritional status

Respiratory 00 Diagnosis of Asthma Mental Health

Currently Prescribed Asthma Medicaton:

0 Quick-relief medication (e
O Controller medication (e.g. inh

t Acting Beta Antagonist ) Other
ad corticosterond)

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

SPECIAL INSTRUCTIONS/DEVICES e.z. safety glhasses, glass eye, chest protector for arbythmis, pacemaker, prosthetic devic

MENTAL HEALTH/OTHER  Isthere anything ¢lse the school should know about this studem?

If you would 1ke 10 discuss this ssadent’s bealih with school or school health ¢ check titke:  OJ Nurse [ Teacher [ Counselor O Pr

cipal

EMERGENCY ACTION peeded while at school éve to cf

d's health conditio

g. senzures, asthma, jmsect sting, food, peanul allergy. bleeding peoblem, diabetes, hean problem)?

Ao i (1f No or Modified please attach explanation.)

Modified [ INTERSCHOLASTIC SPORTS (for one year)  Yes D No () Limited D

PHYSICAL FDUCATION  Yes [0 Noll

Print Name MD. DO, APN, PA)  Signature Date
A

Address FPhone

(Complete both sides)



