Certificate of Child Health Examination

Birth Date | Sex | Race/Ethnicity School/Grade Level/ID#
(Mo Day )
First Midile
Street Adidress City ZIP Code ParentGuardian Tolephane (amefwark)

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

contraindicated, a separate written statement must be attached by the health care
explaining the medical reason for the contraindication.

ALLERGIES [Jves |List: MEDICATION [Jves |List:
(Ferod, drug, insect, othar) [Preseribed or taken on a
[] Ma regular basis) [ ma
Diagnosis of Asthrma? [Jves [Jna Loss of function of one of paired [Jves [JNa
57 warkid i
Child wakes during night coughing? (] ¥es [ Mo ganes {Fie ek nes kitica)
Haspitalization? [Jves e
Birth Defects? [ es [ be When? What far?
Developmental delay? [Clve: [JHe Surgery? (List all) [] Yas [ ne
— ~— When? What for?
Blaad disorder? Hemophilia, Sickle Cell, Gther? Explain.  |[] Yes [ ] Mo L ]
Serigus injury or illness? [Jves [Jho
Diabetes? []ves []no [ ]
~ T8 skin test positive [past/present]7 Yes® No
Head injury/Concussion/Passed out? [[]tes [Jno i e 'D E] Home rrerti ol
T8 disease [past or present]? [] es* [ Ma health department
Seizures? What are they fike? []¥es []He e : : -
— [ ——— lobacco use e, frequeancy Yes Mo
Heart protlemyShortness of breath? [C] ves [[]Ha i | - O — ——
- o —— Alcohal/Orug wse? [J¥es [ ko
Heart musmur/High blood pressure? [ves [JMe -
Family histery of sudden death before (] ves [ ] Mo
Dizzinass or chest pain with exercise? []fes [] o age 507 (Cause?]
Eye/Vision protlems? []Glasses [7] Contacts Last exarn by eye doctor [] mental [] Braces [] Bridge [] Plate [] Other
Other concerns? (Crossed eye, drooping lids, squinting, difficulty reading) Additional Infarmation:
infarms i i
Ear/Hearing prablems? iD Yos [] Mo | . rTmn'm:r:::hmw R g Rk o et s e e
Boneflaint problem/finfury/scafiesis? [D Yes [] Mo m \Date:
IMMUNIZATIONS: To be completed by health care provider. The maofday/yr for every dose administered is required. If a specific vaccine is medically

provider responsible for completing the health examination

RECIUIRED
Vaccine/Dose

MO DA YR

DOSE 1 DOSE 2

MO DA YR

DOSE 4
MO DA YR

DOSE 5
MO DA ¥R

DOSE 3
MO DA YR

DOSE 6
MO DA YR

DTP or DTaP

Tdap;: Td or Pediatric DT

I Tdap [JTd [JOT

[ Tdap CJ7d [ OT

) Tdap (] 7d [JOT OTdap O 7d CJOT

O Tdap [17d [JoT

OTdap O7d Qo1

[Check specific type)

ey O] oy

O [Jory

v [ oy ey [ oey Iy O] ory

CIiev [ oy

Polio [Check specilic type)

'I-m) Haemaphiles Influenza
Type B

Preurmococcal Conjugate

Hepatitis B

MMR Maasles, Mumps,
Rubelia

Comments: * indicates invalid dose

Varicella (Chickenpox)

Meningococcal Conjugate

RECOMMENDED, BUT NOT REQLIRED Vaccine/Dose

Hepatitis &

HPY

Influenza

Other: Specify Immunization

Administerad,/Dates

*

Slgnature

Health care provider (MD, DO, APN, PA, school health professional,
If adding dates to the abeve immunization history section,

health official) verifying above iImmunization history must sign below.
put your initials by date(s) and sign here,

Title

Printad by Authasity of the State of linois

(COMPLETE BOTH SIDES)

1223

10C1 24-847 JECH



Student’s Mame Birth Date | Sax Schaal Grade Level/ID#
[MoyDayvr)

Last First Middle

Certificates of Religious Exemption to Immunizations are not accepted by The Avery Cc 00
Physician Medical Statement of Medical Contraindication are reviewed and Maintained by the School Authority.

ALTERNATIVE PROOF OF IMMUNITY

1. Clinical diagnosts [measles, mumps, hepatitis B) is allowed when verified by physician and supported with lab confirmation, Attach copy of lab result,
*MEASLES {Rubeolal (masnasm *EMURMPS (MO DR HEPATITIS B {MO/DAYR) WARICELLA [MO/ma/vR)

2. History of varicella (chickenpax) disease is acceptable if verified by health care provider, school health professional or health official. Person signing below
werifies that the parent/guardian’s description of variceNa disease histary is indicative of past infection and is accepting such histary as dorumentatian of diseace.

Date of Disease Signatura Title

3. Laboratory Evidence of Immunity [check one) |:|- Mdeasles* O r«.ﬁmps" [] Rubella [ varicella Attach copy of lab result,

*All measles cases diagnased on or after July 1, 2002, must be confirmed by laboratary evidence,
**all mumps cases diagnosed on or after July 1, 2013, must be confirmed by laboratary evidence,

Physician Statements of Immunity MUST be submitted to IDPH for review,
Completion of Alternatives 1 or 3 MUST be accompanied by Labs & Physiclan Signature:

PHYSICAL EXAMINATION REQUIREMENTS Entire section below to be completed by MD/DOSAPN/PA
HEAD CIRCUMFERENCE if < 2.3 years old HEIGHT WEIGHT BAI BMI PERCENTILE Byp

DIABETES SCREENING: [T 5£0USEDFOR DAY CARE] BMI=855 agefsew [ ] Yas [] Mo And any two of the following: Family History [] Yes [ Mo
Ethnic Minarity [] Yes [] Mo Signs of Insulin ResIStance thypeitenion, dydipdemia, gobevstic ovarian sysdrame, seanthasls nigreansy [ ] ¥es ] Mo At Rigk [7] Yes [] Mo

LEAD RISK QQUESTIONNAIRE: Raquired for children aged & munths through 6 years enrclled in Scensed or public-schonl operated day care, preschaol, nursary schaal and/or kindergarten,
[Blvad test required if resides in Chicago or high-risk zip code_)

OQuestionnaire Administered? ] Yes [| Mo Blood Test Indicated? [ ves [] No Blpod Test Date Result
TE SKIN OR BLOOD TEST: Recammended anly for chidren in high-risk graugs incheding children immunesupprossed due to HIY infection or ather canditions, frequent travel ta or barn inﬁr
prevabence countries or those exposed ta adults in high-risk categories. See COC guidelines. http: ub on testing/TH ing. h
[] Motestneeded [] Testperformed  Skin Test:  Date Read Result: [] Positive [] Negative mm
Blood Test: Oate Reported Result: [7] Positive [ Megative Value -

LAB TESTS (Recommended) Date Results SCREEMINGS Date Results
Hemaglobin or Hematoerit Developmental Serpening [] Completed ] nfa
Urinalysis Secial and Emotisnal Screeming [] Completed 7] mjn
Sickle Cell [when indicated Othar:
SYSTEM REVIEW | Normal | Comments/Follow-up/Needs MNarmal | Comments/Follow-up/Meeds
Skin ] Endocrine [l
Ears J Screpning Resu: Gastrointestinal |
Eyes (| Scraening Result: Genito-Urinary | e
Mose O Neurological M|
Throat Cl Mus culoskeletal ]
Mouth/Dental | Spinal Exam O
Cardiovaseular/Hin| [ ] Mutritional Status M|
Respiratory | (] biagnosis of Asthrra Mental Health O
Currently Prescribed Asthma Medication: Other

[] Quick-relief medication [e.g., Short Acting Beta Aganisth =

j Controller medication (e g, inhaled corticosteraid)
NEEDS/MODIFICATIONS required in the schoal setting DIETARY Needs/Mestictions

SPECIAL INSTRUCTIONS/DEVICES (e.g., safety glasses, glass eye, chast pratectar for rhythmia, pacemaker, prosthetic dirvice, dertal beidge, false teetn, athlotic suppart feupl

MENTAL HEALTH/OTHER 15 thare anything else the schanl showld ko abaus this stodent?
Fyau woule like to discuss this student's health with shonl or schoal heaith persornel, checktitie: [ Murse [ meacher [ tounsetor 7 erincipat

EMERGENCY ACTION necded while at schoal dise 1o shild's health candition 2., seiawres, asthma, insect sting, food, prart allergy, bleeding prowiem, dishates, heart profikem)?
[ ves [ Mo i yes, pleasa describe:

X

Or the basis of the examinatian an this day, | appeane this child's paricipation in {1f Ma er Modified please attach explanation,)
PHYSICAL EDUCATION [7] ves [ mo [] Modified 56 INTERSCHOLASTIC SPORTS 1 ves ] Mo [ Modified

Print Marme _ O e [Joo O apn [ eadesignature Date

Address Phone




