
ffi Stem or It r,rnots
DEPARTMENT oF ULIMAN SERvICES

Crnrrrtcerf oF Cnnn Hner,rn Exanlrxarlolr
Plsase Print

Grade Level /lD#

Health eare pro-videi(MD, bO, AfN, PA, ichool health professional, health offieial) verifying nbove immunization history must sign below.

ature Titl€ Date

Signature
DateIf addine dates to the ebove immunization ur initiaLs and here.

Signature
dates to the above imrnunization our initisb and here, Title Date

.ALTARNATIVE PROOF OF IMMUMTY
1. Clinical dlrgnosis is acceptable if verified by physiclan, tiAll mea{Ies cases diagnose d on or alter July l, 20tt2, rnust be confirrned by laboratory evidcnce')

ASLES Mo DA Yn MUMPS Mo DA VARICELLA MO DA YR
gbtory of v.rlc.lh (chkleEpox) dl6.r* i! acceptrble lfvcrlffcd by health crrc provklcr, sctool herlth profcBional or herlth ollicltL
P&!oni'8|in8bilowi!;i&ingli8tdrcprmtlgu!.cir'sdcs.ri9tioDofv!r,cdlidi5.rs.hisioryhindic.tirofp.!ti'f4tidrndi5ac*pin85s}hi9'3f6bdonddk.

Dete

3, Lrborntoryconfirmation(checkone)
Lab Results

fl i![easles
Date ilo

E Mumps
D.d YR

fl Rubslla fl Hepatitis B El Vnricella
Attach copv of lab report. if avr

Pre-school * annually beginning at age 3; School agc - during school year at required grade levels

Printed by Authority of th€ Stste of lllinois
(Complete Both Sides)

Code:
P - P*ss
F = Fnil
U * Unable to

te$t
R o Referred
GIC = Glasses/

Student's Name

Lest First Middle

Par€ny' TelePhone #
Guardian Hotne Work

IMMINIZATIONS: To bc complded by health csre prcvider. Ndte the no/dd/yr forg44dose adrninist€red. The day and momh is rcquircd ifyotr csntrot d.ti|tnine if
the vaccine wa9 giveo g!4Ithe minimurh in!.rva1or age. If. specllic vrcrine lr me\thrlly contralndlcst d, a s.prrrt€ !?ritter strtr.rl ntu!t bc attaahad .rplalttog
the medical reason for t

Diphtheria, Tetanus and Perhrssis

Diphtheria and Tetanus (Pedianic DT or Td)

Flaemophilus influenzae type b (Hib)

Hepatrtis B (HB)

Varicella (Chickenpox)

Combined hleasles, Mumps and Rubella

Measles (Rubeola)

Rubel ta (3 -day rneasles)

trPCV7 EIPPV23CIPCV? trPPVz3Fneumococcal (not required for sohool entry)

Check specific type (PCV7, PPV23)

trPCV7 trPPV23

Other (Sperifu hepatitis ,\ rneningococoal, etc.)

VISION AND HEARING SCREENII{G DATA

tL444"4737 (R-01-05)

Co



Student's Name

Last

HEALTH HISTORY

Birth Date

TO BE COTVIPLETED AND SIGNID BY PARENTIGUARDIAN AND VI'RIFTED SY HEAI,TH CARE PROVIDER

lSchool

ALLERGIES (Fco4 drue. insocr. other) MEDTCATION (List ali prescribed or trken on a re,gul'nbasis)

Diagnosis ofasthma?
Child wakes during the night coughing

Yes No
Yes No

Indicate Severiry- Loss of function of one of paired
orgals? (eye/ear&idneyy'testicle) Yes No

Birth defects? Yes No Hospitalizations?
When? What for? Yes No

Developmentsl delay? Yes No

B lood disorders? Hcmophi lia,
Sickte Cell. Other? Explain.

Yes No
Surgery? (List all.)
When? Wlrat for? Yes No

Diabetes? Yes No Serious injury or illness? Yes No

Head inj ury/ConcussiodPass ed out? Yes No TB skin test positive (past/present)? Yes* No
*If yes, refer to I

department-
Seizures? Whatare they f ike? Yes Nol TB disease (past or present)? Yesf No

Heart oroblemiShortness of breath? Yes No Tobacco use (type, frequency)? Yes No

Heart murmur/High blood pressure? Yes No Alcohol/Drus use? Yes No

Dizziness or chest pain with
exercise?

Yes No
Farnily history of sudden death

before age l0? (Cause?) Yes No

Eyefl/ision problems? Olasses I contacs E Last exarn by eye doctor
Other concerns'l (crossed eye, drooping lids, squinting, diffrculty rcading)

Dental EBraces uBridge OPlate Other

Other concerns?

fur/Hearing problems? Yes No Information may ba shared with tppropriatc personnel for hcaltlt and educational Purposrs'
Prrcnf/Guardim
Sigrntuw DrtsBondJo i nt problem/injury/scol ios is? Yes No

Entire section below to be completed by IVID/DO/APN/PA ("norcarrsrEsrlNG MANDATTDFoR srArpLrcnnrsoDcru,DCARE FAcrLInEs)

PHYSICAL SXAMINATION REQUIREMENTS HCIGHT WEIGI{T BMI B/P 
I

DIABDTES SCREENING BMbS5 rge/tcl Ycs tl NoO Alld arry two ofthe following: Irmily llistory Yes E Notr EthDic Milorlty Yes E NoO
l8i, otlnr{U! R.akttnceoyp.licnrio4 dydipidqnir poly.y6ricovoi.n ryudrodG- t.rt |oii! nigdc.n ) Ycs B No tr At RirL Ygs O Notr

LEAD RISX QUESTIOI{NAIRE. Rcqnd f. slriLtE .EE 6 m.dhs rr@sb 6 ycn .@[G.t i! li{!s.d or p!blic sonool opetcd d.y cd., tr6clr@l nt!.ry !.I$t .nd/or khdcr&fttn,
Blood Test Indicated? Yes E No E Blood Test Date Blood Test Result (Blood test required in Chicago and other high risk zip codes.)

TBsKrNTEsTR.cBnmcnd.do!lyfo'clildtEotnLbh-ri!e8roUP'imMingdt1ldrnw}o.'.ihhun$!Ppr3scdd@to1llvi'fcclidnotothdcdtditiotl3,@ntit'niErrnt'toehi8
FEv.l6c. su'ltiB, d d|o6. exp$cd lo rduh. i! hi${ist lrt.sori4 Scc CDC suid.liM. DoteRcsd I | 8!sut mrrl

LAB TESTS rrNDrcATEs rEsrrNG
MAMTATD FOR STATE LICf,.N$ED CHILD
CARET'ACILITTf,S

Date Resuits Date I F.e sults
I__- |

Hemoglobin t or Hematocrit * Sickfe Cell * (as indicated)

Urinalysis lothrr
SYSTEM REVTEW iNormal Co mments/Follow-upAleeds Nonnai CommentslFol lo w-up/Needs

Skin Endocrine

Ears Gastrointestinai

Eyes Normal Yesfl NoH Objective screerdng YesE NoE Result_
Amblyopia YeslJ NoB Rcfened to Optlralmologisr/Optomerrist YesEI No

Genitio-Urinary LMP

Neurological

Nose Musculoskeletal

Throat Spinal examination

Mouth/Dental Nutritional status

Cardiovascular/HTN
MentalHealth

Respiratory

NEDDS/MODItrICATIONS requircd in the school setting DIETARY Needs&.eskictions

sPEclALINgTRUcTIoNsDEvIcEs..g.i.fety8li,!cdgt!!s.yc,.lrec!protcctorfr$iy{rDi[p{.!d!hr,F6tlEricde};cc'd.hhlbridg.'fjsctc€lf'q|lI!IiErr,ppdv!

firou *orld litc io di!c!!s this 3tudelt" lFrlltr with ,chool c lchool lEnltt per!o'l$.I, Eh.ct rirL: g Nur. g Terch.t tr CoNselor tr A,inlipil

EMpRGENcYAcTloNn..dedwfit..t'.hoolducto.[ild'.h.dlht''djdon(e.&,..iar,&th'u'it3cot'tin8,food'Pcinutdl.'5/'ttc.dingF!b1..d|,dirb.l6,hPdIch)?
Y.3tr No tr lfylr, pl.'x d!r$ibc.

On the bssis of the examination on this doy, I approve this child's pnrticipntion in (If No or lllodified,pleree lttsch explanrtion.)

*IySICAL IDUCATION Ycs n Notr Modificd tr INTIRSCIIOLASTIC SFORTS (for one year) Yestr Notr Limited tr

P'"@

InEs) 
i

(Complete both sides)


