STATE OF ILLINOIS
DEPARTMENT OF HUMAN SERVICES
CERTIFICATE OF CHILD HEA LTH EXAMINATION

Please Prim

Student's Name Birth Darte Sex : Srhaol

i

Grade Level /1D

Last Fieet Midile Muth/Dhine* Year !
F:rem.:‘ Telephanz =
Addresg Streer City ZIP cude Guardian Home Wark

IMMUNIZATIONS: To be completed by health care provider. Note the
the vaccine was given afier the minimum interval arage, Ifa specific vaccine is med ically contraindicatad, 3
the medical reason for the contraindication.

mo/dayr for pyerv dose sdministerad. The day znd manth is required if vou cannot determine if
separate written statement must be attached explaining

1 2 A 4 5
VACCINE/DOSE MO D& YR MO DA YR MO DA YR MO DA VR MO DA ¥R

[
MO DA YR

Diphtheria, Tetanus and Permussis
(DTP or DTaP)

Diphthariz and Tetanus (Pediatric DT or Td}

Inactivaied Polic (IPV)

Oral Polin (OPV)

Heemophilus influenzae type b (Hib)

Hepatitis B (HB)

T
Varicslla {Chickenpox) Amnents

Combined Measles, Mumps and Rubella
{MMR) :

Measles (Rubealn)

Rubsta (3-day measles)

Mumps

Pneumocaceal {not required for schogl eniry) OPCV? OPPVIR | OPCV7 DPPVIY | Opcvs DEPVIZ 5 DPCVI OPPVZ | Opcvy [M[ZIET

OPCVI Cippvas

Check specific type (PCV7, PPVIZ)

Other (Specify hepatitis A, meningococeal, et}

Health care provider (MD, D0, APN, PA, school health professional, health official) verifying above immunization history

must sign below.

Signature Title Date
Stgnature
(M adding dntes to the above immunization history section, put your initials by da teis} and sign heore,) Title Date
Signature
(17 ndding dates to the above immunization history section, put your initisls hy da tefs) and sion here) Title Date

ALTERNATIVE PROOF OF IMMUNITY

1. Clinical dingnosis is acceptable il verified by physicizn,  »an mensles cutes disgnuaed an o udter Tuly 1. 02, wmust be eonfinned by Iaharainry evidence,)

*MEASLES {Rubeolz) M0 ba vr MUMPS Mg Da v& VARICELLA mo b4 wr Physician's Signature

2. History uf varcells (chickenpox) disense is acceplable if verified by health caps provider,
Persan sipning below is verifying that the parent/gardizn’s deseription of varcells disense histary

school health professienal or health afficial,
is Indicetive af past infection and i frcepting such history as docwsnenta

tiom of discase,

Date of Disense Signature Title Date

3. Labaratery confirmation {check one) [0 Measles O Mumps O Rubella O Hepatitis B O Varicella

Lab Results Date MO Da VR {Arcich copy of Inb repert, if available.) .

VISION AND HEARING SCREENING DATA
Pre-schiool - apnually beginning at age 31 Sehoot age~ during sehool year at required grude fevels
Cndes
Date P= Pass
Ape/Grade f I F=Fzil
RL| R L R L R L 1 L R L Y R L R L R L | U=Unableto
test

Vision R =Relerrec

. GIC = Cliagses/
Hearing Contrpees

Printed by Authority of the State of IMingls
) (Complete Both Sides)
1L444-4737 (R-01-05)



