
State of Illinois

Certificate of Child Health Examination
t

Student’s Name Birth Date Sex Race/Ethnicity School /Grade LcvcI/ID#

Last First Middle Monlli/DiiyA'ear

Addi’css Street Ciiv Paieni/Gunrdiaii Telcphoiie # Home Work

IMMUNIZATIONS: To be completed by health care provider. The mo/da/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 contraindicati on.

REQUIRED

Vaccine / Dose

DOSE I DOSE 2 DOSE 3 DOSE 4 DOSE 5 DOSE 6

MO DA VR MO DA YR -MO DA YR MO DA YR MO DA YR MO DA YR

DTP or DTaP

Tdap; Td or
Pediatric DT (Check
specific type)

□TdapDTclDDT □TdapDTdDDT □TdapDTdDDT □TdapDTdDDT □TdapDTdDDT □TdapDTdDDT

□ IPV DOPV □ IPV DOPV □ IPV DOPV □ IPV □ 01>V □ IPV DOPV □ n^v □ opv
I*olio (Check specific
type)

Mil) Haemophilus

influenza type b

Pticiimococcal

Conjiigiile

Hepatitis B

Comments:MMR Measles

Miiiiips. Rubella
* indicates invalid dose

Varicella

(Chickenpox)

Meningococcal
conjugate (MCV4)

RECOMMENDED, BUT NOT REQUIRED Vaccine / Dose

Hcpatitis.A

HPV

influenza

Other: Specify
Imni tinization

Adiiiiiiistcred/Dates

Health earc provider (MD, DO, APN, P.\, school health professional, health official) verifying above immunization history' must sign below.
If adding dates to the above immunization history' section, put your initials by date(s) and sign here.

Signature Title Date

Signature Title Date

ALT!'UNATIVE PROOF OF IMMliNIT^'

1. Clinical diagnosis (measles, mumps, hepatitis B) is allowed when verified by physician and supported with lab confirmation. Attach
copy of liib result.
* MEASLES (Rubeola) MO DA YR **MUMPS MO DA YR HEPATITIS B MO DA YR VARICELLA MO DA YR

2. History' of varicella (chickenpox) disease is acceptable if verified by health care provider, school health professional or health official.
Person signing below verifies that the parcnl/guardian's description of varicella disease history i$ indicative of past infection and is accepting such history as
documetuaiion of disease.

Date of

Disease Signature Title

3. Laboratory Evidence of Immunity (check one) DMcaslcs* □Mumps □ Rubella DX'aricella Attach copy of lah result.
**

*Ail measles cases diagnosed on or alter July 1. 2002. must be confirmed by laboratory evidence.
All mumps cases diagnosed on or alter July 1. 2013. must be confirmed by laboratory evidence.

a*

Completion of Alternatives 1 or3 MliST be accompanied by Labs & Physician Signature:
Plwsician Statements of linmunilv MUST be submitted to IDPH for review.

Certificates of Religious Exemption to Immunizations or Physician Medical Statements of Medical Contraindication Arc Reviewed and

MahUahied by the School Authority.

(COMPLETE BO ITI SIDES) Printed by Authority of the Stnlc of Illinois11/2015



School Grade Level/11)SexBirth Date

Lasl First Middle Monih’Dav/ Year

TO BL COMPLETED AND SIGNED BY FARENT/Gl'ARDIAN AND VERIFIED BY HEALTH CARE PROVIDERHEALTH H1S10RY

List; Yes List:ALLERGIES

(Food. drug, insect, other)

Yes MEDICATIO.N (Prescribed or
taken on a regular basis)No No

Loss of function of one of paired
organs? (eye/earTiidney/testicle)

Diagnosis of asthma?
Child wakes during night coughing?

Yes No

Yes No

Yes No

Hospitalizations?
When? What for?

Yes NoBirth defects? Yes No

Developmental delay? Yes No

Surgety? (List all.)
When? What for?

Yes NoBlood disorders? Hemophilia,
Sickle Cell. Other? Explain.

Yes No

Yes No Serious injury or illness? Yes NoDiabetes?

TB skin test positive (past'present)? Yes* No ●If yes, refer to local health

department.
Head injury/Concussion/Passed out? Yes No

TB disease (past or present)? Yes* NoYes NoSeizures? \\Tiat are they'like’’

Tobacco use (type, frequency)?Yes No Yes NoHeart problem/Shortness of breath?

Alcohol/Drug use? Yes Noi icart murmur/High blood pressure? Yes No

Family history of sudden death
before age 50? (Cause?)

Yes No Yes NoDizziness or chest pain with
exercise?

Eye/Vision problems?
Other concerns? (crossed eye, drooping lids, squinting, difficulty reading)

Gla.sses □ Comaets □ Last exam by eye doctor □ Braces □ Bridge □ Plate OtherDenial

Informaiinn may be shared with appropnatc personnel for health and educational purposes
Parent/Guardian

Signature

tar/Hearing problems? Yes No

YesBone/Joint problem/injury/scoliosis? No
Date

Entire section below to be completed by MD/DO/AP.N7P.\
WEiGirr

PUVSiCAE EX.VMINATION REQDIRE.MENTS
MEAD CIRCTIMFERENCE if < 2-3 years old DM I B/PIIEIGHI BMI PERCENTIt.E

Dl.VBETES SCRE'ENTNG (NOT REQi:iRF.o FOR DAYC.ARE) BMl>85®/o age/sex YesD NoD And any two of the following; Family History Yes □ No □
Ethnic Minority YesD No □ Signs of Insulin Resistance (hypenension, dyslipidemia, polycystic ovarian syndrome, acanthosis nigricans) YesD No □ .At Risk YesD No D

LEAD RISK QL'ESTIONN.AIRE: Required for children age 6 months through 6 years enrolled in licensed or public school operated day care, preschool, nursery school
and/or kindergarten. (Blood test required if resides in Chicago or high risk zip code.)

Questionnaire .Administered? Yes D No Q Blood Test Indicated? YesD NoD Blood Test Date Result

I'B SKIN OR BLOOD TEST Recommended only for children in high-risk groups including children imniuiiosuppressed due to HIV intection or other conditions, frequent travel to or born

111 high prevalence countries or those exposed to adults in high-risk categories. See CDC guidelines, http , '●yyyjy )-'iL?U!2ilLfrl\t!!'livutl!!!lviL'.Lii]iSlcl>.?v'siii!g' I

●No test needed D Test performed D Skin Test: Date Read Result: Positive D Negative D
Result: Positive D Negative D

mm	

ValueBlood Test: Date Reported

Date ResultsDate ResultsLAB TESTS (R«omninnl«l)

Sickle Cell (when indicated)Hemoglobin or Hematocrit

Developmental Screening ToolUrinalysis

Normal Comments/Follow-II p/NcedsSYSTEM REVIEW Comments/Follow-iip/NecdsNormal

EndocrineSkin

GastrointestinalScreening Result:Ears

Genito-Lrinary LMPScreening Result:Eyes

Ncii rologicalNose

.MusculoskeletalI'hroat

.Spinal E.xamMouth/Deiital

Nutritional statusCardimascular/HI'N

O Diagnosis of Asthma Mental HealthRespiratory

Currently Prescribed Asthma Medication:
Q Quick-rdief medication (e.g. Short Acting Beta Agonist)
n Controller medication (e.g. inhaled corticosteroid)

Other

DIET.ARY Need&'RestriclionsNEEDS/MODIFIC.ATTO.NS required in the school setting

SPECIAL INSTRl'C-TIONS/DEVTCES e.g. safety glasses, glass eye. chest protector for arrhylhmia, pacemaker, prosthetic device, dental bridge, fiilse iccih. athletic support/cup

MENTAL HEALUI/OTHER Is there any thing else the school should know about this student?

Ifyou would like to discuss this student’s health with school or school health personnel, check title: D Nurse D Teacher D Counselor D Principal

EMERGENCY ACTION needed while at school due to child’s health condition (e g., seizures, usiliina, insect sting, food. )>cmuit allergy, bleeding problem, diabetes, heart problem)?

YesD No D Ifyes, please describe.

On the basis of the examination on this day. 1 approve this child’s participation in (IfNo or Modified please attach explanation.)

INTERSCHOLASTIC SPORTS Ycs □ No □ Modincd □PHYSICAL EDI C ATION Ves □ .NoD Modified □

(MD.PO.APN.PA) SignaturePrint Name Date

Address Phone



State of Illinois

Certificate of Child Health Examination

School /Grade Level/ID//Rflcc/EtbnicityBirth Date SexStudent’s Name

Middle Monili/Pny/YearPintLast

WoiiPafcnt/niiardinn Telcghjjn^jM^omcZip CodeLaAddress Street

IMMUNIZATIONS: To be completed by health care provider. The mo/da/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 contraind cation.

DOSE 6

MO DA YR

DOSES

MO DA YR

DOSE 3 DOSE 4DOSE 2DOSE I

MO DA YR

REQUIRED
Vaccine/Dose MO DA YR MO DA YRMO DA YR

DTP or D l al*

□TdapDTdaDT □TdapDTdDDT□TdapDTdDDT □TdapDIdaPT□TdapDTdDDT□TdapDTdDDTTdap; Tdor
Pediatric DT (Check
epecific type)

□ IPV □ OPV□ IPV □ OPVD IPV □ OPV □ IPV DOPV□ iPV □ OPV□ II>V □ OPV
Polio (Check specific
type)

Hib Haemophilus
influenza typeb

Pneumococcal

Conjugate

Hepatitis B

Comments:MMR Measles

Mumps, Rubella

Varicella

(Chickenpox)

Meningococcal

con|ujaMMCV4)^
RECOMMENDED. BUT NOT REQUIRED Vaccine / Dose

Hepatitis A

HPV

Influenza

Other: Specify
Immunization

Administcred/Dates

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

DateTitleSignature

Title Date
Signatu^
ALTERNATIVE PROOF OF IMMUNITY

1. Clinical diagnosis (measles, mumps, hepatitis B) is allowed when verified by physician and supported with lab confirmation. Attach
copy of lab result.
*MEASLES (Rubeola) MO DA YR

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

Date of

Disease

3. Laboratory Evidence of Immunity (check one) DMcasles*
●All measles cases diagnosed 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.

VARICELLA MO DA YRHEPATITIS B MO DA YR**MUMPS MO DA VR

TitleSignature

□Varicella Attach copy of lab result.□Mumps □Rubella**

Completion of Alternatives 1 or 3 MUST be accompanied by Labs & Physician Signature:	
PhysicianStatementsof ImmunityMUSTbe submittedto IDPH for review.

CertiScates of Religious Exemption (o Immunizations or Physician Medical .Statements of Medical Contraindication Are Reviewed and Maintained by the School Authority.

(COMPLETE BOTH SIDES) Printed by Authority of the State of Illinois11/2015



Fecha de Nacimiento

Iniciai Mea/Dia/Aflo

Sexo Bscuela Grado/Num de Idem.

AMltid^	
HISTORIAL M^oicO- PARASER COMPLETADO Y FIRMADO POR PADRESH-UTOR Y VERIFICADO POR EL PROVEEDOR DECUIDADO DESALUD

Nombrc

ALERGIAS (Alimenlos.

drogai, inseclos. otro)

MEDICINAS (Ancrte todas SI
las reccladas o lomadat con

reauJaridad)

Si Andtelas todosr

No No

^Tiono pdrdida de funcionos on uno do los^Tione diagndstico de asihmii?
',Despiena ol niAo losiendo on In nochc?

SI NoSi No
6rgonos? (OJos/Oidoa/Rinoites/Tcsiiculos)

Si No(.Tiene defeclos de nacimiemo? ^Ha aido bospitaliaado?
{,CuArulo? iPara qui?

Si No

^Tiene ertrasos del desairollo? SI No

^Tiene probbmas de la sangio? HemoElta,
GI6bnloi Falciformes (Sidle Cell), Otro

i,Ha (enido alguna cirugia?(an6telai todas)
^Cuiindo? APara qud?

Si No Si No

Si No ^Ho lenido heiidas graves o enfbrmedades? Si No^Tiene diabetes?

*Si contesld si. refiera al

depanamento de salud local
Si No (.Pfueba poaitiva de TB (Pasado o Proseme)? Si No^Tiene heridss on la cabeza/golpe/desmayo?

^Enfennodad de TB (Paaado o Presente)?^Tiene convulsiones? C6mo se maniiiesum? Si No Si No

Si No'.Tiene problemns cordiacos/No roipira bicn? ^UsB tabaco (tipo, frecuencia)? Si No

SI No Si Noi.TiotM Bopk) en el corazon/presidn arterial alta? ^Toina alcohobdrogas?

^Historial de fiimiliares do muerte repenlina

antes de los 50 aftos? ^Causa?
r,Tiene tnareos o dolor dc peebo al haccr
ajercicios?

Si NoSi No

Denial DGanchos □ Puente □ Plncas Otrol^ntes □ I^tes de Conlacto □ Ultimo exameniProblemas con los ojos/visidn?
f,Otra t Preocupacionei? (biroo. piipados caidos, paipndear, diEcultad ettando lee)

La infomiacidnenestefommlariosepuedecompartirconelpereonnl apropiado para propbiitos de
salud X educaciba
Pirma del Padre/Tutor

f,Tiene problemns de los oidns/no oye bien? SI No

:,Tiene problemas de los
luesos/articulaciQnei/TieridiUL/eiCQliosia?

PHYSICAL EXAMINA110N REQUIREMENTS
HEAD CIRCUMFERENCE if <2-3 years old

FechaSi No

Fnrirc section below to be completed by MD/DO/APN/PA
WEIGHTHEIGHT BMI IWP

DIABETES SCREF.N1NG (NOT REQUIRED FOR DAY CARE) BM1>85% age/sea YesD NoD And any two of the following; Family History Yes □ NoD
Ethnic Minority YesD NoD Signs of Insulin Resistance (hyrwncnsion.dyslipidemia. polycystic ovarian syndrome, acanthosis nigricans) YesD NoD At Risk YesD NoD

LEAD RISK QUESTIONNAIRE: Required for children age 6 months through 6 years enroll)^ in licens^ or public school operated day care, preschool, nursery school
and/or kindergarten. (Blood test required if resides in Chicago or high risk zip code.)

Questionnaire Administered? Yes □ No D Bloodiest Indicated? Yes D NoD Blood Test Date Kesuit

TB SKIN OR BLC^D TEST Recommended only for children in high-risk groups including children immunosuppressed due to HIV infection or other condiiioiu, eferiucnl travel to or bom

in high prevalence countries or those exposed to adults in high-risk categories. See CDC guidelines. Imp eJe uo\'ilvniiblicuti(ni'.s^lavl,^liecls/lc,sii[Hj.''l'H Icniuii^ him.

No test needed D Test performed □ Skin Test: Date Read / / Result: Positive D Negative □
Result: Positive □ Negative □

mm

BloodTe8t^__Datc_Re£orted / / Value

Results Date ResultsLAI) TESTS (ReconimNuttd) Date

Sickle Cell (when indicated)Hemoglobin or Hematocrit

E>evelopmentaJ Screening ToolUrinalysis

Norma] Comments/Foilow-up/NcedsSYSTEM REVIEW Normal Commcnts/Foliow-up/Necds

EndocrineSkin

GastrointestinalScreening Result;Ears

Genito-Urinary LMPScreening Result.Eyes

NeurologicalNose

MusculoskeletalThroat

Spinal ExamMoiilh/Dcntal

Nutritional statusCardiovascular/HTN

D Diagnosis of Asthma Mental HealthRespiratory

Currently Prescribed AsUima Medication:
D Quick-relief medication (e.g. Short Acting Bela Agonist)
□ Controller medication (e.g. inhaled corticosteroid)

Other

DIETARY Needs/RestrictionsNEEDS/MODIFICATIONS erquired in the school setting

SPECIAL INSTRUCTIONS/DEVICES e.g., safety glasses, glass eyu. chest protector for arrhythmia, pacemaker, prosthetic device, dental bridge, false teeth, athletic support/cup

MENTAL HEALTH/OTHER Is there anything else the school should know aboiu this student?
Ifyuu would like to discuss this student's health with school or school health personnel, check title: D Nurse D Teacher □ Counselor □ PriiKlpal

EMERGENCY ACTION needed while at school due to child's health condition (e g. seizures, asthma, insect sting, food, peanut allergy, bleeding problem, diabetes. Iiean problem)?

YesD NoD Ifyes, please describe.

(If No or Modified please anach explanation.)On the basis of the examination on thia day. I approve this child's patlicipalion in
INTERSCHOLASTIC SPORTS YesD NoD ModiHed □PHYSICAL EDUCATION YesD NoD ModiHeda

(MD.PO, APN, PA) Signature DatePrint Name

PhoneAddreM


