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Student’s Name Birth Pate Sex Race/Ethanicity Schoel fGrade Level/TD#
Last First Middle Month/Day/Yeer
m W Cite Zm F apendfGuonrdi Tﬂonz ¥ Home Wﬁk‘

IMMUNIZATIONS: To be completed by health care provider, Note the mo/dafyr for every dose administered, The day and month is required if you cannot
defermins if the vaccins was given gfter the minbmumm interval or age. If a specific vaccine is medlcally contraindicated, a separaie wiitien statement must be
attached explaining the medical reason for the coniraindication,

1 2 3 4 5 6

Vaccine/ Dose MO DA YR MO DA YR MO DA YR MO DA YR MO DA VR MO DA YR

DTP or DTaP

OTdapOTdODT | OTdapOTdODT | OTdapldTdlIDT | OTdapOTAODT | UTdapUITdODT

Tdap: Td or Pediatric
DT (Check specific type)

omrvoery | OV OOPY | CIVOOPY | T IpV OOPYV | OV OOPV 8 IPV O 0FV

Polio (Check specific
type)

Hit Huemophilus
influenza type b

Hepafitis B (HB)

Varicelin
{Chickenpox)

COMMENTS:

MMR Comhbined
Measles Mumps. Rubchia

Ruhells

Measles Miunps

Single Anfigen

Vaccines

Poeumococeal
Conjngate

Otber/Specify

Meningococeal, .
Hepatitis A, HPV,
Influcnza

Health care provider {(MD, DO, APR, FA, school health professional, beaith official) verifying shove tmmuonization istory must sign below. If adding dates
fo the ebove immunization history section, put your initials by date(s) and sign here.}

Signature Title Date

Signatire Title Date

ALTERNATIVE FROOF OF IMMUNITY

*{AIl measles cases dingnosed on or afier July 1, 2002, must ba confirmed by Iab v evidemnce.)

1. Clinical dingnosis is acceptable if verified by physician.
*MEASLES (Rnbeola) Mo pa vu MUMPS Mo pA YR VARICELLA Mo DA vR Physician's Signafure

2. History of varicella (chickenpox) disease is acneptnble if vexified by henllh care provider, school health profeasional or health official.

Pergm tigning halow ik verifying that the parat/pusrdian’s description of varicslla discrsc history is indicative of part infiectinn md is acespting mch history as documeniation of disease.

Daiv of Disease Sipnature Tifle Date

3. Laboratory confirmation (check one) - [IMeasles CMumps CIRuobells OHepatitis B~ [Varicella

Lab Resulis Date MO DA YR {Attach eopy of lab result)

VISION AND HEARING SCREENING BY IDFH CERTIFIED SCREENING TECHNICIAN

Dair Codes

& P=Pas
F="Fail

R L R L R L R L R L R L R L R L R L | U=Unable miest
Vidon Resfrred
Hesrlag Clases/Contach

(COMPLETE BOTH SIDES) Primied by Authariy of fhe State af Tiscis

IL 4444737 (R-01-12)



|mm Date Fu |Schnol Grade Level/ ml
Last First | Midde MontvDayf Year
HEALTH HISTORY TO BE COMPLETED AND SIGNED BY PARENT/GUARDIAN AND VERIFIED BY HEALTH CARE PROVIDER
ALLERGIES (Food, drug, imsest, otbe) - " JMEDICATION (Listall prascribiad or take om 2 regalar basis.)
Diagnosis of asthma? Yes  No Loss of fimotion of o of patred Yes Mo
Child wakes during night coughing? Yes Mo organs? (eyefearkidney/testicls) .
Birth defects? Yes No Hospitalizations? Yes No
Developmental delay? Yo o Whea? What for?
Blood disorders? Hemophilia, Yes HNo Surgery? [List ell)) [¥es  No
Sickle Cell, Other? Explein. When? What for?
Diabetes? Yer Mo Serions infury or illness? . Yexs No
Head Injury/Concussion/Passed out] | Yes Mo T skin fest pomitive (pastipeesent)]  |Ves* . No | “If yos, 1efer 10 local health
Scizares? Whet are fhey Like? Yes e "TB discase (past o7 proseal)? Toew Mo | department.
Heart problera/Shortness of breath? Yee No . | Tebacea use (type, frequency)? [Yes No
Heart mummur/High blood pressurc? Yes Mo AlecholDug usc? [Yes  Ne
Dizziness or chest pain with Yez: No Family history of sudden death [Yes No
exercise? . before age 507 (Cause?} .
Eye/Vision problems? Glasses £1 Cootacts 0 Last ctam by eye dector Denta] O Breces [+Bridge [I+Plate Other
Other concerns? (; d eye, drooping lids, squinting, difficalty reading} .
Ear/Hearing problems? Yes No Infoermation may be shaned with appropriete personad) fox bealth and educational pucposes.
BoneJoin: problem/iniiny/scoliosist  {Yes MW Parent/Guardian
one/Joint pro injury/sco [ Signature Date
PHYSICAL EXAMINATION REQUIREMENTS  Entire section below to be completed by MD!DDIAPN!PA
HEAD CIRCUMFERENCE if < 2-3 years old HEIGHT WEIGHT BP
HABETES SCREENING (NOTREQUIRED FOR DAY CARE) BMI>85% ageisex chEI Noll  And any two of the following: Family History Yes O No O
thuic Minority Yes(d No [0 Signa of Insulin Resistance (hypen , dyslipidamin, polycystis ovarian syndrome, scsnthosis nigricans) YesDl No 00 At Risk Yes [0 No H

BISK QUESTIONNAIRE Required for children age 6 months thrnugh & years enrolled in Immsod or public school operated day care, preschaol, oursery suhuul
d/or kindergarten.  (Blood test required if resides in Chicago or high risk zip code.)

westionmajre Admindstered ? Yes (1 No Ol Bleod Test Indicated? Yes O Mo O Biood Test Date Result
SEIN OR BLOOD TEST Recommended only for children in high-risk greups including children, & i due o KTV infestion or other conditions, frequent travet to or bom

113

high prevalence conntrizs or those expaged i adubs in high-rsk entegories. See CDC guidelines.  No test needed [F Test perfarmed L1

Skin Test  Date Read i/ Result: Positive [T Negative O mm

Biood Test: Date Reported [ Resolt: Positivel Negative O Value
LAB TESTS (Recommeadsd) Date Resuits | Diate Results
Hemoglobin or Hematocrit |sickie Call (when indicated)
Uninatyss [Developmental Screening Teol
SYSTEM REVIEW [Normal {Commeats/Follow-up/Needs [Normal [Commenis/Follow-up/Necds
Skin Faodocrine
Ears ’ Gastroinfestinal .
Eyes Amblyople YesD NoOl { Genito-Urinary LMP
Nose Neurolgleal
Throat Musruloskeletal
Mouth/Dental Spleal Exam
Cardiovascula /BTN Nutritional stains
Respiratory 0 Diagnosis of Asthma Menisl Health

Currently Prescribed Asthina Medication;
I Quick-relief. medication (e.g. Short Acting Beta Agonist) Other
O Contraller medication (2.g. inhaled corticostanid) - _

NEEDS/MODIFICATIONS required in the school setting DIETARY Necds/Restrictions
SPECIAL INSTRUCTIONS/DEVICES c.g. safety plasscs, glase cye, chest protcetor for amhythmia, pacemsker, prosthetio device, denia! bridgs, fales path, athlefie sappoct/cap
MENTAL HEALTR/OTHER Is there anything elie the school should know shoot this stndent?
K you would like to discwss this stodond’s hoadth with school or school health pasomne, check tifls; [CINumme [ Teachar [ Connselr [ Principal
EMERGENCY ACTION nccded whik at school dic to child's health condifion (.,  sefmires, asthma, inssct sting, food, peamut mllergy, blseding problem, dinbetes, hexrt problemm)?
Yes No O Ifyss, plense describe.
On the basis of the examination on thix day, I approve this child’s participation in {If Na or Modified plezse dtsch explanation )
PHYSICALEDUCATION Yee[T No[l Modified O INTERSCHOLASTIC SPORTS Yosid Noll TLimited [J
Priot Name (MD,DO, APN, PA) Date
Address one

(Compleie Both Sides)




