
State of TIIinois
Certificate of Child Health Examip2li6a

Certilicates of Religious ExemPtion to Immunizations or Physician Medical Statements of Med.ical Contraindication Are Reviewed and
Maintaineil by the School Authority.

Student's Name

Last First Middle

Birth Date

MonthDav/Year

Sex RacdEthnicity School /Grade LeveUID#

Address Street CiW ZioCode Parent/Gurdian Telephone # Home Work
IMMUNIZATIONS: To be completed by heatth care provider. The mo/da/yr for every dose administerea is requir"aLt., specinc vaccine is
medicallJr coDtraindicated, a separate written statement must be attached by the health care provider responsible for compieting the health
examination explaining the medical reason for the contraindication,
REQUIRED
Vaccine / Dose

DOSE 1

MO DA YR

DOSE 2

MO DA YR

DOSE 3

MO DA T'R

DOSE 4

MO DA YR

DOSE 5

MO DA. YR

DOSE 5

MO DA YR

DTP or DTaP

Tdap; Td or
Pediatric DT (Check
specific type)

trTdaptrTdtrDT trTdaotrTdtrDT trTdapDTdtrDT trTdaptrTdtrDT trTdantrTdtrDT trTdaptrTdtrDT

Polio (Check specific
type)

tr IPV tr OPV t] IPV tr OPV D IPV tr OPV tr IPV tr OPV tr IPV tr OPV tr IPV tr OPV

Eib Haemophihx
influenza typeb

Pneumococcal
Conjugate

Hepatitis B

MMR Measles

Mumps. Rubella
Comments:

Varicella
(Chickenpox)

i![sningococcal
conjugate (MCV4)

RICOMMENDED, BIIT NOT REQUIRED Vaccine / Dose

Ilepatitis A

HPV

lnlluenza

Other: Speci$
Tmmunizlfi6a
Adminisfarad/Tlafac

Health care provider (MD, DO, APN, PAe school health professional, l"rttt omciAl verifyingilift'i--"trirutiotr hirtorj, -,r.t sign below.
If adding dates to t.he above irununization history section, put your initials by date(s) and sip lera

Signature Title Date

Siguature Title Date
ALTERNATIVE PROOF OF IMMUNITY
I. Clinical diagnosis (measles, mumPs' hepatitis B) is allowed when verified by physician and supported with lab confirmation. Attach
copy of lab resulL
*MEASLES(RUbEOIA) MO DA YR **MIJMPS MO DA YB IIEPATMTSB MO DA YR YARICELI,AMO DA YR
2- Ilistory of varicella (chi-ckelPox) disease is acceptable if verilied by health care provider, school health professional or health official
,Person siming below verifies that the parenVguardian's description of varicella disease history is Ldicative of past infection aid is acceling zucl nistory as' documentation of disease.

Date of
Disease Signature Title
J. Laboratory Evidence of lmmunity (cEec! one) EMeasles* EIMumps** ERubella ElVaricella Attach nonw of lah rpcrrtt*All measles cases diagnosed on or after JuIy l,2OO2, must be confr-"a ty trUoratory 

""iO"nc".**All mumps cases diagnosed on or after July l, 2013, must be confirmed by laboratory evidence.

completion of Artematives I or 3 MUST be accom[anied by Labs & physician signature:
Physiciau Statements of Immuniry MUST be submitted to IDpH for review.

/a^trhr hm h^m



Lsl Firsl Middlc

Birth Date
Moath/Dav/ Year

iex ichool Grade LeveV ID

TIEAITH HISTORY TO BE COMPLETED A-I\ID SIGNED BY PARENT/GUARDIAN AIID VERTFIED BY HTA11g CARE PROVTDER
ALLERGIES
Foo4 dru& iNecl, other)

Yes
No

-ist: VIEDICATION prcscribed or
aken on a regular brois.)

Yes llist:
Nol

Diagnosis of asthma?
Child wakes during night coughing?

Yes No
Yes No

Loss offunctiou ofone ofpaired
orgars? (eyelearlkidney/testic le)

fes No

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

fes No

Developmental delay? Yes No

Blood disorders? Hemophiliq
Sickle Cell. Other? Explain.

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

fes No

Diabetes? Yes No Serious injury or illness? fes No

Head injury/Concussion{Passed out? Yes No TB skin test positive (pasVpresent)? fes* No *Ifyes, refer to local health
department.Seizures? What are they like? Yes No TB disease (past or present)? Yes* No

Heart problenr/Shortness of breath? Yes No Tobacco use (type, frequency)? Yes No

Heart mumrur/High blood pressure? Yes No AlcohoyDruE use? Yes No

Diziness or chest pain with
exercise?

Yes No Family history ofsudden death
before age 50? (Cause?)

fes No

EyelVision prcblerus? _ Glmses El Contacts E l:st exam by eye doctor _
Other concems? (crossed eve. droopins lids. souintine. difficultv mdins)

Dental E Braces tr Bridge tr Plate Other

Ear/Hearing problems? fes No Iafomtion my be shed with appropriate penomel for health md educational purposer
ParenVGuardian
Signature Date

Bone/Joint problem/injury/scoliosis? (es No

?HYSICAL EXAMINATION REQUIREMENTS
IEAD CIRCUMFERENCE if < 2-3 years old

Entire section below to be completed by MD/DO/ApN/pA
EEIGET WEIGEI BMI B1P

)IABETESSCREENINGINoTREQUIREDFoRDAYCARE) BMb85%age/sex YesE Notr Andanytwoofthefollowing: FamilyEistory yestr Notr
trthuic Minority YesEI No D Signs of Insulin Resistance (hypertensio4 dyslipidemia, polycystic owrian syndrome, rcmthosis nigric*r) Yestr No tr ai nist yes fl No E
,EADRIsKQUEsTIoNNAIRx:Requiredforchildrenage6monthsthrough6yeanenrolledinlicens"do'p,b
md/or kindergarten. @lood test required if resides in Chicago or high risk zip code.)

)uestionnaire Adminisfsrcfl? Yes E No tr Blood Test Indicated? Yes tr No D Blood Test Date Result
fB SKIN OR BLOOD TEST Recorcnded only for children in high-risk groups ircluding children i.-*or,rppr"r."d d* to tilv iof*tion o. oti,* 

"orditioos, 
fi"quent favel to or bom

tlo test needed E Test performed E Skin Test: Date Read t I Result Positive E Negative E --
Blood Tesfi Date Reported I I Resulfi Positive EI Neeative E Value

LAB TESTS (Recommcnrlcd) Date Results Date Results

Hemoglobin or Hematocrit lickle Ceil (when indicated)
Uri:ralysis )evelopmental Scree,tring Tool
SYSTEMREVTEW l{ormal Co mmentslFollow-up/Needs !{ormal lomments/Follow-up/l'{eeds

Skitr Endocrine

Ears Ssreening Result Gaskointestinal

Eyes
( 

Sr*"ning Result Genito-Urinary IMP

Nose Neurological

Throat Musculoskeletal

Mouth/Dental Spinal Exam

CardiovascularlHfl\ Nutritional status

Respiratory E Diaposis ofAsthma Mental Eealth

Currently Prescribed Asthma Medication:
trl Quick-relief medication (e.g. Short Acting Beta Agonist)
E Conholler medication (e.g. inhaled corlicosteroid)

Other

NEEDSA,IODIFICATIONS required in the schoot settiag DIETARY Needs/Resrictions

sPEcIALINsTRUCTIoNs/DEvIcEse'g.safttyglasses,glasseye,chestProtectorforaohythmiapu".mato,p,o,tn"

MENTAL ffiALTH/OTffiR Is there anyhing else the school shou[d knoy a[sq1 this stulsal! 

-

If you would like to disros this student's health with school or school health perso.ne! check title: E Nrrsc E Teachs E Counseior EI prircipal

EMERGENCY ACTION needed while at school due to child's health condition (e.g., r"i*, ,"th-a insect sting foo4 p""ort ,u"rgy, bleeding problem, aiuu"t".lffii:ffi
Yes E No E If yes, please describe.

On the basis ofthe examination on this day, I approve this child's participation in
PEYSICAL EDUCaTToN Yes tr No tr Modified tr INTERSCHoLASTTC spoRTs yes E No D Morrifierr r-l

Print Name (MD,DO, APN, PA) Signature Dete

\ddress Phone


