PLEASE PRINT/TYPE

CERTIFICATE OF CHILD HEALTH EXAMINATION

INFORMATION ON THIS FORM MAY BE SHARED WITH APPROPRIATE PERSONNEL OR HEALTH AND EDUCATIONAL PURPOSES)

PUPIL'S GRADE
NAME: BIRTHDATE SEX I:l M D F LeveL
LAST FIRST MIDDLE MO DAY YR
PARENTS ,
ADDRESS: TELEPHONE: SCHOOL:
" 'STREET CITY ZIP CODE HOME WORK
PARENT OR GUARDIAN: ADDRESS:

MEDICAL HISTORY

IMMUNIZATION- PLEASE PROVIDE THE MONTH DAY AND YEAR FOR EVERY DOSE ADMINISTERED THE DAY AND MONTH
IS REQUIRED IF YOU CANNOT DETERMINE IF THE VACCINE WAS GIVEN PRIOR TO THE MINIMUM INTERVAL OR AGE.

TO BE COMPLETED BY PARENT
CHICKEN POX

1
- - - - MO DAY YR

2
MO DAY YR

3 4 5
MO DAY YR MO _ DAY YR | MO DAY

YR
_____________________________ DIPHTHERIA PERTUSSIS AND
SCARLET FEVER/STREP  ---eeeee- YEAR TETANUS (OPT) o
T.B./T.S. CONTACT YEAR DIPHTHERIA AND TETANUS
(Td) OR (TD)
CONGENITAL DEFECTS
DIABETES ORAL POLIO
EPILEPSY COMBINED MEASLES/MUMPS/
RUBELLA (MMR) -
HEART DISEASES
COMBINED MEASLES AND RUBELLA 1. CLINICAL DIAGNOSIS IS ACCEPTABLE
FREQUENT EAR INFECTION ... (MR) VERIFIED BY PHYSICIAN.
INJURIES/ACCIDENTS YEAR: RUBEOLA (RED MEASLES) LIVE
VI IU IR V7-N Tl N e ———
RESULTS
| EAR: RUBELLA (3 DAY OR GERMAN MEASLES
PERMANENT DISABILITY —oeeee : MEASLES) Y v .
TYPE
MUMPS
RESULTS MUMPS
RESULTS
SURGERY OPERATIONS YEAR: * TB SKIN TEST MONTH DAY YEAR
TYPE * MANDATED FOR CHILD CARE FACILITIES
RESULTS HEALTH PROVIDER SIGNATURE (PHYSICIAN SCHOOL

ALLERGIES (LIST)

ROUTINE MEDICATIONS (LIST)

HEALTH PROFESSIONAL OR HEALTH OFFICIAL)
(VERIFYING THAT IMMUNIZATIONS WERE GIVEN)

2. LABORATORY CONFIRMATION OF ANY
DISEASE IS ACCEPTABLE.

DISEASE

SIGNATURE DATE
MONTH DAY YEAR
OTHER
SIGNATURE DATE LAB RESULT
PARENT'S SIGNATURE DATE SIGNATURE DATE PHYSICIAN'S SIGNATURE DATE
TO BE COMPLETED BY PHYSICIAN PHYSICAL EXAMINATION
VALUATION (REQUIRED) (STRONGLY RECOMMENDED)
—
NORMAL | ABNORMAL FOLLOW-UP - COMMENT DATE NORMAL | ABNORMAL RESULT
HEIGHT WEIGHT HEMOGLOBIN
SKIN HEMATOCRIT
EYES URINALYSIS.
EARS LEAD SCREENING.
NOSE SICKLE CELL
THROAT MEDICATIONS
THROAT/DENTAL DIET RESTRICTION/ NEEDS

CARDIOVASCULAR B/ P

RESPIRATORY.

GASTROINTESTINAL

OTHER

SPECIAL EQUIPMENT NEEDED

ALLERGIES

GENITO-URINARY

NEUROLOGICAL

GENERAL COMMENTS

MUSCULAR SKELETAL

SCOLIOSIS SCREENING

NUTRITIONAL STATUS

OTHER

ON THE BASIS OF THIS EXAMINATION ON THIS DAY | APPROVE THIS CHILD'S PARTICIPATION IN:

IF NO, PLEASE ATTACH EXPLANATION.
PHYSICIAN'S SIGNATURE

ADDRESS

INTERSCHOLASTIC SPORTS YES
(FOR 1 YEAR)
PHYSICAL EDUCATION

DNO

EI YES EI NO

DATE:

TELEPHONE:

VISION AND HEARING SCREENING DATA

THIS SECTION TO BE COMPLETED BY I.D.P.H. CERTIFIED SCREENING PERSONNEL - IF PRE-EXISTING APPROVED FORM BY I.D.P.H. IS NOT AVAILABLE.

PRE-SCHOOL - DURING FIRST YEA

R OR ENROLLMENT

DATE
CODE
GRADE
RILIR|L|IR] LR LR LIR|]L]JR|LJR|L|IR|JL|R|JL]P PASS
VISION F FAIL
HEARING R REFERRED

SCHOOL AGE - DURING SCHOOL YEAR AT REQUIRED GRADE LEVEL

ILLINOIS DEPARTMENT OF PUBLIC HEALTH
ILLINOIS STATE BOARD OF EDUCATION
ILLINOIS DEPARTMENT OF CHILDREN
AND FAMILY SERVICES
ILLINOIS HIGH SCHOOL ASSOCIATION,

IDPH * ISBE * DCFS * IHSA * 001.2 * 10/80



