FOR USE IN DCFS LICENSED GHILD CARE FACILTIES
CFS 600
Rav 52006

STATE OF ILLINOIS ]D)(‘ IF %ﬁ

DEPARTMENT OF [[UMAN SERVICES
CERTIFICATE OF CHILD HEALTH EXAMINATION

Please Print
Student's Name L First Middle Birth Date Sex Grade Level ID#
Parentf Telephane ¥
Address Streed Cliy ZIP code | Guardian Home Work

IMMUNIZATIONS: To be completed by health care provider, Nole the mofdalyr for every dose adminisiered, The day and month is required if you cennol delermine if
the vaceinc wes given gffer the minimum interval or age. IF a specific vaccine is medically contraindicated, a separate wrltien stalement must be attached explaining
the medlcal ceason for the contraindication.

1 2 3 1 5 6
YACCINE/DOSE MO DA YR MO DA YR MC D& YR MO DA YR MG DA YR MO DA YR

Diphlheria, Telanus and Pertussis
{DTP ar DTaP)

Diphtheria end Tetanus {Pediatric DT or Td)

Inactivated Polio {IPV}

Oral Pelic (OPV)

Haemaphilus inlluenzae type b (Hib)

Hepstitis B (HB)

Varicella (Chickenpox) Comnenls

Caombined Measles, Mumps and Rubella (MMR)

Measles {Rubeola)

Rubella (3-day measles)

Mumps

Pneumocoecal {not required for school entry) aecv7 OpPv22 | OPCY7 OPPYV23 | OrPCY? DPPV23 | OrCY7 OpPY23 | OPCV7 OPPV23 | DPCY? OPPY2)

Check speeific lype (PCY7, PPY23) Dale

Other (Specily hepalilis A, meningococcal, eic)

Health care provider (MD, DO, APN, PA, school health professional, healih official) verifying above immunization history must sign below.

Signature Title Date
Signature
(Il adding dates 10 (he above immunization history section, pui your initials by date(s) and sign here.) Title Date
Signature
(IV adding dates to the above immunization history sectlon, put your initlals by date(s) and sign here.) Title Date

ALTERNATIVE PROOF OF IMMUNITY

1. Clinical diagnosis is acceptable if verified by physician.  *(All measles cases diagnosed on or afler July L, 2002, nust be canfirmed by laboratery evidence.)

*MEASLES (Rubeola) MO DA YR MUMPS MO Da YR YARICELLA MO DA YR Physlelan’s Signature

History of varlcella {chickenpox) disease is acceptable if verifled by health care provider, school health professional or health offlclal.
Person signing below is verilying that the parent/guardian’s deseriplion of varicella discase history is indicalive of past infection and is accepting such hislory as documentation of dis=ase,

Date of Disease Slgnature Ticle Date
3. Laberalory confirmation {cheek one) O Measles [ Mumps O Rubella O Hepatitis B O Varicella
Lab Results Date M DA ¥R, (Attach copy of Inb repord, il available.}

YISION AND HEARING SCREENING DATA

Pre-school — annually beginning at age 3; School age — during school year at required prade levels

Date Ciile:
P = Pass
AgefGrude F = Fail
R L | R L[|[R L |R L | R L R L R L | R L R L R L |U= "Jc’:h'“ lo
Vision R = Referred
GiC = Glasses!
Hearing Contacts

Printed by Authorily of the State of lllincls
(Compleic Bath Sidces)
1L444-4737 (R-01-05)



Student’s Name Birth Date Sex School Grade Level/ ID #
Last First Middle MemiDay Year

HEALTH HISTORY T BE COMFPFLETED AND SIGNED BY PARENT/GUARDIAN AND VERIFIED BY HEALTH CARE FROVIDER

ALLERGIES (Foed, drug, insect, cther) MEDICATION (List all prescribad or laken on a regutar basis.)

Diagnosis of asthma? Yes  No | Indicate Severity Lass of function of one of paired

Child wakes during the night coughing? [ Yes  No organs? (sye/ear/kidney/lesticle) Yes  Ne

Birth complications/prematurity? Yes WNo Hospitalizations?

When? What for? Yes No

Developmenial delay? Yes No

Blood diserders? Hemophilia, Surgery? {List all.)

Sickle Cell, Other? Explain. Yes  No When? What for? Yes  Ne

Diabctes? Yes No Serious injuty or illness? ves No

Head injury/Concussion/Passed out?  |Yes  No TB skin lest posilive (pastpresent)?  |yegr  No | *IMyes, refer to local health

" departmen,

Seizures? What are they like? Yes  No TB diseasz (pasi or presen()? Yes*  No b ’

Heart problenyShorincss of brealh? Yes Mo Tebacco use (type, [requency)? Yes No

Heart murmur/High blood pressure? Yes  No Alcohol/Drug use? Yes  No

Dizziness ar chest pain with Family history of sudden death

exercise? Yes  Ne before age 507 {Cavse?) Yes  No

EyefVision problcms? Glasses £1 Conlacts D Last exam by eya docror Dental % Braces % Bridge 9Plaic Other

Other concemns? (crossed eye, drooping lids, squinting, difficulty reading) Olher concemns?

Ear/Hearing problema? Yes No Informmtion may be shared with epmropriale persannel ﬁr heaith ond educalional purposes.

Parent/Guardian

BonefJoint problemfinjury/scoliosis? ] Signalure Date

Entire section below to be completed by MD/DO/APN/PA

PRHYSICAL EXAMINATION REQUIREMENTS HEAD CIRCUMFERENCE HEIGHT WEIGHT BMI B/P

DIABETES SCREENING {Not required for daycare.) BMI>85% agefsex YesDO Mol And any two of the following: Family History Yes[O NoO
Ethnic Minerily YesDd No O Signs of Insulin Resistance {hypertension, dyslipidemia, polycystic ovarisn synd acanthosis nigricans) Yestl Nold AtRisk Yes NoO

LEAD RISK QUESTIONAIRRE Bequired for children age 6 inonihs threugh 6 years enrelled in licensed or public school aperated day cars, preschool. nursery school andfor kindergarien.
Questionairre Administered? YesO NoO  Blood Test Indicated? YesO NoO  Bleod Test Date Blood Tesi Result

TBSKIN TEST R ded only for children in high-risk groups including children who are i I d due 1o UV infection or oiher conditions, recent immigranis from high
Iprevalence countries, or those exposed Lo adulls in high-risk calegories. Sce CDC guideli [ No Test Needed [J Test peclformed  Date Read {1 Result mm

LARB TESTS (Recommended) Date Resulis Dale Resulls
Hezinoglobin or Hematoerit Sickle Cell (when indicaled}

Urinalysis Developmental Screening

SYSTEM REVIEW (Normal Comments/Follow-up/Needs Mormal Commenls/Follow-up/Needs
Skin Endocrine

Ears Gaslraintestinal

Eyes Wonmal YesO Mol  Objective scresning YesO Nell  Resul Genito-Urinary Lmp

Amblyopia YesD Nol  Referred to Opthalmologist/Optomerrist YesO NoD Neurological

Mose Musculoskeletal

Throat Spinal examination

Mouth/Dental Nulrilional stalus

Cardiovascular/HTN

R Mental Health

Reapiralory

NEEDS/MODIFICATIONS required in the sehool seting DIETARY Needs/Resiriclions

SPECIAL INSTRUCTIONS/DEVICES c.g. salety glasses, glass eye, chast protecior fer arhyihmia, p ker, prosthelic device, dental bridge, False teelh, athlelic suppor/cup

MENTAL HEALTH/OTHER s there anything clse the school should kiew aboul this student?

Il you would like {o discuss this student’s health with school or schoot health persoanel, check ride: ONuse O Teacher O Counselor O Principal

EMERGENCY ACTION nceded while at schooi due to child’s healih condition {e.g. seizurss, asthima, insect sting, food, peanul allergy, bleeding problem, diab heart problem)?
YesO No O [fyes, please describe.

On the basls of the examination on this day, 1 approve this ¢hild’s participation In {If Mo or Modllfled,please altach explanation.)

PHYSICAL EDUCATION Yes O No O Modified O INTERSCHOLASTIC SPORTS (for one year) YesO NoD Limited O
Physician/Advanced Practice Murse/Physician Assistant perfonining examinatiaon

Print Name Signalure Dale

Address Phone

(Complete both sides)



