STATE OF ILLINOIS
ﬁ ﬂ DEPARTMENT OF HUMAN SERVICES

CERTIFICATE OF CHILD HEALTH EXAMINATION
Plezse Print

Student’s Name Birth Date Sex School Grade Level /ID#
Last Figst Middle Month/Day/! Year
’ Purent/ Tekephone
Adilress Street City Z1P code Guardios Home Work

IMMUNIZATIONS: To be completed by health care provider. Note the mo/da/yr for guery dose administered. The day and month is required 3f you cannot determine if
the vaccine was given affer the minimum interval or age. if a specific vaccine is medieally contraindicated, % separate wriiten statement must be atiached explainlog
the medical reason far the contralndication.

H ? 3 4 5 [
VACCINE/DOSE MO DA YR MO DA YR MD DA YR MO DA YR MO DA ¥R MO DA YR

Diphtheria, Tetanus and Perfussis
{DTP or DTaP) i

Diphthetia and Tetanus {Pediatric DT or Td)

Inactivated Polio ((FV}

Oral Polic (OPV)

Haemophilus influenzae type b (Hib)

Hepatitis B {HB)

Varigella {Chickenpox) Comsmenis

Combined Measles, Mumps and Rubella
{MMR) .

Measles (Rubecla)

Rubella (3-day measles)

Mumps
Pneumecocczl (not required for school entry} DpCy7 OPPY23 | DPCYVI OPPV2: | OPCV? OPev2a | TIPCVY DPPV23 | CIPCV7 OPPV23 | OPCVT PPV23

Check specific type (PCV7, PPV23)

Othier (Specify hepatitis A, meningoeoceal, els,}

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

Signature ) Title Date

Signature i
{If adding dates to the above mmunization histery section, put your initials by date(s) aid sign here)) Title Date

Signature -

(if adding dates to the above imeunization history section, put yoar initials-by date(s) and sizn here.) Title Date

ALTERNATIVE PROOF OF IMMUNITY
1. Clinicai dingnosis i acceptable if verified by physiclan,  *(All measles cases diapnosed on or after July |, 2062, must be confirmed by fsboratory evidencs.)

FMEASLES (Rubeola) MO DA VR MUMPS MO DA YR YARICELLA mo pa ¥R Physician’s Signature

2. History of varicella {chickenpox) disease is acceptabie if verified by health care provider, school health professional er bealth official,
Persen signing below is verifying thay the parent/puardian’s description of variceila disease history is indicative of past infection and is nceepting such history os documentation of disease.

Date of Disezse Signature Title Trate
3. Laboratery confirmation {check one) [t Meastes 3 Mumps L1 Rubella 3 Hepatitis B [ Varicelia

Lab Resuilts Date MO DA YR {Attach copy of Jab report, if available.}

VISION AND HEARING SCREENING DATA

Pre-school — annually beginning ot age 3; Scheol age — dering school year at vequired grade levels

Date ! . ] l?od;:
B - ~ = Posg
Age/Grade ! l : ; I . [ ] ] F=Fall
R I R i R L R L R L R L R . R L R L R 1 U= 'llflllt:ble w0
(=1
Vision R = Referved
GIC = Glasses/!
Henring Contacts

Printed by Autkority of the Sinte of IMlinoks
: {Complete Both Sides)
[L444-4737 (R-01-05)




