Srmdent’s Name Birth Date Sex  |Scheet Grade Level/ ID #
Lasi Fingt HMiddie MonthDay/ Year

HEALTH BISTORY TO BR COMPLETED AND SIGNED BY PARENT/GUARDIAN AND VERIFIED BY HEALTH CARE PROVIDER
ALLERGUES (Food, drug, insect, other) MEDICATION (Lisl 9t prescribed or laken on a reguier basis)
| Diagnosis of asthma? Yes Ne { Indicate Stverity Loss of function of oue of paired

Child wakes during the night coughing | Yes No organs? {eyefearkidneyAesticle) fYes  Ne

Birh defects? Yes  No Haspitalizations?

- e - When? What for? Yes Ne

Developmental delay? Yes No

Blood disorders? Hemophilia, . Suargery? (Listgli)

Sickle Cell, Other? Explain, - 11 Mo ] When? What for? Yes  No

Diabetes? Yes No Serjous injury or illness? Yes No

Head injury/Contussion/Passed out? jYes No TB skin fest positive (pastipresent}?  [yeex  Ngp | *If yes, refer to locai heaith

N T T o : deparhmenl.

Seizures? What are they like? Yes  No TR disease (past or present}? Yest  No

Heart problem/Shortmess of breath? Yes No |. o Tobaccn use (type, frequency)? Yes  No

Heart munmur/High blood pressure? Yes No Alcohol/Dirug use? Yes No

Dizziness or chest pain with Family history of sudden death

exercige? Yes  DNo before age 507 (Caase?) Yes  No

Eyef/Vision prablems? Glasses 11 Contacts [3 Last exam by eye doctor Dental DBraces [IBridge [OPlate Other

Other concerns? {erossed eye, dioeping lids, squiniing, difficutty reading} OiEer concems?

Eaerearing problems? Yes No Informalion may be sharcd with apprapriate personnel for heald: and eéaca!ion.al PUIBEOSSS.

- .| Pnrent/Guardlan i

Bone/loint problem/finjuryfscolivsis? | Yes No Signatare Date

Entire section below to be completed by MD/DO/APN/PA {mDpICATES TESTING MANDATED FOR STATE LICENSED CHILD CARE FACILFTIES)

PHYSICAL EXAMINATION REQUIREMENTS HEIGHT WEIGHT BMI BIP

DIABETES SCREENING  BMI>B5% age/sex Yes O NoIl  And any two of the following: Family History Yes O No ] Ethnic Minerity Yes O MO
Signs of Insulin Resistance (hypertension, dysiipidemiz, polycystic ovarian syndrome, aranthosis pigricans)  Yes 3 No B At Risk Yes[d No D3

LEAD RISK QUESTIONNAIRE* Required for chiidren age 6 monihs trough 6 years carolled in Hicensed or public school operated day care, presehool, wursery school andfor Kindergenen.
Blood Test Indicated? Yes NoDl  Bleod Test Date Blood Test Result {Blood test reguired in Chicago and other high risk zip codes.)
TB SKIN TEST Recommended only for children in high-risk groups including children who are inmuenosuppressed due (o HIV infestion or other conditions, recent immigrants from kigh
prevalence cosntries, or thuse exposed 10 adubts in high-risk categories. See CDC guidelines. Drate Read i Resubt fm

LAB TESTS “INDICATES TESTING .
MANDATED FOR STATE LICENSED CHILD Date Results . Date Resulis
CARE FACILITIES

Hemoglobin * or Hematocrit * Sickle Cell * (as indicated)

Urinalysis Other

SYSTEM REYIEWiNgrmal Comments/Follow-up/Needs Normal Commenis/Follow-up/Needs

Skin : Endocrine

Ears Gastrointestinal

Eyes  Nonmal YesC3 NoD  Objeclive sereening YesTl Nold  Result Gento-Urinary LMP

Amblyopia YesT3 MNoO  Referred to Opthalmologist/Oplometrist Yest] Nold Neurologica)

Nase Musculoskeielal

Throat ’ Spinal examination .

Mouth/Dental MNutritional status

Cardigvascular/HTN

- Mental Health
Respimatory . :
NEEDS/MODIFICATIONS regnired in the school setting DIETARY Needs/Restrictions

SPECIAL INSTRUCTIONS/DEVICES e.p. safety glasses, glass eye, chast protocter for arrhythia, pacemaker, prosthetic device, dental bridge, false teeth, athletic supporticup

MENTAL HEALTH/OTHER 15 there anything else the school should know about this student?
(£ you wousld like 1o discuss fiiis siudent's health with school or schood health personnel, check tille: Unurse O Teacher [ Counseloy L Principat

EMERGENCY ACTION needed while at school due to child's heallh rondition {e.., seizures, astama, insest sting, faod, peanud stlerny, bleeding problems, dinbetes, heart problem)?
YesT No L1 Ifyes, please describe.

On the basis of the exnmination on this day, 1 apprave thls chitd’s participation in (AT No or Modified,please attsch explanation.)

PHYSICAL EDUCATION Yes [0 Ne O Modified O INTERSCHOLASTIC SPORTS (for one year) Yes3 Ne[Od Limited 0
Physician/Advanced Prastice Murse/Phiysician Assistant performai ination

Print Name Signature - ] Date

Address Phone

{Complete both sides)




