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State of llinois
Winois Deparment o Public Healh

PROOF OF SCHOOL DENTAL EXAMINATION FORM

To be completed by the parent (please print):

Student's Name: Las 'Fl-rm I'.ili-.:li:HE Blirth Dale; isentnTayraa
! !
| Address:; Street oy ZIP Code Telaphane:
Mama of Schoaol: Grade | avel; Cenidar:
Cidsle [ Famale
Parent or Guardian, Address (of pﬂmnljﬁha'{ﬂunj:
—_— = I e

To be completed by dentist:
Oral Health Status (check all that apply)
O ¥es O Mo Dental Sealants Present

L¥es [I Mo Caries Experience | Restoration History — A fiing amporenppermansnt] OR a tooth thal is missing becauss il was
exiraciad A & nesull of cares OF missing peemanant 1 molars.

OYes [ Mo Untreated Carias — Alleast 1/2 mm of footh structure koes a1 the enamel surface, Brown b der-berwn coloratian of iha
wals of the [esion. Thesse crileria apoly 1o pit ard Seaune cavitsted lesions as well as those on smooth Soth sudaces. I retaingd
faot assuma that tha whala woth wes deslrayed by corias. Broken or chipped beath, plos sseth with temparary filkngs, e consid-

argd soumd unlass a cavitaled [esion i3 alss praserl.
C¥es O Mo Soft Tissue Pathology
OYes [0 No Malocclusion
Treatment Meeds (check all that apply)
[ Urgent Treatment — sbscess. nerve exposure, advenced dasase slate, signs or symptoms Bat include gen, infsction, ar swaling
0 Restorative Care — amalgams, composibes, crowns, eto.
OO Preventive Care — sesfantz, Nuarids treatment, graphyiass

Other — pericdarzal, arhodontis

Flease note__
Signature of Dantist e Date of Exam
Address Telephone
Enroen ity FIP Code

Hinals Department of Pullic Health, Divisian of Cral Heaalth
217-TBE-4858 « TTY (hearing impaired use only} B00-547-0466 - www.idph. state. il us

1 DE0a-10 Prinied by Authorty of T Slate of Tinoz '-@_E_:F



State of Mingds
Cepartment of Public Haalth

DENTAL EXAMINATION WAIVER FORM

-

Please print:
| Student'’s Name: Last First Middle | Birth Date: en vwvns| |
Ao |
&ddress; Street Cily ZIP Code Telephona:
! Mame of Schoal; Grade Leval: Gender;
[[JMale ]l emale
Parent or Guardian: o Address (of parent'guardian):

I am unakble to obtain the reguired dental examination because:

m My child is anrolled in the free and reduced lunch program and is nol covered by private ar public dental insurance
i MedicaidfAll Kids).

[ My child is enrolled in the free and reduced lunch program and is ineligible for public insurance (Medicaidfall Kids).

— By child is enrofied in Medicald'All Kids, but we are unable 1o find a dontist ar dental clinic in owr community that is
— able to see my child and will accept Medicaid/All Kids.

— My child does not have any type of dental insurance, and there are ne low-cost dental elinics in cur community thal
— will see my child,

Signatura Date

llingis Departmant of Public Health, Civision of Cral Health
217-TE5-4889 » TTY (hearing impaired use only) B00-547-0456 » www. idph,state.il.us

December 2008
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State of lllinois.
Eye Examination Raport

[llinois law requires that proof of an eye examination by on optometrist or physician (such as an ophthalmologist) who provides e e

engminations be subsmitted to the school no later than October 15 of the year the child is ficst enrolled or as required by the schoa. for
other children, The examination must be completed within one year prior 1o the first day of the sehool vear the child enters the 111 aois
schnol system For the first tme. The parent of any child who is unable to obdain a1 exomination muest subimit a waiver form to the scksal

Stedent Name

{Laat} { Firsp (Mithlle Initaal)
Birth Date Gender Grade
[ Moy ear)
Porent or Guardian
{Los) [Firsl}
Pl
{Area Todel
Adldress
[ Pearibacr 13ty (Cayh (Z[P Codel
Clounty
o B Complee By Emining Dctor
Case History
Date of exam
Cleudar history; A Mormel  or Positive for .
bedscal history: D Momal  or Positve for
Drug albergies: QONKDA  orAllergic 1o —
Other infomsation
Examinalion
| Distance Mear
! Right Lelk Buoth Buth
Urncodreeted visual acuany 200 200 20 20
_Best comrected visual pouiry | 200 2 |00 [
Was refraction perfonmed with dilsvon? O %es DO Mo

Exrernal exam (lids, lashes, comea,

Internal exom {vitreows, lens, fundus, sic.}

Pupillary reflex {pupils)
Binccular funciion (siereopsis)
Aceomnedation and vergence
Colér vision

Crlavcomm evaluntson
Creulomoion assessmant

{rher

eac.]

cCooooDoooD
CogoocQooD
CoOoooCoDooo

Marmal Abnarmal Mot Able to Assess Comiments

HETE: “"Mon Alble e Assess” refers ioihe inobality of the child o compieie the test, Bol ik inahility of the docior 1o pravade the 1eel,

Diopnosis

Jronmal  UMyopia O Hyperopia D Asiigmatism O Strabismus  J Amblyepia

(hher

Page |

Candtmied or back



State of lllinois
Eye Examination Raport

Recommendations
I. Corvective lenses: O MNo [ Yes, glasses or contacts should be worn for:

O Constant wear [0 Mear wision O Far vaste
O May be removed for physical education

2. Preferential seating recompmended: Mo O Yes

Commenis

1. Recomimend re-examination: O3 months D é months O 12 monthe

2 Cirher
4,
5.
Print name Licemge: Numbes
Oiptosmetris! or physicizn (such as an ophthalmalagast)
whio provided the eye cxammation O MDD D 0D QDO [
Consent of Parent or Guardian
| agree o releage the above information on my child
Adkdrosg ar ward 1o appropriate school or healtl authorities,
N (Parent ur Geardian's Signanre) E
Phone 2 Ti3ate] |
Signalure Dae
{Source: Amended at 32 [l Reg. , effective )
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