FOR USE IN DCFS LICENSED CHILD CARE FACILITIES
( CFS 600
< Rev 52006
h‘ lL STATE OF ILLINOIS '-[ )) {( s 'I (mm
DEPARTMENT OF HUMAN SERVICES i ] ) J
CERTIFICATE OF CHILD HEALTH EXAMINATION
PMlease Print

Student’s Namg  1a First Middle Birth Date Sex Grade Level | ID#
|
1
Parent Telephone =
Address Street City Z1P code Ciuardian Home Work

IMMUNIZATIONS: To be completed by health care provider. Note the mo/da/yr for ever dose administered. The day and month 15 required if vou cannot determine if
the vaccine was given gfter the minimum interval or age. If a specific vaccine is medically contraindicated. a separate written statement must be attached explaining
the medical reason for the contraindication.

i 2 3 ' 4 E o S
VACCINE/DOSE MO DA YR MO DA YR MO DA YR MO DA YR MO DA YR MO DA YR
Diphtheria, Tetanus and Pertussis : i ; ' } ! :

(DTP or DTaP) ! : ; ! B !

Diphtheria and Tetanus (Pediatric DT or Td) i

Inactivated Polio (IPV) : | : : !

Oral Polio (OPV)

Haemophilus influenzace type b (Hib)

Hepatitis B (HB) ‘

Varicella (Chickenpox) Shgeess

Combined Measles, Mumps and Rubella (MMR)

Measles (Rubeola) :

Rubella (3-day measles)

Mumps : !

Pneumococeal (not required tor school entry) Opcv7 OPPV23 | OPCV7OPPV23 | Opcv7 OPPV23 | Opcv7 OPPY23: | OPCVT OPPV2S OpCv7 OPPVI3
Check specific type (PCV7. PPV23) Date i : ; . i mn
Other (Specify hepatitis A. meningococeal, etc.) i ; ! I

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

Signature Title Date
Signature
(If adding dates to the above immunization history section, put vour initials by date(s) and sign here.) Title Date
Signature
(If adding dates to the above immunization history section, put your initials by date(s) and sign here.) Title N Date

ALTERNATIVE PROOF OF IMMUNITY
1. Clinical diagnosis is acceptable if verified by physician.  *(All measles cases diagnosed on or after July 1, 2002, must be confirmed by laboratory evidence. )

*MEASLES (Rubeola) Mo pa YR MUMPS MO DA YR VARICELILLA MO DA YR Physician’s Signature

2. History of varicella (chickenpox) disease is acceptable if verified by health care provider. school health professional or health official.
Person signing below is verifying that the parent/guardian’s deseription of vancella disease history 1s indicative of past infection and is accepting such history as documentaton of disease.

Date of Disease Signature Title Date
3. Laboratory confirmation (check one) 0 Measles O Mumps O Rubella O Hepatitis B O Varicella
L.ab Results Date MO DA YR {Attach copy of lab report, if available.)

VISION AND HEARING SCREENING DATA

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

Date Code:
P = Pass
Age/Grade J F = Fail
R v ier k. lE® 1lm L | R L Rl E | R L |= L R | e L T
es
Vision R = Referred
= GIC = Glasses!
earing Contacts

Printed by Authority of the State of llinois
(Complete Both Sides)
IL4444737 (R-01-05)



Birth Date ;'Sm i:'sch'(_u_:'im T !(;r:uic Level/ 1D #

¢ Student’s Name

I i Fiest Muddle ! Month Dy Year | i s !

HEALTH HISTORY TO BE COMPL I FED AND SIGNED BY PARE!? r\RDl AN AND VERIF [i‘.l) BY HE \i il ( \l{i I’RU\ I!)Hi
| -\1 LERGIES (Fond. diug. msevt, ather T T IMEDICATION (List all preseribed of Wken on 4 regulat bisis) i
i.)i-u{_'.nns[:\ of asthma? | Yes No Indicate Severin T T Loss of funetion of one of paired i
: ('N‘d wakes during the night conghing? [ Yes Noo | | argans? {eyesearkidney testicle) Yes No |

Blr[h L(J:Illp'.mdl]ullﬁ. pr_m._uum\ Vs No | | Hospitalizations? |

e e T ; 1 When? What for? Yes No
; I)L\Ltﬂpml.ﬂl(ll duelay? [Yes Noo |
| Blood disorders? Hemophilia. ?\_ i N I . urgeny”? (Listally ) _;: ) ¥ I
{ Sickle Cell. Other? Eaplam. = Y When? What lor? ex o
I I

I Diabetes? I Yes No | ¢ Serious mjury or illness”? Yes Na 1

Head injury/Concussion/Passed out? | Yes No | | TB skin test positive (past/present)? Yes* o No I I ves. refer 10 focal health
:} ) _.___. t . . imsr Joemmoo e P e --T" e . dl.‘paﬂ.“]{.:“l.
i ‘\iu'/uru." What arc mw ]:kc" I Yoes o | | 'TB disease (past or present)” % u* |
oA . <. & _;._____—._.. PRI SARCDAM ~C SN ar ST, S8 et P SR . ¥ el i_.._ ESEANESTGS e e
! HL.m prnblun \hnrlnm\. ui E‘lrn..nh ! Yes No o Tobaceo use ¢ (type. 1“-'-1“‘-" Nao J_

I]u it murmur/ !Il"h biood p:u-‘ur‘:*‘ ] Yes  No | | Alcohol Drug use? No |

| Dizziness or chest pain with [ L i S | Family his sudden dealh i
| exereise? | e oo before age 507 (Cause?) No |
| Eye/Vision problems? Glasses O Contacis [ Last exam by eye doctor Dental g Brdu: 9 Bridge 9 I’l:m:. Other
Other concerns? (crossed eve. drooping lids. squinung. difficuliv reading) _(_].l_ﬁ.bl'-(:tlﬂl..t._l't.;_m - M h N
: Ear'Hearing problems? -:YC\ No . ! Information may be shared with appropriate personnel for health and educational purposes,
,r ' i - Parent/Guardian
:Bunc Joint problem/injuryiscoliosis? | ! ___ |signature . Date
! E mlre sm.rmn below to be uampleted by MDH)()MP’\;’PA
i PHYSICAL EXAMINATION REQUIREMENTS  HEAD CIRCUMFERENCE HEIGHT WEIGHT BMI B/P

i DIABETES SCREENING (Not required for daveare.s BMI>85% agefsex YesO  NoO  And any two of the following:  Family History Yes OO No O
{Ethnic Minority YesO No O Signs of Insulin Rtslbt.mce {mpu“.u\\]m] duhplu smia, polyevstic ovarian syndrome. acanthosis nigricans) YesTh No O At Risk Yes O No ::‘

LEAD RISK QU ESTIONAIRRE h‘.u.;um.d Tor children age b months Ihmuu..h 6 vears enrolled in licensed or public school operated d'-\f care. prc\dum] nursen sehool andfor i.md;ru.:rtw
'Questionairre Administered? Yos 0 No O Bleod Test Indicated? Yes O No O Blood Test Date Blood Test Result

iy U child resides in Chicago, blood test s required.) e
TBSKIN TEST Recommended only for chifdren in high-risk groups :I].{.|Jd![1" children wha are |'nmmm\\.ppn.w€.d due to HIV infection or other conditions. recent im migrams rom high

prevalence countries. of these exposed te adults in high-risk categones. See CDC guidehnes. [J No Test Needed [ Test performed  Date Read - Result i
LAB ']'l'n;'["s' (Rucommt,ndcd) B ] l Dute i . Results | I, __i Date |l | Ru\uh\ EaCOH
l{umwinhn. or Hematoerit . ‘ ‘|_ il ) . "ESN.HL‘ Cell f\«hm lIldJL.’lLd}.m 1 B I i
Urinalysis . | : ) I,I]c\ elopmental Sereenming ll . ]l

(SYSTEMREVIEW Nomsal | Commemollow-wpNeeds | Nomul| Sl st o A
‘ml n | Endocrine |
lzur:. |l o ! Gastrointestinal _‘ ; N o whoi
lives  Normal Yesld Null  Objective sereenmg Yes[J Noll  Resuli o (1(.11110 Urinury Il 5 e i MP

Amblyopia YesO \ln'_J Referred 1o t)p;hainlulo-rm Up(umuu-ﬂ YesCl \ul_J Nn.urolown.ai i

.\1(,.,-:.- S JI A - AR e 3 ARy FHYLE e
Throat I Snm'ti memmon } ) o ~

| CardiovaseularHTN L . f |

i F— i ! Mental Health | !

u'rﬁ"f-' DS/MODIFICATIONS reguired in the school setting "DIETARY Nosd Resrctions imVinsas | G

‘!Pi’( TAL INSTRUCT l()\“u’l“‘ v 1( I‘.f's e, safely "!aw:a ﬂl.:w eve. th.'-l protector tor arthythima, pecemaker. prosthetic device, dental hnd‘m false teeth, athietic support/cup

MENTAL HEALTH/OTHER Is there ¢l:!\\|I'I1L Ll‘\k th schowl should knew about this student?

|
- - e e e
|

| 18 vou waould like o discuss this student™s health with u_luml or school health personnel, check tle: D \:unc O Teacher O Counselor B Principal

i EMERGENCY ACTION needed while at school due to child’s health condition (. o seizures. asthm, inseet stng. food, peanut dl]LTL\ bleeding problem, diabetes, heart problem)y?

fYes O No O It yes. please describe. )
: On the basis of the examination on this day. | approve this child®s participation in (I No or Modified.please attach expla |1:|ti0l1.)

Pl!‘i ‘)I( ALE I)U( \I]()N Y es O NoO \’lﬁdiﬁt‘d El 11'\ TERSC I{()i a\‘s F'iC SPOR’ rs {fut one yeur) Yes D Nl} [:1 Limited O

i PH\\JLIJH Advane L“1 Fructice \hu“ |’!1\\IU 1 Assistant perforung examinaiion

Pnnl \.Il'm' - Signature Date
I

{ Address | Phone
(Complete both sides)

i
|
|
i



