P

_ STATE OF ILLINOIS
DEPARTMENT OF HUMAN SERVICES -

l it . . CERTIFICATE OF CHILD HEALTH EXAMINATION - Lo
Student’s Name - | Birth Date Sex | School Grade Level /ID¥
Last Fitet ___Middie Monfh/Day/ Year

Parent/ . Tdephone #
| Addvess _ Street __ZiPosde | Ousdlisn Hame . Wotk .

lm {ZATIONS: ‘To e comploted by health care provider. Noto the mo/da/yr for gvery doso administered, The day and month is required if you cannot determine if .
the vaccire was given gfler. the minimum intervat or age. If & specific vaccine is medically contraindicated, a separate written statement must be attached explaining
the medical reasou for the contraindication. ) U . :

I3 ;

- ‘ 1 _ 2 T3 R 3 — '
VACCINE/DOSE i MO DA YR ‘MO DA YR. MO DA YR MO DA YR MO DA YR - {MO DA YR
Diphtheria, Tetanus and Pertussis : : -

(DTP or DTaP)

Diphthyeria and Tetanus (Pediatric DT or Td)

Inactivated Poiio (IPV)

Oral Polio (GPV)

Hacmophilus influenzae type b (Hib)

Heputitis B (HB)

Varicella (Chickenpex) » @ment

Canbined Measlas, Murmps and Rubella
| MMR)

Measles (Rubeola)

Rubells (3-day measles)

‘§ Mumps

Eneunrococcal (not required for seﬁool entry) - BIpCv7OPPV23 | TIPCV7 3PPV23 | LIPCVI CIFPV23 DrCv7 OpPV23 | OPCV7{IPPV23 | OPCVT PPV

(Check. specific type (PCVT; PPV23)

Other (Speciffy kepatitis A, meningococcal, ete.)

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

Signature Title Date
Signatwre
(@ addin g dates to the above immunization history section, put your initials by date(s) and sign here.) Tide Date

Signatiare

{f adding dates to the above immunization history section, put your initials by date(s) and sign here) Title Date

ALT ERNATIVE PROOF OF IMMUNITY

1. Clinical diagnosis is acceptable if verified by physictan. “(AL measles cases diagnosed on or after July 1, 2602, must be confirmed by laboratory evidence.)

"MFE,ASLES (Ruheola) Mo DA v MUMPS MO pA YR VARICE»LLA MO Dpa YR _ Physician’s Signature

History of varicella (chicken pox) disease is acceptable if verified by health care provider, school health professionat or health efficial.
Person signing befow is verifying that the parent/guardian’s description of varicella disease history is indicative of past infection and is accepting such history as documentation of discase.

— Date of Digease Signature Title Date
3. Laboratory confirmation (check one) LI Measles O Mumps - [ Rubella (3 Hepatitis B O Varicella
L Lab Results Date Mo DA YR (Attach copy of tab report, if available.)
B o VISION AND HEARING SCREENING DATA
Pre-school — annually beginning at age 3; Schaol age - during school year at required grade levels
Date . ' IC""‘;
= Pass
Age/Grade | ! | T | | | N F=Fall
B LR LR L |Rr L R L R L R L | R 3 R L R. L U=‘t1;ab‘e‘°
Vision . . R = Referred
B * P l ) G/C = Glasses/
| Hearlng ] Cantacts

Erinted by Authority of the State of Ulinois
(Complete Both Sides)
$1.444-4737 (R-01 -085)




