- State of Liinois : oFS B0 il Doporimas o
Certi-ficate of Child Health Examination

Pl
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Student’s Name ' Birth Date Sex Race/Ethnielty School /Grade LevelID#
Last First Middle Month/Day/Year ‘
| Addiess Streer City Zip Cods Parent/Guardian Telephonye # H.amé. Wg(-k;

IMMUNIZATIONS: To be completed by health care proyvider, Note the mo/dafyr for every dose administered, The day and month is required if you cannot
determine if'the vaceine was given gffer the minimmim interval or age. It a specific vaccie is medically contraindicated, a separate written statement must be
-gattached explaining the redical reason for the coutraindieniion, . i . .
Vacelne/Dose . xes 2 ' -3 _ 4 3 . . 6

i . MO DA YR MO DA YR “MO. DAYR . MO DAYR MO DA YR MO DX YR

' DTP or DTaP

;i'dap; Tirpedionic ETdapITAODT - I:|TdapE]TdE]DTl -ATFdapITdODT - DTdﬂpDTdeT CTdapQTdDT DTdap!:_leﬂDT
DT (Check spheific type) 7 R SR R N R IR | P ’

‘A Polio {Check specific
. typej - ..

O 1PV LOPY L O PV OOPY | O IPV-OOPY | O IPV OOPY | O PV OOPY |° O [PV D OPY

-4 Hib Hasmophilus : . I
1 influenza typeth . BN D S s A SRR E I .

epatitis B (HE)

T—y N " COMMENTS:
{Chickenpox} . : - :

§ MMR Combined
# Measles Mumps, Rubella

" Measles _ ‘Rubella Mumps

Single Antgen
Vaceines

Phcumacoccal

- Conjugate

- Other/Specify

| Meningococeal,
Hepatitis A, HPV,
Iiifluenza - ) £ :
Health care provider (MD, DO, APN, PA, school heaith professional, health official) verifying above immunization history must sign below.  If adding dases
to the above immunization history section, put your initials by date(s) and sign hére,)

Stenature : ' : _ - Title Date

Signature : S Title . Date
ALTERNATIVE FROOF OF IMMUNITY

L. Clinical diagnosis is acceptable §f verified by physician, *{AH measles cases diagnosed on or after July 1, 2002, must be confinned by laboratory evidence.)

*MEASLES (Rubeola) MO DA ¥R - MUMPS MO DA ¥R VARICELLA MO DA YR . - Physician’s Signature

2. History of varicelln (chickenpax) disease is avceptable if verified by health eare provider, school health professional or hestth official, - .
Persion signing below is verifying that the barent/guardian’s description of varicella diseass hissory is indicative of past fafeation and is acoepting such history as documentation of dissnse.

Date of Discase Signature Title ’ Date
4 3. Laberatory confirmation (check one) - CIMeasles EMumps  ERobella  {IHepatitis B LIVaricella

Lab Results . -Date MO DA ¥R {(Attach copy of lab result)

3

FOR USE IN PCFS LICENSED GHILD CARE FACILITIES

VISION AND HEARING SCREENING BY IDPH CERTIFIED SCREENING TECHNICIAN

H Date
= Code:
Age/ ) . .
Grade P = Pass
F =i

i R Reo- L | R L R L RO L R - L R L 2 L Re-v L | ye=Tnable to test

j ’ ’ ; R = Referved
Vision e . ) S T v b ] GiICs.... -t
Henring Glasses/Contacts
YLA44-4737 (R-01-12) ) " (COMPLETE BOTHSIDES) ' Priated by Authority of the State of Ilinols
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