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Student's Name

L6t First Middle

Birth Date

Month/Dav/Ycar

Sex Race/Ethnicity School /Grade Level/ID#

aii. 7l^ afulp Prrenli(iurRlidn 'l elenhone / !Lrm,: Work

IMMUNIZATIONS: To be completed by health care provider. Note the mo/da/yr f or every dose administered. The day and month is required if you cannot

determine if the vaccine rvas given a/er the minimum interval or age. If a specific vaccine is medically contraindicated, a separate written statement rnust be

attached emlainins the medical reason for the contraindication.

Vaccine / Dose
I

MO DA \T
J

MO DAYR
,l

MO DA YR

4

MO DA YR

5

MO DAYR
6

MO DA YR

DTP or DTaP

Tdap; Td or Pediatric

DT (Check specil ic type)

trTdaptrTdtrDT trTdaptrTdtrDT trTdaptrTdtrDT trTdaptrTdtrDT tr'l'daptrTdtrDT trTdaptrTdtrDT

Polio (Check specific

tvpe)

tr IPV tr OPV tr IPV tr OPV tr IPV tr OPV tr IPV tr OPV tr IPV tr OPV tr IPV tr OPV

Hib Haemophilus

influenza type b

Hepatitis B (HB)

Varicella
(Chickenpox)

COMMENTS:

MMR Combined

Mcasles Mumps. Rubella

Single Antigen
Vaccines

Measles Rubella Mumps

Pneumococcal

Coniusate

Other/Specify

Meningococcal, -

Hepatitis A, HPV,

lnfluenza

A"uiit 
"u"" 

provider (MD, DO, APN, PA, school health professional, health official) verifying above immunization history must sign below' lf adding dates

to the above immunization history section, put your initials by date(s) and sign here )

S iqnafrrre Title Date

Sion Title Date

ALTERNATIYE PROOF OF IMMUNITY
1. Clinical diagnosis is acceptable if verified by physician. *(All measles rucs diagnosed on or al ter July I , 2002, must be coni irmed b) laboratory elidence.)

*MEASLES (Rubeola) Mo DA yR MUMPS Mo DA yR VARICELLA Mo DA YR lttfsictanlcltelelCle
2. History of varicella (chickenpox) disease is acceptable if verified by health care provider, school health professional or health official.

Date of Disease Signature Title Date

3. Laboratory confinnation (check one)

Lah Results

" EMeasles
Date

EMumps ERubella ElHepatitis B EVaricella
(Attach copy of lab result)MO DA YR

VISION AND HEARING SCREENING BY IDPH CERTIFIED SCREENING TECHNICIAN

Date
Code;

P = Pass

F = Fail

U = Unable to tcsl

R = Referred

GlC=
Glasses/Contacts

Age/

Grade

RL RL R I, R L R L R L. I, I- R L

Vision

Hearing

rL414-4737 (R-01-12) (COMPLETE BOTH SIDES) Printed by Authority of the State of Illinois



Student's Name
LxsI Firsl \fiddie

Birth Date

\{onlhrDuvi Ycar

iex ichool lrade LeveV ID #

HEALTH HISTORY TO BE COMPLETED AND SIGNED BY PARENT/GUARDIAN AND VERIFIED BY HEALTH CARE PRO\'IDER

ALLERGIES (Fo(d. dru8, irsoct, othor) IEDICATION (l-ist al1 prescribed or tukcn on a ngrlar basis )

Diagnosis of asthma?

Chilcl wakes during the night

Yes No

Yes No

Ilss o1 function of one of paired

organs? (eye/mrlkidney/testicle)

/es No

Birth defects? Yes No Hospitatizatrons /

Wlen? What for?

ES NO

Developmental delay? Yes No

Blood disorders? Hernophilia,

Sickle Cell, Other? Explain.

Yes No Surgery? (List all.)

When? What tbr?

es No

Diabetes? No Senous lnlury or lllness'l es 1\o

Head injury/Concussion/Passed out? es No TB skin test positive (pasflpresent)? 1es+ No tlf yes, reler to local healtl

depilhnent.
Seizures'i What are they like? Yes No I fJ dlsease (past or present)'/ esx No

Heart problem/Shofiness of breath Yes No Tobacco use (fype, frequency)? 'es No

Heart murmur/High blood pressure? Yes t\o Alcohol/Drug use? (es No

Dizziness or chest pain with

exercise?

Yes No Farnily history of sudden death

beforeage50? (Cause?)

'es No

Eye/Vision problems? 

- 

Glmscs I Contacts D l:stexambyeyedoctor

Other concems? (crossed eve. drmpine lids, squinting. difijculty reading)

Denlal D Braces tr Bridge tr Plate Other

Ear/Hearing problems? CS No Iniormation ma,v be sllarcd \\'ith appropriale peBonnel lbr health and educf,Lional purposcs

Parent/Guardian
Sisnature DateBone/Joint problern/injury/scoliosis? CS No

PHYSICAL EXAMINATION REQTIIREMENTS Entire section below to be completed by MD/DO/APN/PA

HNAD CIRCI]MFF],RF,NCF], HEIGHT WEIGHT BMI RlP

DIABETES SCREENING Nor R[ouIRED FoR DAYcARE) BMI>857o age/sex Yesl Nof] And any two ol the follolving: Family History Yes D No !
Othnic Minority Ye s[ No U Signs of Insulin Resistance (h)pcrtension, clyslipitlemia, pol]c!'stic orilian slndrome , acanthosis nigricans) Yesl No ! At Risk Yes E No fl

QuestionaineAdministered?YesD No! BloodTestlndicated? Yestr Notr Blood Test Date r Blood test required il resides in Chicago.)

righprclalcnoccountricsorthosec\posedtoadullsinhigh-riskcatcgories. SccCDCguidelines. NotestneededI Testperformed!

Skin Test: Date Read / / Result: Positive I Negative I mrn 

-

BloodTest: DateReported I / Result: Positiven Negativel Value-

LAB TESTS (Rrcomnremredr Date Results Date Results

Hemoglobin or Hematocrit jickle Cell (rvhen indicated)

Urinalysis )evelopmental Screening Tool

SYSTEM REVIEW \ormal loments/Follow-upA,leeds \,iormal lomments/Follow-up/I'{eeds

Skin Endocrine

Flars Gastrointestinal

Eyes Amblyopia YesE NoD Genito-Urinary LMP

Nose Neurological

Ihroat Musculoskeletal

Mouth/De ntal Spinal Exam

Cardiovascular/HTN Nutritional status

Respiratory I Diagnosis of Asthma Mental Health

Currently Prescribed Asthma Medication:

I Quick-relief medication (e.g.Short Acting Beta Antagonist )

E Controlier medication (e.g. inhaled corlicosteroid)

Other

NEEDS/I,IODIFICATIONS required in lhe sch(Dl setting DIETARY Needs/Restrictions

MENTAL HEALTMTHER Is there m1fting else the school shouid know about lhis student?

ll'you rvoultl like to discuss this studcnt's health \yith school or school health personncl, chcck title: ! Nurse D Tcachcr D Counsclor D Principal

v^. Tl N^ fl Tr.,-- -r--"- r-.,.;k-

On the basis of thc cramination on this day,

PHYSICAI, EDIICATION Yes I

approve this child's panicipation in

No tr Modified tr
(lf No or Modified,please attach explaration.)

INTERSCHOLASTIC SPORTS (for one year) Yes E No tr Limited tr

Print Name (MD,DO, APN, PA) Signature Date

Address
)honc


