STATE OF ILLINOIS
DEPARTMENT OF HUMAN SERVICES

(Y CERTIFICATE OF CHILD HEALTH EXAMINATION
Piease Primt _
Student’s Name Birth Date Sex School Grade Level AAD#
Last Firat Middle Month/Bay Year
. L Pareist/ Telephons 2
Address Street City ZiP code Gudrdian Home Waork

IMMUNIZATIONS: To be completed by health care provider, Note the mo/da/yr for gvery dose administered. The day and month is required if you cannot determing i
the vaceine was given.gffer the minimum mtcrval orage. If & specific vaceine is med:cal!v contraindicated, & separate written statement must be attached explaining
the medical renson for the contraindication,

) 2 3 4 &
VACCINE/DOSE MO DA YR MO DA YR MO DA YR MO DA YR MO DA YR MO DA YR

Diphtberia, Tetanus and Pertussis
(DTP or DTaP)

Diphtheria and Tetanus {Pediatric DT or Td)

inactivated Polio (JPV)

{ral Polio (OPV)

Hasmophilus influenzae type b (Hib)

Hepatitis B (3B}

Varicella {Chickenpox) Corninents

Combined Mcasles, Mumps and Rubella
(MMR}

Wieasles {Rubeola)

Rabelia {3-day measles}

Mumps

Pacumoccoceat (not reguired for school ¢ntry) OPCVyOPreV23 | [32CV7 IOPPV2E | OPCVT OPPV2I | DIPCVIOPPV23 | [IPCVY DPPVQj OPCV7 LIPPV23

Check specific type (PCV7, PPVIE)

Olher (Specify bepatitis A, meningocaccal, elel)

Hezlth care provider (MD, DO, APN, PA, school health profess:onal, health official) verifying above Immunization history must sign below.

Signature Title Date
Sighature
(Ef adding dates fo the above immunrization history section, put your initials by daté(s) and sign here,) Title ) Date
Signature
{If adding dates to the above immunization history section, puf your initials by date(s) and sign here.) Title Date

ALTERNATIVE PROOF OF IMMUNITY

1. Ciinical diagnosis is sceeptable If verilled by physician.  *(Alt measles cases diagnosed on'or afier July 1, 2002, 1nust be confirmed by leboratory evidence )

*MEASLES (Rubeola) MO paA ¥R MUMPS M0 s ¥R VARICELLA M0 DA VR Physician’s Signature

2. History of varicelia (chickenpox) disease Is acceptable if verified by health care provider, school health professmnat or health official,
Persor.signing below is verifying that the parent/auardian’s description of varicetla disense history is indicative of past infection and is aceepting such history s dosumemstion of diséase.

Date of Disease Signalure Title Date
3. Laboeratory confirmation (check one) 3 Measles [} Mumps [ Rubella O Hepatitis B [ Varicelia
‘Lab Results Date MO DA YR {Astach copy of Iab report, if available.}

VISION AND HEARING SCREENING DATA

Pre-sehool — annually beginning at age 3; School age — during school year af required prade fevels

Date Codey
P = Pusy
Age/Grade E=Fall
R L} R L R L R L R L r L R L R L R L R i | U=Unabie to
test
Viion 1 R = Referped
Heari GIC = Glsses!
caring Contacls

Printed by Autherdty of the State o[ THinois
{Complete Both Sides)
IL444-4737 {R-01-08)



