
FOR USE IN DCFS UCENSED CHILD CARE FACILITIES

State of Illinois
Certificate of Child Health Examination

REv 1212011 ]DC]FS.9
Student 's Name

Last First Middlc

Birth Dste

Month,Davf/cr

Ser Race/Ethnicify School /Grade Level/lD#

hrnr/Grrrr{im T.l6hobc # Homr Worl

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

determine if the vaccine was given afterthe minimum interval or age. If a specific vaccine is medically contraindicated, r scperete writtcn statement must be

attrched explaining the medicel reason for the contraindication.

Vsccine / Dosc
I

MO DA ]'R

a

MO DAYR

1

MO DAYR MO DAYR
3

MO DA YR

o

MO DAYR

DTP or DTaP

Tdnp; Td or Pediatric
DT (Check speific tlpc)

trTdapEJTdtrDT trTdaptrTdtrDT trTdaptrTdtrDTu .l daplJ I oLJU r trTdaptrTdtrDT trTdaptrTdtrDT

Polio (Check specific
type)

tr IPV tr OPV T] iPV tr OPV tr IPV tr OPV tr rPv tr oPv tr IPV tr OPV tr iPv tr oPV

Hib Haemophilus
influenza type b

Ilepatitis B (HB)

Varicel la
(Chickenpox)

COMMENTS:

MMR Combincd
Mcules Mumps. Rubella

Single Ant igen
Vaccines

Measlcs Rubella Mumps

Pneumococcal
Conjugate

Other/Speci!
Meningococcal, .
Hepatitis A, HPV,
Influenza

attr ,p 'o iessionnt,heaIthoff ic ia l )ver i fy ingaboveimmunizat ionhistorymustsignbelow.I faddingdates
to the above immunization histori,sectioq put your initiais by ciate(s) anci sig here.)

Sisnature Tit le Date

Signatu re Tit le Date

ALTERNATI\/E PROOF OF Itr{MUNITY-'
t. CtinicaL dingnosis is acceptable ifverif ied b1' physician. *(All meulcs cces diagnosed on or after July l, 2002, must be confimed b;' laboratory evidence.)

*MEASLES (Rubeola) Mo DA yR MUMPS Mo DA yR \ /ARICELLA Mo DA YR Physic ian's Signature

b1'heal thcareprovider,schoolheal thprofessionalorheaItboff ic ia l .
Pemon signing beJow is veriling thaithe puent/gudim's description of vricella disease histor is indicadve of pct infection m

Date of  Disease Signature Title Datt

3. Lnboratory conf i rmat ion (chcck one) "  EMeasles
Lab Resul ts Date

lMumps ERubel la
DA YR

trHepatit is B E\;aricel la
(Attach copy of lab result)MO

VISION AND HEARING SCREENING BY IDPH CERTIFIED SCREENING TECIINICIAN

Code:

P = Pass
F = Fail
U = Unsble to test
R = Referred

Glassd/Contacts

rL441-4737 (R-01-12) (COMPLETE BOTH SIDES) Printed bl  Aurhor i r - \ '  of  the SBle of  I l l inois



Student's Name
I-an First Middle

Jirth Date 
lsex lschool

MonthDav/ Year | |

Srade LeveV ID #

IIEALTE HISTORY TO BE CO}{PLETDD AND SIGNED BY PAREI'{T/GUARDL4.N AND VERIFIED BY MALTE CARE PRO\IIDER

ALLERGIES (F@d, dru& insd, oftcr) IIEDICATION (Lie atl prescribcd or talo on a rpguls bsis )

Dragnosrs of asthma?
Child wakes during the night

Yes No
Yes No

Loss of function of one of paired
organs? (eye/ear&idney/testicle)

Yes No

Brrth defects? Yes No Hospitalizations?
When? What for?

NO

Developmental delay? Yes No

Blood disorders? Hemophilta,
Sickle Cell. Other? Explain.

Yes No Surgery? @ist all,)
When? What for?

'es No

Diabetes? Yes No Senous injury or illness? Yes No

Head inrurv/Concussion/Passed out? Yes No TB skin test posttjve (past/present)? Yes* No '11 yes, refer to local health

Serzures? What aro they like? Ycs No TB disease (past or present)? Yes'  No

Heart problem/Shormess of breath? Yes No Tobacco use (rype, frequency)? Yes No

Heart murmur,4ligh blood pressure? Yes No AlcohollDrug use? fes No

Drzziness or chest pain with
exercise?

Yes No Family history ofsudden death
before age 50? (Cause?)

t'es No

Eye/Vision problems? _ Glsscs E Contacts E) Last exam by eye doctor
Other concems? (crosscd evc. droopinc lids. squirtinc. difficultv reading)

Dental tr Braces tr.Bridge tr'Plate Other

EarlHearing problcms? Yes No Infomatron may be shred wth appropri*e personnel for h6lth ed.ducational purpose

Parent/Guardian
Sisnaturc DateBone/Jornt problern/inj ury/scol iosis? V'es No

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

HEAD CMCUMFERENCE HEIGHT WEIGITT BMI BIP

DIABETES SCREEMNG (Nor REeUTRED FoR DAy CARE) BMb85% agc/sex YesE Notr . And any two of the following: Family History Yes tr No E

Dthnic l \ { inor igYesD NoE Signsof lnsul inResistance(hlpencnsioo,dysl ip idemia"polycyst icovr iusln&ome,acothosisnig: icans)YesD NoE AtRisk YesE NoE

LEAD RISK QUESTIONNAIRE Requircd for childrcn agc 6 months through 6 yws crolled in licensed or public school opented day cue, prescbool, nusery school ud/or kindergarten.

euest ionnnireAdministered?yesD NoD BloodTest lndicated? Yestr  Notr  BloodTestDate (B)oodtestrequiredi f residesinChicago.)

TB SKIN OR BLOOD TEST Remmmcnded onJy for children in high-risk grups including children imunosuppressed due to HIv infection or other rnditions, &equent travel to or bom in

righ prevalcncc coutries or t lrose exposed to adults in higb-risk categories. See CDC guidelincs. No test needcd E Test performed E

Skin Test: Date Read / /

Blood Tcst:  Datc Reported /  /
Resul t :  Posi t ivc E Negat ive E

Result: Positive E Negntive E
mm
Vnlue

LAB TESTS (Rccommended) Date Results Date Results

Hemoglobin or Hematocrit lickle Cell (when indicated)

Urinalysis )evelopmental Screeninq Tool

SYSTEM REVIEW \,Jormsl lomments/Follow-unA{ecds ',lormal lo m me n ts/Foll ow-u pA',leed s

Skin Endocr ine

Gast!'ointestinql

Eves Amblyopia YesE NoE Genito-Urinary LMP

Nose Neurological

Throat Musculoskeletal

l\{outh/Dental Spinal  Exam

Cardiovascula r/I{TN Nutr i t ional  status

Respirntory tr Diagnosis of Asthma Mental Health

Cunent)_v Prescribed Asthma Medicatlonl
tr Quick-relief medication (e.g.Short Acting Beta AntaSonist )
E Controller medication (e.g. inhaled corticosteroid)

Other

NEEDS/MODIFICATIONS required in the schooi setting DIETARY Needs,/Resrictions

SPECIA" t.*STRUCTIOt.nSnBftlCfS .!. ruf.r gtu,r"., glss e),e, chest protector for mhlthmia, pacemaker, prosthetic device, dcntal bridge, false tee 
' 
a

MENTAL HEALTIVOTHER ls there mlthing else the schooi should know about this str:dmt?

lfvou would l ike to discuss thrs student's health with school or school health persgq"l, .h..k t it i ., n N

EMERGENCY ACTION needcd while at school due to child's health condition (e g

Yes E \o E l fves.  n lease descr ibe

.sciares, astluna, insect sting, food, pemut allergl', bleeding problem, diabetes, hean problcm)?

onthebasisof theexaminat iono"@in(I fNoorModif ied,plereanachexp)mat lon')
pHySICAL EDUCATTON Ycs E No tr l\{otiified D INTERSCHOLASTIC SIORTS (for one y"4i !!q !-- lie !--}imited tr

Print  Name (MD.DO. APN. PA) Sienature Date

Address Phonc

(Complete both sides)


