STATE OF FLLINOIS
DEPARTMENT OF HUMAN SERVICES
CERTIFICATE OF CHILD HEALTH EXAMINATION

oK

Please Print.

i Student’s Name Birth Date Sex School © Grade Level /1D#
[ast borst Middfe ! Morsh Day Yew i : i
Purery Talephone »
Adibress Strent City ZP code | Guardan Home Yark

IMMUNIZATIONS: To be completed by heaith care provider  Note the mosdant for gvery dose admimistered. The day and month s reguired f you cannot determme +f
| the vacoine was given giler the mimmom mierval or sge  H a specific vageine is medically contraindicated, a separate written stitement must be attached explaining
. the medical reason Tor the contraimdicition,

7 T H 3 4 5 &

VACCINE/DOSE MO DA YR MO DA YR MO DA YR L MO DA YR MO DA YR | MO DA YR

Duphthenia. Tetanus and Pertussis
(DEP or DTal)

Diphthenia and Tetanus (Pediatr DT or Td)

Inacuvated Polie {{IPV}

Oral Polio (OPY)

Haemophitus influenzae tvpe b (Hiby)

Hepaiitis B {HB)

[y N
Varicetta {Chickenpox) omments

Combined Measies, Mumps and Rubelia
{MMR) ] .

Measles {Rubeola)

Rubellz {3-day mea._sles)

Mumps

Prieumococcal (not required for school entry) QPCV7 OPPY2E | OPCVT OPPVZY | DIPCVIOIPPV2S | OPCVT OPPV2Y ¢ LIPCYT LIPPVIS | CIPCYT PPV |

Check specific type (PCV7T. PPV23}

Other (SpecHy hepatitis A, meringococeal, ote }

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

Signature ) co ) ) Title Date

Signature )
(If adding dates to the above immunization history section, put your initials by date(s) and sign here.) Title Pate

Signature .

(11 adding dates (o the above immunization history section, put youry initials by date(s) and sign here.) Title __Date

ALTERNATIVE PROOF OF IMMUNITY

t.  Chindcal disgnosis is acceptable if verified by physician.  *oAD rucisles Cases Ginpricsed on or aBier doly {2602, must be confirmed Iy aboratory avidengs |

| “MIEASLES (Ru Bealnl WO ox YR MUMPS w0 by YR VARICELL ALY w0 By vr Physician’s Signature
2, Histery of varicells {chickenpex) disease is accepiable if verified by health care provider, school health professienal or health official.

auit fastuny as dovmmenrianon of dissise

Persan sigmng beiow s vanivy she paventguardian’s Jesonphon of L sncedia disease story & mdicais ¢ of pavt infeenon and 15 secepiing

Duate of Disease Signature o Tifie Date -
3. Laboratery confirmation «check ones L) Meastes | LJ Mumps [J Rubeila O Hepatitis B 3 Variceils
' fab Results Duite M3 Ba YR Lasdtack copy of lab report, i avaitable;

VISTON %D HEARING SCREENING DATA

Pre-schaoi - sanually beginning af age 31 School age - during school vedr at required grade leveh
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