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IMMUNIZATIONS: To be complewed by henlth cure provider, Mete the movdadve for every dose sdministered. The diy and menth is required if you cannet determine if |
the vaccine was given giter the minimum imerval or 2ge. 10 a specific vaceing iz medically coniraindicated, a separate writlen statément must be attached explaining
the medical resson lor {he cosl rindicilion,
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Triphtheri, Telunus and Perlusses | i

| (DTT or DTaFy . L '

Triphtheria and Teranus (Tediatric DT or Td)

Tnactivated Polio (TFV)

| Ol Polia (OFY) | |

Haemaphiiug influenzac tvpe b (Hib) ._ | |

| Lleparitis B (1B} !

[¥ Ci
Waricolln (Chickenpo) Snneis

Comnbined Meagles, Murnps and Ruballa
MR

Dl iy (Hoobeola)

Fubelli {3-tay rnesles)

Mumps

Pricumnocoenl (oot regaied for school entryy | BIPCW BPPYRS | OPCVT OPPVS | OPCAT OFPVE | DPCv? @PPves | BPCVT ORPy2L | BPCYT B0rvIe
[

Check specific type (POWT, FEVES) |

Orber Capecify hepasitiz A, mepinpococcal, te.) |

Health carve provider (MTY, T, APN, PA, school health professional, health official) verifying above immunization history must sign below,
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[
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(A0 meliding dades to the ahove immanization history scotion, put your initials by date(s) and sisn here.) Title Date
Signature
(If adding dates to the above immunization history sectlon, put your initiak by date(s) and sign here,) Tille ate

ALTERNATIVE PROOF OF IMMIINITY
1. Clinical diagnozis is acceptable (Mverificd by phyyician. (AT meastcs cases diagnaged on or after July 1, 2002, must be cootizmed by Inboratory evidence.)

SMIASLES (Robesla) Mo DA e MUMPSE mo D4 ¥R YARICELLA mi ba ¥R PPhysician's Signature
1. Histoey of varicella {chickengox) disease is acceptable if verified by bealth care provider, school health professional or bealth officinl.
Tepzon sgning below iz verifying, thorhe prrevtfpganrdinn®s descrippion of woricslln disease hisiery is indicative of pose infecien and 85 neeepring, suels hisicry ns documentation of discass,

| Thade nff Diisease dignnlure o o ik Dare |
| 3. ILaboratery confirmation (check ane} O Measles O Mumps O Hubella O Hepatitis B O varicella |
! Ll Resulls Thake 18] 4 TR {Attach copy of lah reporl, ifavailahle) |
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| Lt Firsr Midde _ MaDoae' Year

HEALTH HISTORY TO BE COMPLETED AND SIGNED BY PARENT/GUARDIAN AND VERTFIED KY HEALTH CARE PROVIDER
| ALLERGIES (vood, dug, insscl, allie] ) } MEDTCATION [List all preerlesl et oo 2 segular e | ]
Diagmosis of asthma? ) Ve Ko | Indicats Sevenily Lawvzs of fooesion of one of paired . .
Child wakes during the night coughing [ ¥es e aupane? (et i ey etk Tee Mo
I éu th dulecty? ez o Hoé:ﬁ:-aﬂ'aﬁnnﬁ?
oot a itk — When? What for? Yes Ho
| Devetopmental delay? Tes Mex
E[.D(EEHIJ!MTH? Hemophilia, 2 Surgeryd (Las all)
SLL'}’:L': Cell, Qther? Explain, Tes Ha Whea? ﬁmmiqn-l? s L]
Fliabetes Yo Ha Serlous injury or illoess? [¥es  Ha
Head injunyConcussionPassed out? | Ve [ TH skin et positive (pastipeesensy? i‘q' p::,-' Wi | T e, reler lo ol health
= - - e —r — | departmant.
Seisures) What arc they 1ike? Yez Mo T disease {pasl o prasens)? Yest Mo | P
Hearl problemsShorisess of broth) Yes Ha | Tabacea use {fype, frequency)? Yes . Mo |
Heart murmusHigh Blosd pressne? Yim by AleoholDrug vse? Vg Mo
Dizziness or chest pain with W i Farsly buslory od sodden death
exercise? = ? betore ape 507 (Cause™) Yo Mo
EwesVision problems? Glazses O Creanaes O Lase sxarn by ove doator Neial Clfaces CBodge Lil_:'lmr. Oither
Other concerns? (crossed evs, droopag hids, syemtimg, bl reading) Other concemas? "' R ——
E-‘_IrJ'HI_'u.TJIr.I:E’]I'}l‘IUb:ﬂEH&" s, Na i Informatian cay be shared wish appnapiats prsonnel for hiealih and sdvestienal surposes
= ParendiGusrding
Bonc/feint problemfinjunyscoliosis?  |Yes Mo Sipmuiure Date

Entire section below to be completed by MIDVDOYAPN/PA {=INIMEATIS TESTING MANDATID FOR STATE LICENSED CHILT CATE FACILI TS}

| PHYSICAL EXAMINATION REQUIREMENTS HEIGOT WHIGH T BEhI F
| DIABETES SCREENING  BME-S5% agefsen Yex O Mo And any owo of the following:  Family History Yes 0 8o 0 Ethnic Minority Yes O 3o 0
Sipns of Insulin Resistance (hyperemsion, dyslipidomin, pelyeystic averian smdrome, acanthosis nigncansy  Yes O Ne O Al RHisk Yes LI NoO
| LEAD RISK QULSTIONMNATIRE: Requirsd for zhildren o & ereaichs theough & vears eorelled in lceased o pulblic schuol opemled day care, preachaat, nexsery schoal andion kisilecgarten
Blood Test Indicated? YVesO Mol Dleod Test Dale Hluod 'Test Resolt {Dleod test required in Chicage aod oller ugh tisk zip cades.)
| T SKIN m-é:l.-_HT_'i.'III:IIII:IEI!ﬂElﬂ anly fiar |:I';il;ircn-in hiph-risk groaps inclading children wha are wunuocsugprossed -|.1u.¢ Lir HINV anlecriem ar other eonditiens, recend imnsigrants [ram high
prsvalines sountiics, on tose expised o adelis in high risk categedies. Bee CDO guidelines, Date Read iof Resuli i

LA TESTS “INmCa ey TESTING | B ) )

MAMTIA TR PO STATE LICENSH CH1LD Lrirdes Besults Lzl Results

CARE FACILITIES 5 ;

Hernoglobin * or Hemateerit * | Sickle Celb * {as indicated)

Uringlysis [ e

SYSTEM REYIEW g ) CommentsTollow-uavieads [ | Moot CormrmentsTollow-wpiMemls
=== I _ | _

Skin Farlarring

Fiurg | Crashmisdestinal

Fves Mommal  YesD MoO  Objective sceeening YesO fall Rl Genito-Urinary : LMp

Acblyopia YesD Mol Beferred o DpthnimalngiseOpromensar. Yes el Menrolopical

Moss ! Mlusculnshel ztal

Thrnat | Spinal examinatian

MMouthTental | Mutritional status

L‘u:diwa.acular.-'ﬂ'mi _
— | bcnial Health

Respirariryg |

MNEEDSMODIFICATIONS requimet in the shnat acming DIETARY MewidsResiotions ; = %)

SPECIAL INSTRUCTIONSDEVICES ey suliery plasses, plnss eve, chear promectes for arrhyvibmiz, pacemaker, presthetic device, dencal beudze, flse reob, atitene supparkicup .
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EMERGENCY ACTION recded whibs ar schoal due ta chitd's bealth condition '::c.g.. sy, astbumn, insect shing, foed, pesnee allerpy, blecding prebbem, diabetes, Jeart prehlemy®
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O the bazis of the examination on this day, | approve this child®s purticiption in (3 Mo or Modified,please attach explunncinn.}
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