MEDICAL
AND
DENTAL
REQUIREMENTS

Up-To-Date
Phys1cal Exams with Immunizations

Required for
Pre-K, Kindergarten, 6™ Grade & New Students

Proof of Dental Services Received
All Students




Illinois Certificate of Child Health Examination Code

The required Certificate of Child Health Examination form has been revised to
accommodate changes in the Illinois Child Health Examination Code. Begin to use this
new form immediately. You must reproduce the form for your use. You can obtain a
copy by downloading a PDF version from http://www.idph.state.il.us/ . Choose C under
the A-Z topics list. A link to a copy of the form that you can enter student data into and
print is available on the DHS website at http://www.dhs.state.il.us/chp/ofh/ . If you are
unable to download a copy, you can obtain up to 5 hard copies for use as master copies
by emailing mdhshpag@dhs.state.il.us. The old physical form cannot be accepted for
fall 2006 enrollment.

Health Examination for all public, private/independent and parochial school
students in Illinois shall include:

Physical examination which shall include an evaluation of: height, weight, blood
pressure, BMI, skin, eyes, ears, nose, throat, mouth/dental, cardiovascular, respiratory,
gastrointestinal, genito-urinary, neurological, musculoskeletal, spinal examination,
nutritional status, lead screening and other evaluations deemed necessary by the
examiner. The strongly recommended evaluations include hemoglobin or hematocrit,
urinalysis, and sickle cell. The examiner should list any medications the child takes
routinely, diet restrictions/needs, special equipment needed, or other needs, and known
allergies.

Medical history, which shall be completed and signed by the parent or legal guardian of
the student. The medical history shall be inclusive as indicated on the Certificate of
Child Health Examination form.

At or about the same time that he/she receives a health examination, every child shall
present proof to the local school authority of having received immunizations against
preventable communicable diseases as required by Section 665 of the Child Health
Examination Code.

A diabetes screening shall be included as a required part of each health examination and
the health care provider shall document results of the diabetes risk assessment on the
Certificate of Child Health Examination form.

Lead screening is a required part of the health examination for children age six years or
younger prior to admission to a preschool, nursery school, kindergarten or other child
care program. If the health care provider did not perform the assessment, the school nurse
could administer the questionnaire. Any single “Yes” or “Don’t Know” answer requires
a blood lead test, as does residing in a high risk ZIP code.

TITLE 77: PUBLIC HEALTH, CHAPTER I: DEPARTMENT OF PUBLIC HEALTH, SUBCHAPTER i: MATERNAL AND
CHILD HEALTH, PART 665, CHILD HEALTH EXAMINATION CODE.



STATE OF ILLINOIS
A n DEPARTMENT OF HUMAN SERVICES

CERTIFICATE OF CHILD HEALTH EXAMINATION
Please Print

Student’s Name Birth Date Sex School Grade Level /ID#
Last First Middle Month/Day/ Year
Parent/ Telephone #
Address Street City ZIP code Guardian Home Work

IMMUNIZATIONS: To be completed by health care provider. Note the mo/da/yr for every dose administered, The day and month is required if you cannot determine if
the vaccine was given affer the minimum interval or age. If a specific vaccine is medically contraindicated, a separate written statement must be attached explaining
the medical reason for the contraindication.

1 2 3 4 5 6
VACCINE/DOSE MO DA YR MO DA YR MO DA YR MO DA YR MO DA YR MO DA YR

Diphtheria, Tetanus and Pertussis
(DTP or DTaP)

Diphtheria and Tetanus (Pediatric DT or Td)

Inactivated Polio (IPV)

Oral Polio (OPV)

Haemophilus influenzae type b (Hib)

Hepatitis B (HB)

Comments

Varicella (Chickenpox)

Combined Measles, Mumps and Rubella
(MMR)

Measles (Rubeola)

Rubella (3-day measles)

Mumps

Pneumococcal (not required for school entry) OpPCv7 OPPV23 | OPCV7 [IPPV23 OpCv7 [PPV23 | OPCV7 OPPV23 | OPCV7 OPPV23 | OPCV7 CIPPV23

Check specific type (PCV7, PPV23)

Other (Specify hepatitis A, meningococcal, etc.)

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

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

ALTERNATIVE PROOF OF IMMUNITY

1. Clinical diagnosis is acceptable if verified by physician.  *(All measles cases diagnosed on or after July 1, 2002, must be confirmed by laboratory evidence.)

*MEASLES (Rubeola) MO DA YR MUMPS MO DA YR VARICELLA MO DA YR Physician’s Signature

2. History of varicella (chickenpox) disease is acceptable if verified by health care provider, school health professional or health official.
Person signing below is verifying that the parent/guardian’s description of varicella disease history is indicative of past infection and is accepting such history as documentation of disease.

Date of Disease Signature Title Date
3. Laboratory confirmation (check one) 1 Measles 0 Mumps [ Rubella O Hepatitis B [ Varicella
Lab Results Date MO DA YR (Attach copy of lab report, if available.)

VISION AND HEARING SCREENING DATA

Pre-school - annually beginning at age 3; School age — during school year at required grade levels

Date Code:
P=Pass
Age/Grade F = Fail
R L|R L |R L R L R L R L R L R L R L R L | U=Unableto
test
Vision R =Referred
Heari G/C = Glasses/
earing Cont:
Printed by Authority of the State of Illinois
(Complete Both Sides)

1L444-4737 (R-01-05)



Student’s Name Birth Date Sex School Grade Level/ ID #

Last First Middle Month/Day/ Year

HEALTH HISTORY TO BE COMPLETED AND SIGNED BY PARENT/GUARDIAN AND VERIFIED BY HEALTH CARE PROVIDER
ALLERGIES (Food, drug, insect, other) MEDICATION (List all prescribed or taken on a regular basis.)

Diagnosis of asthma? Yes No | Indicate Severity Loss of function of one of paired

Child wakes during the night coughing | Yes ~ No organs? (eye/ear/kidney/testicle) Yes  No

Birth defects? Yes  No Hospitalizations?

When? What for? Yes No

Developmental delay? Yes No

Blood disorders? Hemophilia, Surgery? (List all.)

Sickle Cell, Other? Explain. Yes No When? What for? Yes  No

Diabetes? Yes  No Serious injury or illness? Yes  No

Head injury/Concussion/Passed out? | Yes No TB skin test positive (past/present)? Yes* No | *Ifyes, refer to local health

" " > department.

Seizures? What are they like? Yes  No TB disease (past or present)? Yes* No

Heart problem/Shortness of breath? Yes No Tobacco use (type, frequency)? Yes No

Heart murmur/High blood pressure? |Yes  No Alcohol/Drug use? Yes  No

Dizziness or chest pain with Family history of sudden death

exercise! Yes  No before age 507 (Cause?) Yes  No

Eye/Vision problems? Glasses [ Contacts [ Last exam by eye doctor Dental OBraces [Bridge [Plate Other

Other concerns? (crossed eye, drooping lids, squinting, difficulty reading) Other concerns?

Ear/Hearing problems? Yes No Information may be shared with appropriate personnel for health and educational purposes,

Parent/Guardian

Bone/Joint problem/injury/scoliosis?  |Yes No Signature Date

Entire section below to be completed by MD/DO/APN/PA  (*INDICATES TESTING MANDATED FOR STATE LICENSED CHILD CARE FACILITIES)

PHYSICAL EXAMINATION REQUIREMENTS HEIGHT WEIGHT BMI B/P

DIABETES SCREENING BMI>85% age/sex Yes [1 No[l And any two of the following: Family History Yes[d No [ Ethnic Minority Yes O No [0
Signs of Insulin Resistance (hypertension, dyslipidemia, polycystic ovarian syndrome, acanthosis nigricans) Yes [1 No O At Risk Yes[d NoO

LEAD RISK QUESTIONNAIRE* Required for children age 6 months through 6 years enrolled in licensed or public school operated day care, preschool, nursery school and/or kindergarten.
Blood Test Indicated? YesO No[l Blood Test Date Blood Test Result (Blood test required in Chicago and other high risk zip codes.)
TB SKIN TEST Recommended only for children in high-risk groups including children who are immunosuppressed due to HIV infection or other conditions, recent immigrants from high
prevalence countries, or those exposed to adults in high-risk categories. See CDC puidelines. Date Read /A Result mm

LAB TESTS *INDICATES TESTING
MANDATED FOR STATE LICENSED CHILD Date Results Date Results
CARE FACILITIES

Hemoglobin * or Hematocrit * Sickle Cell * (as indicated)

Urinalysis Other

SYSTEM REVIEW |Norma) Comments/Follow-up/Needs Normal Comments/Follow-up/Needs

Skin Endocrine

Ears Gastrointestinal

Eyes Normal Yesld No[0  Objective screening YesEd Noll Result Genito-Urinary LMP

Amblyopia YesDl Nol[] Referred to Opthalmologist/Optometrist YesE] No[J Neurological

Nose Musculoskeletal

Throat Spinal examination

Mouth/Dental Nutritional status

Cardiovascular/HTN

: Mental Health
Respiratory
NEEDS/MODIFICATIONS required in the school setting DIETARY Needs/Restrictions

SPECIAL INSTRUCTIONS/DEVICES e.g. safety glasses, glass eye, chest protector for arthythmia, pacemaker, prosthetic device, dental bridge, false teeth, athletic support/cup

MENTAL HEALTH/OTHER s there anything else the school should know about this student?
If you would like to discuss this student’s health with school or school health personnel, check titte: [ Nurse [ Teacher [ Counselor [ Principal

EMERGENCY ACTION needed while at school due to child’s health condition (e.g., seizures, asthma, insect sting, food, peanut allergy, bleeding problem, diabetes, heart problem)?
Yes[D No [0 Ifyes, please describe.

On the basis of the examination on this day, I approve this child’s participation in (If No or Modified,please attach explanation.)
PHYSICAL EDUCATION Yes O No O Modified [ INTERSCHOLASTIC SPORTS (for one year) Yesd NoO Limited O

Physician/Advanced Practice Nurse/Physician Assistant performing examination

Print Name Signature Date

Address Phone

(Complete both sides)



lllinois Department of Public Health
PROOF OF SCHOOL DENTAL EXAMINATION FORM

To be completed by the parent (please print):

Student's Name: Last First Middle Birth Date: (MontvDay/Year)
/ /
Address: Street City ZIP Code Telephone:
Name of School: Grade Level: Gender:
O Male [ Female

Parent or Guardian: Address (of parent/guardian):

To be completed by dentist:
Oral Health Status (check all that apply)
0 Yes 0O No Dental Sealants Present

[0Yes [0 No Caries Experience / Restoration History — Afilling (temporary/permanent) OR a tooth that is missing because it was
extracted as a result of caries OR missing permanent 15t molars.

[0 Yes [ No Untreated Caries — At least 1/2 mm of tooth structure loss at the enamel surface. Brown to dark-brown coloration of the
walls of the lesion. These criteria apply to pit and fissure cavitated lesions as well as those on smooth tooth surfaces. If retained
root, assume that the whole tooth was destroyed by caries. Broken or chipped teeth, plus teeth with temporary fillings, are consid-

ered sound unless a cavitated lesion is also present.
0 Yes [ No SoftTissue Pathology
O Yes 0O No Malocclusion
Treatment Needs (check all that apply)
O Urgent Treatment — abscess, nerve exposure, advanced disease state, signs or symptoms that include pain, infection, or swelling
[0 Restorative Care — amalgams, composites, crowns, etc.
O Preventive Care — sealants, fluoride treatment, prophylaxis
O

Other — periodontal, orthodontic

Piease note
Signature of Dentist Date
Address Telephone
Street City ZIP Code

Illinois Department of Public Health, Division of Oral Health
217-785-4899 « TTY (hearing impaired use only) 800-547-0466 -« www.idph.state.il.us

Printed by Authorlty of the State of lllinois
P.O.#346085 5M  10/05



