FOR USE IN BCFS LICENSED CHILD CARE FACILITIES

State of Ilinois cre o0 QEE :
Certificate of Child Health Examination e e ]D(C]F -

M

Student’s Nome ‘ Birth Date Sex Raoce/Ethnicity School /Grade Level/ID#
Last First Middl= Moetith/Day/Year
Address Sireet iy Zin Code Prreat/Gunnlizn Telzphone # Home Wok

IMMUNIZATIONS: To be completed by bealth care pravider, Note the mo/dafyr for every dose ndministered. The day and month i required if yoa cannot
datermine if the vaccine was given affer the minimum inierval o7 age. If o specilic vacelne is medically contraindicated, » separate written statement must be
attached explaining the medicn] reason for 1he contraindication.
Vaccine / Dose ! 2 3 4 5 6

MO DAYR MO DAYR MO DA YR MO DA YR 30 DAYR MO BAYR

DTP or DTaP

CTdapOTdODT | OTdapOTdODT | OTdapOTdODT CTdapOTdOIDT | OTdapldTdODT OTdapOTdDT

Tdap; Td or Pedintric
DT (Check specific type)}

" . O v OOPY O v OOorV O v OOPY 0 v OOPY O »v OO0PY o mry O0PV
Polin {Check specific

type)

Hih Haemophilus
influenza typeb
Hegpalitis B (B}

Varicelln COMMENTS:
(Chickenpox) .

MMER Combined
Measles Mumps. Rubelln

Measles Rubelln Mumps L

Single Antigen
‘Vaccines

Prexmococeal
Conjugste
Otker/Specify
Meningococeal,
Hepatitis A, HPV,
Influenza

Health care provider (MD, DO, APN, PA, school henlth professional, health official} verifying nbove immunization history must sign below, If adding dates
1o the above immunization history section, put your initials by date(s) and sign here)

Signature Title Date

Signature Title Date
ALTERNATIVE PROOT OF IMMUNITY

1. Clinical disgnosis is nceepiable if verified by physician. *(All inensles cases dingnosed on ar nfter July 1, 2002, must be sonfirmed by Inboratory evidence.}
*MEASLES (Rubeoln) Mo pa_ vy MUMPS MO DA ¥R VARICEHLLA MO DA YR Physician’s Sipnature

2. History of varicella (chickenpos) disense s aceeptzble if verified by lealth care provider, schoa! health prefessional or health official. .
Pemon signiog below is verifyinp that the parent/guzrdian’s description of varicells disense history is indicative of past infection and is necepting such histery 25 documentntion of disease.

Dnte of Disense Signature Title ) Daty
3. Laboratory confirmation (check one) ~ [iMeasles OMumps  CiRubella I Hepatitis B DVaricella
Lab Resnlts Date MO DA YR (Attach copy of lab resuli)

VISION AND HEARING SCREENING BY IDPH CERTIFIED SCREENING TECHNICIAN

D .
e o _ Codez
Agel
Grade : P=Posx
F=Fail

R L R L R 1 R L R L R L R L n L R L | U= Upable to test
Vision Ié;:el‘erred
Henring . Glasses/Contacts
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