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Dear 5th Grade Parents/Guardians,
A physical exam and immunizations are required for your student’s entry into 6™ grade. Students are not
able to start 6" grade without these. Don’t wait! You can start getting these done now. Turn them in to
your school’s nursing office as soon as they are completed.
Health Examination & Immunizations
e The attached physical examination form must be fu/ly completed. Parents, make sure to fill out the
Health History section on the top of the back page.
e Dates of all immunizations your child has received must be recorded on the front page with health care
provider signature and date.
e The additional required immunizations for 6th grade students are:
o Tdap — Proof of 1 dose on or after the 11*" birthday
o Varicella (chickenpox)-2 doses
o Meningococcal (meningitis)-1 dose on or after the 11" birthday
If your child is medically exempt from any immunizations, a note from your doctor with an explanation is
required. If a religious objection exists, an Illinois Certificate of Religious Exemption is required.

Dental Examination
e The attached state form is due to the school by May 15% of the school year your student attends 6

grade.
Please call the nursing office if you have any questions at all.

Queridos Padres/ Guardianes de Quinto Grado,
El examen fisico y vacunas son requeridos para la entrada de su hijo a sexto grado. Los estudiantes no pueden
empezar sexto grado sin estos requisitos. No espere! Usted puede empezar a completar estos documentos
ya mismos. Entréguelos a la enfermera de su escuela tan pronto estén completos.
Examen de Salud y Vacunas
¢ El formulario del examen fisico adjunto tiene que ser completado en su fotalidad. Los Padres deben
asegurarse de llenar la seccion de Historia de la Salud en la parte superior de la pagina dela
parte de atras.
e Fechas de todas las vacunas que su nifio ha recibido deben ser registradas en la primera pagina con la
firma del doctor y la fecha.
e Las vacunas adicionales que son requeridas para estudiantes de sexto grado son:
o Tdap — Prueba de 1 dosis o después del 11 cumpleafios
o Varicella (chickenpox)-2 dosis
o Meningocdcica (meningitis) -1 dosis en o después del 11 cumpleaiios
Si su hijo esta médicamente exento de alguna vacuna, una nota de su médico con una explicacion es necesaria.
Si existe una objecion religiosa, un certificado de exencion religiosa de Illinois es necesaria.

Examen Dental
e La forma del Estado que esta adjunto con esta nota tiene que ser mandada a la escuela antes 5/15 del afio
escolar su estudiante asiste sexto grado.
Por favor llame a la oficina de la enfermera si tiene alguna pregunta.






State of MHineis
Certificate of Child Health Examination

Studeit’s Neme Birth Date Sex Race/Ethmicity School /Gradé Level/ID#

Last First Middie Month/Day/Year

Address Street i ip Code Parent/Guardian T # Home Work
The mo/da/yr for every dose administered is required. i a specific vaccine is

e e e
IMMUNIZATIONS: To be completed by health care provider.
medically contraindicated, a separate written statement must be attached by the health care provider responsible for completing the health

examipnation um the medical reason for the contraindication. _ - -
REQUIRED DOSE 1 [ DOSE2 DOSE 3 DOSE 4 DOSE 5 DOSE 6
Vaccine / Dose MC DA YR MO DA YR MO DA YR MO DA ¥R MO DA ¥R MO DA YR

DTP or DTsP

Tdap; Td or
Pediatric DT (Check

specific type)
Pokio (Check specific 0 Ipv OOPV 0O 1PV O OPV O v OOPV O rv O opv O wrv 0O opPV O PV Ooprv
type)
Hib Haemophilus
influenza type b
Poeumococeal
Conjugate
Hepatitis B

MMR Measles
Mumps. Rubella

Varicella
(Chickenpox)
Meningococeal
L {(MCV4) L
RECOMMENDED, BUT NOT REQUIRED Vaccine / Dose

Hepatitis A

OTdepOTdODT | DTdapiTd0DT | LiTdapDiTdLDT DTdapDITdODT | OTdapliTdlIDT | DTdapbiTaliDT

Comments:

HPV

Influenza

Other: Specify
Adminisiered [ | [ 1 [ | [ ] [ ]

‘Health care provider (MD, DO, APN, PA, school health professional, bealth official) verifying above immunization history must sign below.
If adding dates to the above immunization history section, put your initials by date(s) and sign here.

|_Sigmature Tite Date
Mture Title Date
ALTERNATIVE PROOCF OF IMMUNITY

1. Clindeal disgnosis (measles, mumps, hepatitis B) is allowed when verified by physician snd supported with lab confirmation. Attach
copy of lab result.

*MEASLES (Rubeola) MO DA YR **MUMPS MO DA YR HEPATITISB MO DA YR VARICELLA MO DA YR
2. History of varicelia (chickenpox) disease is acceptable if verified by health care provider, school health professional or health official,
Person signing below verifies 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

3. Laboratory Evidence of Immunity (check one) [TMeasles* OMumps**  DORubella  [Varicelle  Attach copy of Iab result.

*All measles cases diagnosed on or after July 1, 2002, must be confirmed by laboratory evidence.
**All mumps cases diagnosed on or afier July 1, 2013, must be confirmed by laboratory evidence.

Completion of Alternatives 1 or 3 MUST be accompanied by Labs & Physicisn Signatare:
Physician Statements of Immunity MUST be submitted to IDPH for review.

ician Medical Statements of Medical Contraindication Are Reviewed and

Certificates of Religious Exemption to immunizations or Phys
Maintained by the School Authority.

11/2015 (COMPLETE BOTH SIDES) Printed by Authority of the State of Iltinols




Date IS!! ISdlonl |Gnde Level/
= . pice MgmDyy You L

HEALTH HISTORY mmmmmmmnrmmmmmmvmnwmmcmmvm
ALLERGIES Yes [List: IMEDICATION (Prescribed or | Yes s
drug, insect, other) No jtadcen on 2 reguilar baziz) No
Diagposis of asthma? Yes No Toss of function of onc of paired es No
Child wakes during night coughing? Yes No organs? (eye/ear/kidney/testicle)
[Birth dofects? Yes Mo lizations? s No
Devolopmental delay? Yoo Mo When? What for?
Blood disorders? Hemophilis, Yes No Surpery? (Listall) es No
Sickle Cell, Other? Em. ‘When? What for?
Diabetes? Yes No Sezious injury or illness? es No
Fiead mjury/Concussion/Passed out? | Yes Mo TB sian test positive (pastipresent)? ez Mo | *If yes, refer to Jocal health
Sdm?Whumﬁcyﬁc? Yes No TB diseasc (past or present)? es* No deparemeett.
Heart problem/Shostness of breath? Yes No Tobacco use (type, frequency)? es No
Heart maurasa/High blood pressare? Yes No Alcohol/Drug use? es No
Dizziness or chest pein with Yes No Family histcry of sndden death es Mo
;q_ccise? before age 507 (Cause?)
Eye/Vision problems? Glassos [} Contacts [ Last exam by eye doctor Dental OBmces 0O Bridge O Plate Other
e drooping lids, ing, difficuty resding)
Ear/Hearing problems? Tnformation may bo shared with appropriste parsannci for health and educational parposes.
I?iondldntpublnn/hjmylmliosis? -
/SICAL EXAMINATION REQUIREMFNTS Entire section below to be completed by MD/DO/APN/PA
CIRCUMFERENCE Hf <2-3 years old HEIGHT WEIGHT BMI B/P

TABETES SCREENING (NOT REQUIRED FORDAY CARE) BMI>85% age/sex YesO NoD And any two of the following: Family History Yesd NoD
thnic Minerity YesD No O ﬁmwmmummmwmwmmmmmmmwesﬂ Noll AtRisk YesD NoDO
RIEK QUESTIONNAIRE: Reqnitedfmchﬂdrmige6nim:ﬁsﬂ:roughGMthMedmwbﬁcMIopmteddaycm,mhMLmyuhml
'or kindexgarten. (BloodtestreqniledifmideshChicagoorhightiakﬁpoode.)

uestionnaive Administered? Yes O Ne[d  Blood Test Indieated? YesO NoDO Blood Test Date
SKIN CRBLOOD TEST Reoomnendedonlyﬁnclﬂdmninﬁ@-ﬂskwﬁtkﬂing
Eghpmbmemmﬂwumcdwadﬂminﬁghaiskcaugoﬂe& See CDC guidelines.

" Result: Positive 1

otestnceded]  Testperformed D  SkinTest: DateRead / Negative
' Blood Test: DateReported __/ _/ Result: Positive ] Negative O Value

LAB TESTS (Recommended) Date Results | Date Results
Hemoglobin or Hematocrit ISickle Cell (when indicated)
Ukinalysis [Developmental Screening Tool
SYSTEM REVIEW [Normal mmests/Follow-ap/Needs ormsal |[Comments/Follow-up/Needs
Sidn Endecrine
Ears Screcning Resnlt: Gastrolutestinal
Eyes Screening Result; Genito-Urinary IMP
Nose Neurological
Threst Musculoskeletal
Mouth/Dentil Spinal Exam
Cardiovascular Nutritional status
Respiratory [ Diagnosis of Asthma Mental Health
"Catrently Prescribed Asthma Medication:

[ Quick-relicf medication (¢.g. Short Acting Beta Agonist) Other

D Controfler medication (e.g. inhaled corticosteroid) .
NEEDS/MODIFICATIONS required in the school setting DIETARY Needs/Restrictions
SPECIAL]NSTRUCI‘IONSIDEVICES e.gMMMmMMﬁWMWW,MIW&MMMWm
I
MENTAL HEALTH/OTHER nmmmummmmmm
Hymwodd&em&mﬁsundeﬂ’nbnhhwﬂhnhmluwholhnﬁpmmmmez DO Norse O Teacher 3 Coumselor [ Principal
EMERGENCY ACTION seeded while et school due to child’s health condition (c.g., seizures, asthma, insect sting, food, peanut allergy, bleeding problem, disbetes, heart problem)?
YesO No [0 Iyes, please describe.
On&emdhexmimﬁmmﬁsday,lmwﬂﬁsdﬂd’spuﬁcipﬁmin (lfNoorModiﬁndpleasemchexphnaﬁnﬁ.)

HYSICAL EDUCA = ; RSCHOLAS SPORTS 25 [ i
Print Neme APN, PA Date
—— Facee




Grado /Néim. De Ident.

Nombre del Estudiante

Apellido Nombre

Inicial

Fecha de Nacimiento Sexo

Escuela

Mes /Din/_Afio

PARA SER COMPLETADO Y FIRMADO POR EL PADRE / TUTOR Y YERIFICADO POR EL PROVEEDOR DE CUIDADO DE SALUD

HISTORIAL DE SALUD
ALERGIAS (Alimentos, drogss, insectos, otro) MEDICINAS (Anote fodas las das o tomadas con regularidad.)
¢Diagnosis de Asma? Sf No Indique Severidad Pérdida de las Funciones de uno de los
(Nifio(a) despierta tosiendo en la noche? Sf No pares de Organos? (Ojos /Oidos / Rifiones / |S No
T T

(Defectos de Nacimiento? St No Hospitalizaciones?

- {Cuéndo? ;Para Qué? Si No
¢ Retrasos del Desarrollo? Si No
{Problemas De La Sangre? Hemofilia, y {Cirugia? (Anételas Todas)
Glébulos Falciformes, Otro Explique 8 No 1 Cuindo? ;Para Qué? S No
¢(Diabetes? S No (Heridas Graves o Enfermedad? Sf No
(Herida de 1a Cabeza / golpe / desmayo? 8§ No (Prueba positiva de la piel para el TB Si*  No | *Si contestd si, referencia al

R By ia

{Convulsiones? ;Cémo Se Manifiestan? Si No (Enfermedad de TB (Pasado o Presente)? [gi*+  No departamento de salud local
(Problemas Cardiacos / Falta de Respiracion? | Si No 1Uso de Tabaco (Tipo, Frecuencia)? Si No
Soplo Cardiaco / Presién Arterial Alta? Si No ¢Uso de Alcohol / Drogas? Si No
(Mareos O Dolor De Pecho Al Hacer N (Historial Familiar de Muerte Repentina
Fjercicio? 51 0 antes de 1os 50 afios? (;Causa?) 8i No
{Problemas con los Ojos / Visién? Lentes = Lentes de Contacto*  Ultimo Examen Dental  + < Genchos e« » Puente - - Placas_Otro
Otras Preocupaciones? (bizco, parpados caidos, entrrecerrar los ojos, dificultad cuando lee) (Otras Preocupaciones?
¢ Problemas de Audicién? Si No La informacion en estc formulano se puede compartir ¢on el personal apropiado pare propositos de salud y
{Probl delos h / Atticulaciones /
Heridas / Escoliosis? Firma del Padre / Tutor Fecha







 State of illinois
| fllinois Department of Public Health

PROOF OF SCHOOL DENTAL EXAMINATION FORM

Hlinois law (Child Heaith Examination Code, 77 lll. Adm. Code 665) states all children in kindergarten and the second, sixth and ninth grades of any
public, private or parochial school shall have a dental examination. The examination must have taken place within 18 months prior to May 15 of
the school year. A licensed dentist must complete the ‘examination, sign and date this Proof of School Dental Examination Form. If you are unable
to get this required examination for your child, fill out a separate Dental Examination Waiver Form.

This important examination will let you know if there are any dental problems that need attention by a dentist. Children need good oral health to
speak with confidence, express themselves, be healthy and ready to learn. Poor oral health has been related to lower school performance, poor
social relationships, and less success later in life. For this reason, we thank you for making this contribution to the health and weli-being of your

child. -

To be completed by the parent or guardian (please print):

Student's Name: R Last -l_'-'—i?st . o '_—m&é o _Buﬁ DE (h;unth/DéyNear)_ i
Address: Street City ZIP Code
Name of School: ZIP Code Grade Level: Gender:
[ Male ) Female
| Parent or Guardian: Last Name First Name

_E
Student’s Race/Ethnicity:
[0 White (1 Black/African American {1 Hispanic/Latino 0 Asian
] Native American 1 Native Hawaiian/Pacific Islander [ Multi-racial O Unknown
O Other

To be completed by dentist:
Date of Most Recent Examination: (Check all services provided at this examination date)
[[J Dental Cleaning [} Sealant [ Flueride treatment ] Restoration of teeth due to caries

Oral Health Status (check all that apply)
[OYes [INo Dental Sealants Present on Permanent Molars

[JYes [JNo Caries Experience / Restoration History — A filling (temporary/permanent) OR a tooth that is missing because it was
extracted as a result of caries OR missing permanent 1st molars.

[OYes [1No Untreated Caries — At least 1/2 mm of tooth structure loss at the enamel surface. Brown 1o 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

considered sound unless a cavitated lesion is also present.

[JYes [INo Urgent Treatment — abscess, nerve exposure, advanced disease state, signs or symptoms that include pain, infection, or
swelling.

Treatment Needs (check all that apply). For Head Start Agencies, please also list appointment date or date of most recent treatment

"completion date.

] Restorative Care — amalgams, composites, crowns, etc. Appointment Date:_ e
[} Preventive Care — sealants, fluoride treatment, prophylaxis * Appointment Date: o
] Pediatric Dentist Referral Recommended Treatment Completion Date:_ o =

Additional comments:

Date:

Signature of Dentist License #:

lllinois Department of Public Health, Division of Oral Health
217-785-4899 « TTY (hearing impaired use only) 800-547-0466 « www.dph.illinois.gov

10C1 0600-10 Printed by Authority of the State of lllinois @_@



Estado de lllincis
Departamento de Salud Publica

FORMULARIO COMPROBANTE DEL EXAMEN DENTAL ESCOLAR

La ley de lllinois (Child Health Examination Code, 77 ll. Cédigo Administrativo 665) indice que todos los nifios en kinder,
segundo, sexto, y noveno grados en escuela publica, privado, o parroquial adquieran examinacién dental. La examinacién
se tiene que haber hecho entre 18 meses antes de 15 Mayo del afio escolar. Un dentista licenciado tiene que hacer el
examen, firmar y ponerle fecha a esta Formulario Comprobante de Examen Dental Escolar. Si no puede obtener este
examen requerido, completa el Formulario de Renuncia Voluntaria del Examen Dental Escolar

Este examen importante le dejara saber si hay algin problema que requiere atencion de un dentista. Los Nifios necesitan
buena salud bucal para habla con confianza, expresar se, ser saludables y ser listos para aprender. La salud bucal malo ha
sido relacionado con bajo actuacién escolar, malas relaciones sociales, y menos éxito mas adelante in Ia vida. Por esta
razon, le damos gracia por su contribucion al salud y bien estar de su nifio.

Para ser completado por el padre/madre (por favor impresion):

Nombre del Apeliido ) h Nombre Inicial ) Fecha de Nacimiento:
Estudiante: {Mes/Dia/Ano)
Direccion: Calle Ciudad Cddigo Postal

Nombre de la Cédigo Postal Grado: Sexo:

Esc_uela: o Masculino o Femenino

Nombre del padre/madre o encargado

Raza/Etnicidad del Estudiante:

o Blanco . o Hispano/Latino  © Asigtico. o Otro
o Nativo de Alaska o Indio Americano o Afroamericano o Multirracial o Desconocido
o Nativo de Hawai o otras islas del Pacifico

To be completed by dentist:

Date of Most Recent Examination: (Check all services provided at this examination date)
D Dental Cleaning 0 Sealant O Fluoride treatment [ Restoration of teeth due to caries

Oral Health Status (check all that apply)
0O Yes O No Dental Sealants Present on Permanent Molars

MMYesONo Caries Experience / Restorafion History — A filling (temporary/permanent) OR a tooth that is missing
because it was extracted as a result of caries OR missing permanent 1st molars.

- 0 Yes ONo 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 considered sound unless a cavitated lesion is also
present.

O Yes O No Urgent Treatment — abscess, nerve exposure, advanced disease state, signs or symptoms that include
pain, infection, or swelling. .

Treatment Needs {check all that apply). For Head Start Agencies, please also list appointment date or date of most recent treatment
completion date.

[] Restorative Care — amalgams, composites, crowns, etc. Appointment Date:
{71 Preventive Care — sealants, fluoride treatment, prophylaxis Appointment Date:
{1 Pediatric Dentist Referral Recommended Treatment Completion Date:

Additional comments:
Signature of Dentist ) License #: Date:

llinois Department of Public Health, Division of Oral Health
217-785-4899 * TTY (hearing impaired use only) 800-547-0466 « www.dph.illinois.qov




Health Community Resources for Families

If you have Medicaid and need to find a health care provider:
¢ Call the Health Care Benefits Helpline at (866)468-7543.
e Or the customer service number on the back of your medical card.

If you have Medicaid and need to find a dental care provider:
¢ Call DentaQuest: (888)286-2447.

If you have Medicaid and need transportation assistance to appointments:
e Call First Transit: (877) 725-0569.

If you do not have medical insurance:
¢ To Apply for lllinois AllKids (comprehensive healthcare for kids): 1-866-All-Kids (1-
866-255-5437) or
https://www.illinois.gov/hfs/MedicalPrograms/AllKids/Pages/default.aspx
e Pillars Community Health (formerly Community Nurse Health Center) can help families
find plans and apply for benefits and offers a sliding fee scale for uninsured persons.
Call:708-PILLARS (708-745-5277) pillarscommunityhealth.org

Recursos de Salud de la Comunidad para las Familias

Si usted tiene Medicaid y necesita encontrar un proveedor de salud:
¢ Llame alalinea de ayuda de Beneficios de Salud al (866)468-7543.
e O, al nimero de servicio al cliente en el respaldo de su tarjeta médica.

Si usted tiene Medicaid y necesita encontrar un proveedor de salud dental:
e Llame a DentaQuest: (888)286-2447.

Si usted tiene Medicaid y necesita asistencia para transporte para ir a las citas:
e Llame a “First Transit”: (877) 725-0569.

Si usted no tiene Seguro médico:
¢ Para aplicar al Illinois AllKids (cuidados de salud comprensivos para nifios): llame al 1-
866-All-Kids (1-866-255-5437) o ingrese a:
bttps://www.illinois.gov/hfs/MedicalPrograms/AllKids/Pages/default.aspx
e Salud Comunal Pillars (que es ahora el nuevo nombre de Community Nurse Health
Center), puede ayudar a las familias a encontrar planes y aplicar por beneficios y ofrece
costos de escala menores para personas sin seguro. Llame a: 708-PILLARS (708-745-

5277) pillarscommunityhealth.org

01/08/18






