Welcome to D105 Preschool / Bienvenidos al Prescolar del D105

A physical exam and immunizations are required for your student’s entry into Preschool.
They must be completed within 30 days of beginning school and can be dated as early as
one year before entry. Don’t wait! You can start getting these done now. Turn them in to
the nursing office or Preschool staff as soon as they are completed.

Current Physical Examination:
*Physical must have documentation of all up-to-date
immunizations. Parents, make sure to fill out the Health History
section on the top of the back page.

*BMI (body mass index), Blood Pressure, Diabetes Screening, and Lead Risk
Questionnaire sections must be completed by the doctor’s office.
(Check these before you leave the medical office.)

Estimados Padres,

Para entrar al prescolar, se requiere un examen fisico junto
con las vacunas actualizadas. Este tiene que estar completo en
los primeros 30 dias del primer dia de entrada a clases, puede
tener fecha de un par de meses. A si es que no espere! Usted puede completar este
requisito ahora y entregarlo a la oficina prescolar o a la enfermeria de la escuela tan
pronto lo tenga completo.

Examen Fisico Actualizado:
*Padres, el examen fisico tiene que estar documentado al dia con las vacunas

actuales. Asegirese, de contestar las pregustas de la seccién marcada HISTORIA
de SALUD en la forma del fisico que se encuentra arriba, firma y fecha.

*Esta secci6n de preguntas tiene que ser completadas por el medico (Por Favor
asegurese, que esta parte en la forma fisico sea completa antes de salir del
consultorio médico.)

BMI (indice de masa corporal), Alta Presion, Prueba de Diabetes, y el cuestionario
de Riesgo de Plomo.
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IMMUNIZATIONS: To be completed by health care provider.

medically contraindicated, a separate written statement must be attached
ing the medical reason for the contraindication.
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Hezlth care provider (MD, DO, APN, PA, school heslth professional, health officizl) verifying above immunization history must sign below.

If adding dates to the above immunization history section, put
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ALTERNATIVE PROOF OF IMMUNITY

copy of Iab resuit.
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1. Clinical diagnosis (measles, mumps, hepatitis B) is allowed when verified by physician and supported with Isb confirmation. Attach
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*MEASLES (Rubeols) MO

2. History of varicella (chickenpox) disease is acceptable if verified by health care provider,
Person signing below verifies that the parent/guardian’s description of varicella disease history is indicative

school heaith professional or health official.
of past infection and is accepting such history es

documentation of disease.
Date of
Disease Signature Title
DORubella DVaricella _ Attach copy of Iab result.

3. Laboratory Evidence of Immunity (check one) [TMeasles*

DIMumps**

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

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

Certificates of Religious Exemption to Immunizations or Phys

Maintained by the School Authority.
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(COMPLETE BOTH SIDES)

ician Medical Statements of Medical Contraindication Are Reviewed and

Printed by Authority of the State of linols
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HEALTH HISTORY mmcowmmmsmnmmrmmmmmmvmmwmmcmmvm
IALIM Yes  [List ““TMEDICATION (Prescribed or Yes]um

_oo_d.cknx,'nwl,oﬁlﬂ‘) No L tslies on 2 rogulsr besis.) No

Diagnosis of asthma? Yes No Loss of function of one of paired

Child wakes during night coughing? Yes No organs? (cyc/ear/kidney/testicle)

Birth defects? Yes No Hospitalizations?

Developmental delay? Yo Mo When? What for?

Blood disorders? Hemophilia, Yes  No Sargery? (Listall)

i Othes? i ‘When? What for?

Diabetes? Yes No Serious njury of illness?

Ticad mjury/Concussion/Passed out? | Yes  No TD skin teat positive (past/preseat)? #If yes, rofer to local health
Scizarcs? What arc they Bke? Yes Mo T discasc (past or prescnt)? depaytimEes.

Heart problem/Shoriness of treath? Yes No Tobacco use (type, frequency)?

Heart mmrmur/High blood pressure? Yes Mo “Alcohol/Drag usc?

Dizziness or chest pain with Yes Mo Family history of sudden death

cxercise? before age 50?7 (Cause?)

Eye/Vision problems? Glassos 0 Contacts [J Last exam by eye doctor Dental OPBmces O Bridge O Plate Other

Far/Hearing problems? 'Yes No mmummwmmmmmmw.
Bone/Joint problem/injury/scolicsis? [Yes No F:E: Date

CAL EXAMINATION REQUIRE]\EINTS Entire section belaw to be completed by MD/DO/APN/PA
CIRCUMFERENCE f <2-3 years old HEIGHT WEIGET BMI
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'or kindergartea. (Bloodtastrequiredifmﬁ:sinaﬁcagomhightiskﬁpeode.)

westionnsire Administered? Yes O Nefl  Blood Test Indieated? YesOl No O Blood Test Date

BP

mnriesorﬂn;eemoﬂtoahksinlﬁgh-ﬁskmgorha. See CDC guidelines.

otestnoeded ] Testperformed 0 SkinTest: Date Read e et Positive ] NegativeD ~ mm__
, Blood Test: DateReported /[ Result; Positive ] Negative [1 Value

LAB TESTS (Recommended) Date Results | Date Results
Hmogl_ﬂh or Hematocrit blckleCdl (when indicated)
Urinalysis [Developmental Screening Tool
SYSTEM REVIEW [Normal [Comments/Follow-up/Needs ormal |Comments/Follow-up/Needs
Skin Endecrine
Ears Screening Result: Gastrointestinal
Eyes Scrocning Result: Genito-Urinary 1MP
Neose Neurological
‘Throest Mausculoskeletal
Mouth/Dental Spinal Exam
Cardiovascular, Nutyitional status
Respiratory 0 Diagposis of Asthma Mental Health
"Camrently Prescribed Asthma Medication:

O Quick-relief medication (e.g- Short Acting Agonist) Other

O Controfler medication (e.g. inhaled corticosteroid) .
NEEDS/MODIFICATIONS required in the school sctting DIETARY Necds/Restrictions
SPECIAL]NSTRUCHONSIDEVICES e.gmmw%mmﬁrwmwmmmmg.mmmww
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Nombre del Estudiante Fecha de Nacimiento Sexo |Escuela Grado / Niim. De Ident.
_Apelido __Nombre Inicial Mes /Din/_Afio
HISTORIAL DE SALUD PARA SER COMPLETADO ¥ FIRMADO POR EL PADRE / TUTOR Y VERIFICADO POR EL PROVEEDOR DE CUIDADO DE SALUD
[MEDICINAS (Anote todas las recetadas o tomadas con regularidad.)

ALERGIAS (Alimentos, droges, insectos, otro)

(Diagnosis de Asma? Si 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

LT doalac)
(Defectos de Nacimiento? K No {Hospitalizaciones?
: (Cuéndo? ;Para Qué? Si No

{Retrasos del Desarrollo? Sf No

{Problemas De La Sangre? Hemofilia, ; (Cirugia? (Anételas Todes)
Glébulos Falciformes, Otro Explique 5i Mo ,Cuindo? gPara Qué? St No

{Diabetes? s No ¢Heridas Graves o Enfermedad? Si No

{Herida de la Cabeza / golpe / desmayo? Si No ¢ Prueba positiva de la piel para el TB Sf*  No | *Si contestd si, referencia al

Faid A . il F

Convulsiones? ;Cémo Se Manifiestan? Si No {Enfermedad de TB (Pasada o Presenie)? |51+ No |-Periamento de salud local
[ Problemas Cardiacos / Falta de Respiracién? | §f No ¢ Uso de Tabaco (Tipo, Frecuencia)? Si No

Soplo Cardiaco / Presién Arterial Alta? Si No {Uso de Alcohol / Drogas? ]Sl' No

({Mareos O Dolor De Pecho Al Hacer . sf N {Historial Familiar de Muerte Repentina ,
Ejexcicio? - antes de los 50 afios? (;Causa?) Si No
iProblemas con los Ojos / Visién? Lentes * Lentes de Contacto®  Ultimo Examen Dental o+ Ganchos -+ »Puente + +Placas Otro
Otras Preocupaciones? (bizco, pirpados caidos, entrrecerrar 10s ojos, dificultad cuando lee) (Otras Preocupaciones?

{Problemas de Audicion? ] No La in?qutmcnﬁ en este formulario se puede comparur con el personal apropiado para propésitos de safud y
4Probl delosh / Articulaciones /

Heridas / Escoliosis? Firma del Padre / Tutor Fechs







