
Douglas W. Rudig, Ph.D.
Superintendent of Schools

Elmwood Park C.D.S.D. #401

The State of Illinois REQUIRES all new students or those entering kindergarten
present the attached ILLINOIS DEPARTMENT OF PUBLIC HEALTH, CERTIFICATE OF
CHILD HEALTH EXAMINATION, at the time of their entrance.

EPCUSD#401 requires that the attached form be completed by your Health Care
Provider and be returned to the District with your registration materials.

If your child has not had a physical this calendar year, please take the
attached form to your doctor and return it with the following sections
completed:

IAII exam~ must include thefoll-o-w--in-g-: - --- - - ---

1. The pink section is the health history area of the physical form that must be
completed and signed by a parent/guardian.

2. The yellow sections (front and back) must be completed and signed by your
physician, who includes: a physical dated this calendar year, a diabetic screening,
and complete immunization history. The doctor needs to complete the lead risk
questionnaire (for children ages: 6 months to 6 years). I

I

I

3. In the area highlighted in blue, a TB skin test must be taken within the last 90 I
days, with recorded results prior to the firs~ d~~ of ~_ChOO/. __ ~

lAdental examination is required for all children in kindergarten, second and sixth
I grade with your registration materials. An eye examination report by an eye

doctor made within one year from the child enrolling in Kindergarten and enrolling for
the first time is also required with your registration materials.

Sincerely.

PJ/VL-- 0, ~~L;/
Dr. Douglas Rudlg '/,,/
Superintendent of SChool~

8201 West Fullerton Avenue Elmwood Park, lllinois 60707-2499
11\1 JS.,eIIeN.Rudl!,,1 eller, I kJlthl II' l'h{s7t08')\l4S2\\·;l.2lJ~;;l1l,\Kil1dcri:JIG&~1.452 -9504 Fax
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STATE OF ILLINOIS
DEPARTMENT OF HUMAN SERVICES

CERTIFICATE OF CHILD HEALTH EXAMINATION

Student's Nome Birtll Dnte I Sex I School Grade LevellID#

uil Mill MIddle Munlh1I>fvlVa,

I'arrntl TcIq1h"".M
Add"". senet Cllv ZIP •• d. O_IlIn 1I0m0 Work
IMMUNlZA nONS: To be completed by hClllth cnre provider. Note tI1emoldalyr for f!!W! dose odministered. The doy ond month is required if you connot delennine if
tI1eVDccine WllSgiven!!l1£! tI1eminimum Intervnl or oge. If a spectnc vaccine Is medically contralndlcoted, a separote written statement must be ollached explolnlng
the medical rCllSlln for tbe contrnlndlcatlon.

I 2 3 4 S 6
VACCINEIDOSE Me DA YR Me DA VR Me DA YR Me DA YR Me DA YR Me DA YR

Diphtl1erio, TelllnUS 000 Pertussis
(DTP or DTaP)

Diphlherio ond Tetanus (Pedintric DT or Td)

lnoetivuted Polio ((PV)

Orol Polio (OPV)

Haemophilus innuenzne type b (('lib)

Uepotllis B (HB)

VlITicella (Cbickenpox) Commcnls

Combined Mcnslcs, Mumps ond Rubello
(MMR)
MCIlSlcs (Rubeoln)

Rubello (3-day mcnslcs)

Mumps
Pneumoc:occol (not required for school entry) IJPCV7IJPPVn IJPCV7 IJPpvn IJPCV7IJPPVn [JPCV7 DPPV23 [JPCV7 DI'PVn [JPCV7 IJPpvn

Check specific type (PCV7. PPV23)

Olher (Specify hepatitis A, meningococ:cal, elc.)

Htllllth cnre provider (MD, DO. APN, PA, school hcnlth professional, health offielnl) verifying above immunizlltion history must sign below.

Slennture Title Date

Signoture
{If addlne dnles to the above Immunlzotlon blstory section, put your Inltlols by doters} nnd sll!.Qherc.} Title Date

Signoturc
nf oddln!! dotes to the above ImmuQlzatlon blstory section, put your Inltlols by datc{s) nnd sil!O here.} Title Dote

ALTERNATIVE PROOF OF IMMUNITY
I. Clinical diagnosis 15occeptoble Ifverlfled by physician. ·(All ~ C1lSe&diallllOSedan or aller July 1,2002, mUSI be (onOnned by Iabornloryevldcncc.)

*MEASLES (Rubeolo) MO DA VII MUMPS MO nA VR VARICELLA MO DA VII Phvslclan's Sh!Oature
2. HIstory ufvarlcelln (chlckenpoll) dlseose Is acceptoble Ifverllicd by health CAre provlder,scbool heolth profcsslanol or heoltb official,

P.,..,n signine below Isverifying lIIDllhcpnn:nI/IlUllnllon'.d•.•eripllon Dharicella disease history Is indiCllliv.ofpaslinfeclion and is oeeepliny,ueh hlslOryas documentationof di••••••.

Dal. or Ol•••••e S1~o.lurc TIll. Oole
3. Loborntory connrmnllop (cheek one) o Mensles o Mumps o Rubelln o Hepatitis B 0 VnrlccUo

Lab Results Dote MO DA VR (Attach CODYoflab reDurf, IfDvnllablc.)

VISION AND HEARING SCREENING DATA

Pre-schuol- nnouolly beglonlng otlge 3; School age - during school yenr ot required grade levels
Dol. Code:

I I I I I I I I I I
P-PUI

AgrlG •.••d. F-F.II

R I- R I- R I- R I- R L R I- R I- R I- R I- R I- U-Uaabl.la

I I I I I I I I I I
1.11

VIsion R-R.rured

I I I I I I I I I 1
G/C - Glas.'"

HCllrl"c Canlam
Prloled by Auth.rlty of Ihe SI.I. or 1I1100is

(Complete Both Sides)



Student's Nllme
I.oJI

HEALTH HISTORY
Finl Mlddl< Mun1l1lOo I Y"",
TO BE COMPLETED AND SIGNED BY PARENT/GUARDIAN AND VERIFIED BY HEALTH CARE PROVIDER

ALLERGIES (Food,drug,lmc<~udlcrl M EOIeA TION (lln.U pracn1lt:d Of lot•••••• lqlIIb, bulL)

Diagnosis of oslhmn? Yes No Indit:llte Severity loss of function ofone ofpnired
Child wakes during the nighl coughing Ycs No organs? (eyeiL'lIl'lkidney/tesdele) Yes No

Birth defects? Ycs No Hospiializnlions'l
When? Whol ror? Yes No

Developmentol deloy? Yes No
Blood disordcrs'l Hemophilia, Ycs No

Surgery? (lisl nil.)
Yes NoSickle Cell, Other? Exolnln. When? Whol ror'l

Dinbetes? Yes No Serious injury or illness? Yes No

Hend injury/Concussion/Passed out? Yes No TB skin lest posilive (pnstlprescnl)? Ycs· No ·Ifyes, refer to IDelIIhClllth

Seizures" Whot ore they like? Yes No TB disense (past or present)? Ycs· No
departmenl

Heart problemlShortness ofbrcnlh? Yes No Tobacco use (type, frequency)? Yes No

Heort murmur/High blood pressure? Yes No Alcohol/Drug use'l Yes No

Dizziness or chesl pain with Yes No
Fnmily hislory of sudden denth

Yes Noexcrcise? before aile 507 (CAuse?)
EyclVision problems? __ GI••••• 0 Conlllcts D lost exnm by eye doclor Dental DBmees OBridge OPIate Other
Other concerns? (crossed eye, drooping lids, 5qulnting. difficulty rendine) Olher concerns?

EarlHenring problems? Yes No lnrormlllionmoybe Iiuucd w11hoJlll",priDl.p....,nn.1 ror h•• llb omdcduo.lionnlpurposes.
r.rcnlJGulrdlaa

Bone/Joinl problemlinjury/scollosls? Yes No Slgn.tlt, D.h:

Entire section below to be completed by MDIDO/APN/PA (oINPICATESTESTINGMAND,\TEPFDRSTATE LICENSEDCIIILDC,\IlE FACILlnESj

PHYSICAL EXAMINATION REQUIREMENTS HEIGHT WEIGHT PIIII l1li'

DIABETES SCREENING 8M 1>85% nge/sex Yes 0 NoD And nny two of tile following: Family History Yes 0 No 0 Ethnle Minority Yes D No 0
Signs of Insulin Rl!Slstance lhypertenslon, dyslipidemla. polycystic ovurlun syndrome, acanthosis nierieullS) Yes 0 No 0 At Risk YesD NoD

LEAD RISK QUESTIONNAIREo Rcquird for children nge 6 months through 6 ycnrs enrolled In Iiccnsed or public sellaol opcruled dny enre, pnoschool, nursery sc1loo1nndlor k1ndCTJlurlen.
Blood Testlndlented? Yes ODNo [l]D Blood Tl!St Dnte Blood Test Result (Blood test required in Chicogo nod other high risk zip codes.)

TO SKI~TEST Recommended only ror clllldrcn In high·risk groups includine chlldn:n who nn: immunosuppn:sscd due 10 HIV lnreelion or other eondlttons. """,nt immlb'l'lllltsfrom high
prevalence countrl•• , or those exposed 10 adults in high-risk cnlccories. S"" CDC guidelines. Date Rend / / Result mOl

LAB TESTS °INDICATESTESTING
MANDATElJFOil STATEL1CENSElJCIIIW Dole Results ODic Results
CAllE I'AClLmES
Hemoglobin • or Hemnlocril • Sickle Cell • (os indicated)
Urinnlysis Olher
SYSTEM REVIEW Normol CommentsiFollow-uplNeeds Normol CommentsIFollow-uplNecds

Skin Endocrine

Ears Gastrointestinal

Eyes NDnnDI YcsO NoD Objective .creening VcsO NoD Resull Genito-Urinnry LMP
AmblynpiD YcsO NoD Referred 10 Opthnlmolug;';l/Oplun"'l,bt YcsO NoD Neurological

Nose Musculoskelctnl

Throat Spinol exnminolion

Moulh/Denlnl NUlrilional status

Cnrdiovnsculnr/HTN

Respimlory
MenlUlHenlth

NEEDS/MODIFICATIONS n:qulred In die lehootscRing DIETARY N""d,fRestriclions

SPECIAL INSTRUCTIONSIOEVICES e.g. snfcly glosses, glDsscye, chest proleclor for nlThylhmio,pncemokcr,pmsthclie device, d.ntnl bridge, rolsc teeth, DlhlelicIUpport/eup

MENTAL HEALTH/OTHER 11thcre anytiline else Ihc school should knDwoboullhls studcnt?
If you would lik.lo discuss Ihis Iludenl'. hcnllh with school or scbDolh".llh 1"'",=1, check Uti,,: D Nurse o Teachcr o Counselo, o Principal

EMERGENCY ACTION n""d.d whlle.1 school duc 10 child's ht:nllh condition (".g~ seizures, nslhmo, insect 'ling, food. pennul allergy, blceding problem, diobetes, lICllrtproblem)?
YesD No D Iryes. pleose describe.

On Ihc bn.b of lhe unmlnnllon on lhb dny, I npprov" Ihls child's pnrUclpoUon In (U No ur Modtncd,pl ••• " nlln.h •• plnnnllon.)
PHYSICAL EDUCATION Yes 0 No 0 Modified D INTERSCHOLASTIC SPORTS (for one yenr) Yes 0 NoD Limited D

Phy.icwnlAdvDnced Pr.u:ticcNursclPlty,icl •• AuislDnl performine eXDminntion

Prlnl NRme Signaluro Dnl.

Address IPhone




