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LICEMSED CHILD CAAE FACILITIES

Complale Balh Sdas of Farm

EE'?UL INFANTSTOODUERS COHLY ILLINOIS DEPARTMENT OF PUBLIC HEALTH
=V CERTIFICATE OF INFANT AND TODDLER HEALTH EXAMINATION
PLEASE PRINT [imformation on this form may ba shared with sooroprsts cersonnel for health snd sducstionsl purposss )
CHILD'S NAME BIRTHDATE SEX | EARLY INTERVENTION PROGRAM | SOCIAL SECURITY #
fLas) {Frsl) [l il ok YR
ADDRESS PAREMNT/GUARDLAM TELEPHOME # PREFERRED LAMGUAGE
=] (O Coda) | faoma) {W¥ork) IN HOME
PARENT OR GUARDIAN ADDRESS
HEALTH HISTORY IHMHW:MMNMWHMM dose administersd. The day and month s required if
Tﬂhuwypﬂlﬂﬂﬂﬂr?l you cannot determing if the vaccine was given prior io the I:hhnrdlngi. oo "
BIRTH WEIGHT Circle yes oo no)  Commants i ] 1
{Circle yes or no) DOSE w o mlw o m w o mlw m wm
Birth Comphcation Yes Mo Diphtherts, Pertussis & Tetanus [DTP/DT I
Premaiurs Yes No =L —
Birth Defects Yes Mo Diphtharia and Tetanus (DT) or [Td)
Abnormal Mewbom Blood Tesl  Yes No Pollo
TETE Contact Yes Mo Lo fodos]
Serious llnes/Injury Yes Mo Haemophiius influenza type b (Hib)
Hospetaization Yes Mo
- Y Mo Comb, Meastes/Mumps/Rubella (MMR)
Wision/Eye Probiem Yes No Measies (Rubsals)
Speach/Feading Problem Yes No Rubsila {3 day or German Measles) i
L
Allergies (i) Mumpa i
Madications Hepatitis B PN |
:
™ Other {s.g. Varicelia) g*gﬁg&&@% -
i B
FAMILY HISTORY
Identfy amy parsnts/sblings with disabity or chronic illness:
Identify any parents/siblings with developmental delay or school problems:
Parent's or Guardian's Signature Dats
TO BE COMPLETED BY PHYSICIAN
[ HEAD CIRCUMFERENCE l LENGTHMEIGHT | weGHT
[STRONGLY RECOMMENDED) Dale Resuits Developmental Screening Tests
Hemoglobin® or DOSTH
Hematocrt* PDQ
Unnalysis Crther (identify)
Sickde Cell* (23 neadad) “Manditad for stale licensed child cam faciliies or spproved schools and programs,
Lead Questonnaire andfor Blood Tesl
e e T Tl L T e P el v
PHYSICAL EXAMINATION REQUIREMENTS
{Mormal) Comments/Folow-up {Mormad) CommentaFollow-up
General Appearanca Gastroinbestinal
Skin Genifo-Unnary
Ears Neursiogical
Eyes Muscuiosisietal
Moss Mutriional Stabus
Throat Caher
MouthDental Summary of chid's health
Cardovascudar
Riespiratory
CommaentuRecommendrtions
Refer for specialized medcal dagnostc svaluation YES O NOD 1 Meads modification/resriction of Early infervenBion Program YESO WO O
Specify;
- VISION AND HEARING SCREENING DATA
- - e
Eyes staght YES NO Ctarties with loud nosa YES MO
Comeal light reflexes symmetncal YES (e} Tums fo sofft scund YES MO
Fied reflex preseni biaterally YES N0 Fiolkows whispened direction YES MO
Follows faca, ight, small oy YES NO
QOTHER TEST iﬂmﬁ ) OTHER TEST ima‘ﬂ
e T — L e ———
PHYSICIAN'S NAME (prind) PHYSICIANS SIGMNATURE
ADDRESS PHOMNE DATE
IL 4820533 Printed by Authonty of the Stale of linos
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PHYSICIAN'S SUMMARY OF HEALTH PROBLEMS, CONDITIONS OR DEVELOPMENTAL DISCREPANCIES THAT MAY AFFECT THE
CHILD'S EDUCATIONAL OR ACTIVITIES PROGRAM

|:| CHECK BOX IF PHYSICIAN'S DETERMINATION IS THAT A TB TEST IS NOT NECESSARY FOR THIS CHILD

NEED FOR ENVIRONMENTAL ADJUSTMENT OR ACTIVITIES TO BE LIMITED

PARTICIPATION IN GROSS MOTOR ACTIVITIES IS APPROVED WITH THE FOLLOWING TYPES OF ACTIVITY TO BE EXCLUDED (IF
ANY)

TO BE COMPLETED BY PARENT/GUARDIAN OR CHILD CARE FACILITY:

NAME OF FACILITY OR LICENSEE

ADDRESS




