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MERIDIAN COMMUNITY UNIT 223
STATE HEALTH REQUIREMENTS FOR STUDENTS

Dear Parents:

The required physical examination form is enclosed for your student. Section 7-8, Chapter 122 of the Illinois School
Code requires that all pupils entering PreK or K, 6th and 9th grades must have completed the following before being
admitted to school:
1. A physical examination on the specified state form. Physical exams must be completed within one
year prior to school entry.
2. Immunizations required for DPT, Polio, Measles, Mumps, Rubella, and Td Booster every 10 years,
Varicella and Hepatitis B Vaccine Series.
3. Physician’s documentation indicating lead assessment and/or screening (for high risk zip code areas)
is required at kindergarten or first entrance to a program (i.e. Early Childhood or Pre-K).
4. Physician’s documentation indicating diabetes risk assessment (PreK or K, 1, 6, and 9).
KINDERGARTEN HEALTH NEEDS:

1. Required physical and recommended dental exam.

2. DPT and Polio Boosters must be given after the 4th birthday.

3. MMR (Measles, Mumps, Rubella) 2 doses of measles vaccine required:

1st dose on or after 12 months of age
2nd dose at least one month later
4. Varicella vaccine (Chickenpox) —1 dose on or after 12 months of age.

5. If the above immunizations have not been completed at the time of the physical exam, a written schedule
from your physician to complete the required doses must be presented with the physical exam at the time of
registration.

6. Proof of dental exam (or waiver) prior to May 15th of the school year.

7. Proof of a vision exam (or waiver) by October 15 of the school year.

2ND GRADE HEALTH NEEDS:

1. Proof of dental exam prior to May 15th of the school year.

6TH GRADE HEALTH NEEDS:

1. Required physical and recommended dental exam. Be sure physician designates approval for participation in
physical education and interscholastic sports by checking the appropriate boxes on the physical form. This
DOES fulfill the sports physical requirement for 6" grade.

2. Hepatitis B Vaccine series completed.

3. Required immunizations current.

4. Proof of dental examination (or waiver) prior to May 15th of the school year.

9TH GRADE HEALTH NEEDS:

1. Required physical and recommended dental exam. Be sure physician designates approval for participation in
physical education and interscholastic sports by checking the appropriate boxes on the physical form. This
DOES fulfill the sports physical requirement for 9" grade.

2. Tetanus (Tdap) Booster

3. Required immunizations current.

I urge you to make your medical, dental and vision exam appointments now to avoid difficulty obtaining an appointment
later this summer. According to the Illinois School Code, students are subject to exclusion from school on and after
October 15" if the physical examination and immunization requirements have not been completed and returned to
the school.

Sincerely,

Dr. Robert Morelan Kim Glendenning, RN, BSN
Superintendent Director of Health Services Revised 07/11



STATE OF ILLINOIS
DEPARTMENT OF HUMAN SERVICES
.. CERTIFICATE OF CHILD HEALTH EXAMINATION -

Please Print . ’ .
Student’s Name : " { Birth Date Sex School Grade Level /ID#
Last Fizet Middle Monfh/Day/ Year
: ) Parent/ Telephone # )
Address Strest City ZIP code | Gusedi Home . Work :

IMMUNIZATIONS: To be completed by health care provider. Nots the ‘mo/da/yr for every dose administered. The day and month is required if you cannot determine if
the vaccirie was given gfier the minimum interval or age. If a specific vaccine is medically contraindicated, a separate written statement must be sttached explaining
the medical reason for the contraindication. . o .

1 2 ) 3 4 . ©5 6
VACCINEDOSE : MO DA YR MO DA YR. I MO DA YR MO DA YR MO DA YR MO DA YR

Diphtheria, Tetanus and Pertussis
{DTP or DTaF)

Diphthwria and Tefantus {Pediatric DT or Td)

Inactiviated Polio (IPV)

Oral Palio (GPV)

Hacmophilus influenzae type b (Hib)

Heputitis B (HB)

Varicella (Chickenpex) wmb

Combined Measles, Mumps and Rubella
MMRY

Measles (Rubeola)
— .

Rubella (3-day zacasles) -

Mumps

| Fcumococaal {not required for school entry) CIPCv7 OPPV23 | OPCVTLPPVZ3 | OPCV7OPPVI3 | OPCV7OOPPV23 | OPCV7 {PPV23 | LIPCVT LIPPVZ3

{Check: specific type (PCV7, PPV23)

Other (Specify hepatitis A, meningococcal, etc.)

Health care provider (MDD, DO, APN, PA, school health professional, heaith official) verifying above immunization history must sign below.

Signature Title Date
Signatwre
(Y addin g dates to the above immunization i istory section, put your initials by date(s) and sign here.) Title Date
Signatuare
@(f adding datey to the above immunization history section, put your initials by date(s} and sign here.) Tide Date

ALT ERNATIVE PROCF OF IMMUNITY

1. Clinical diagnesis is acceptable if verified by physician. (Al measles cases diagnosed on or after fuly 1, 2002, must be confirmed by laboratory evidence.)

*ME,ASLES (Rubecla) Mo pa vr MUMPS MO pA ¥R VARICELLA MO bA YR Physician’s Signature

2 History of varicella (chickenpox) disease is acceptabie if verified by health care provider, school health professional or health official.
Person signing below is verifying thet the parent/guardian’s description of varicella disease history is indicative of past infeclion and is accepting such history as documentation of disease,
. ___Date ¥ Disense Signature Title Date
3. Laboratory confirmation (check one) {1 Measles O Mumps 1 Rubella €1 Hepatitis B 0 Varicella
. Lab Resulis Date MO DA YR (Attach copy of lab report, if available.)
r VISION AND HEARING SCREENING DATA
Pre-school ~ annually beginning at age 3; School age - during school year at required grade levels
Date - ’ Code:
P = Pass
Age/Grade { I , F = Fail
R LR L J|{R L |R L R L R L R L | R L R L R. L U=“L':Ne to
Vision ' ‘ R = Referred
" G/C = Glasses!
Hearing Coutacts

Printed by Authority of the Stats of Hiinois
{(Complete Both Sides)
11.444-4737 {R-01-05)

**THIS FORM IS INTENDED FOR NEW STUDENTS ENTERING THE DISTRICT AND FOR
MANDATORY KINDERGARTEN, 6TH GRADE AND 9TH GRADE PHYSICALS.



Meridian
Text Box
** THIS FORM IS INTENDED FOR NEW STUDENTS ENTERING THE DISTRICT AND FOR MANDATORY KINDERGARTEN, 6TH GRADE AND 9TH GRADE PHYSICALS.


{S:udent’s Name Birth Date Sex  |School _ . Grn;ié Lev'él/ D#
Last Ficst Middle 4 i MontvDay! Year ‘ -

HEALTHHISTORY . TO BE COMPLETED AND SIGNED BY PARENT/GUARDIAN AND VERIFIED BV HEA.LTH CARE PROVIDER

ALLERGIES (Food, drg, insect, offe) . MEDICATION (Listall prescribed or taken on » regular basis))

{‘ilagnosxs of asthma? Yes  No | Indicate Severity Loss of function of one of paired

Child wakes during the night coughmg Yes No : organs? (cye/earlludney/mshcle) Yes  No

Birth defects? Yes No Hospitalizations? .

- - - When? What for? Y Ny

Developmental delay? ' Yes MNo " ? es (_)

Blood disorders? Hemsophilia, L — Surgery? (List all) -

Sickle Crll, Other? Explain. Yes No .{ When? What for? : Yes " No

Diabetes? Yes No Serious injury or illness? Yes No .

Head inj ufy/Concuss ion/Passed out? Yes No -1 TB skin test positive (pastpresent)? Yes*  No | *Ifyes, refer to local bealth

. . v partment.

Seizures? What are they like? Yes  No : TB disease (past or present)? Yes* No 4 N

Hoart prblen/Shortnsss of breath? Yes Mo Tabacco use (type, frequency)? Yes. No

Heart murmur/High blood pressure? | Yes  No Alcohol/Drug use? Yes  No

Dizziness or chest pain with Family history of sudden death

exercise’? Yes  No | before age 507 (Cause?) Yes No

Eys/Vision problems? lasses €1 Contacts [ Last exam by eye dostor Dental ClBraces [IBridge Plate Other

Other ciancerns? (crossed sye, < eye, drooping lids, squinting, difficulty reading) Other concems?

Ear/He-uring problemis? Yes Neo Information may be shared with appropriate personnel for health and educations! puxposes

Parent/Guardian
Bone/Joint problem/injury/scofiosis? | Yes Neo ) Stguature Date

Entire section below to be completed by MD/DO/APN/PA  (-INDICATES TESTING MANDATED FOR STATE LICENSED CHILD CARE FACILITIES)

PHY SICAL EX AMINATION REQUIREMENTS . HEIGHT . WEIGHT BM1 B/P .
DIA'BILTES SCREENING BMD>85% age/ses Yes O3 NoDl  And any two of the following: Family History Yes 0 No [ FEthnic Minority Yes I Ne (1}
lSigns o { Insulin Resistante (byportension, dystipidemia, polycystic avarian syndrome, acanthosis mgnoam) Yes 1 Neo O At Risk Yes3 Nold -
LEAJD RISK QUESTIONNAIRE* Required for ohsldren age 6 months through 6 years envolled in bcensed or publia school operated day care, preschool, nursery school and/or kindergarten.
{Bloed, T&t Indicated? Yes3 Noll Blood Test Date Blood Test Result (Blood test required in Chicago and other high risk zip codes.)
1B SKL’N TEST Recommended only for children in high-risk groups including children who are mmsmosuppressedd\w to HIV infection or other conditions, recent immigrants from high
[Prev alence countries, or those exposed to adults in high-risk categories. See CDC guidelines. Date Read I/ R%ult . mm
| L {8 TESTS <inoicates TESTING : : A .
M/s NDATED FOR STATE LICENSED CRILD Date Rcsults . Date Results
[C/\RE FACHLITIES
_i. femoglobin * or Hematocrit * Sickle Cell # (as indicated)
Urinalysis ; ' : Other
. SYSTEM REVIEW Normal Comments/Follow-up/Needs Normal Comments/Follow-up/Needs
Skin Endocrine
Bars Gastrointestinal
Eyes Normal Yesld Noll Objective screening Yes{d Noll  Result Genito-Urinary LMP
Amblyopia Yestl Nold Referred to Opthalmologist/Optometrist Yesld Nold Neurological
Nase ’ ' Musculoskeletal
| Throat Spinal examination
Mouth/Dentat - . . Nutritional status
Cardiovascular/HTN ’
. Mentat Health
Respiratory .
NEEDS/MOBIFICATIONS required in the school setling DIETARY Needs/Restrictions

SPECIAL INSTRUCTIONS/DEVICES  eg. safety plasses, glass cye, chest protecmr for arrhytluma, pacemaker, prosthehc device, dental bridge, false teely, athletic supporvoup

MENTAL HEALTH/OTHER  Is there anything else the school should know about this student? : .
If you wousd tike to discuss this student’s hiealth with school or school health personwet, check titte,. O Nuse  [J Teacher O Coumselor [J Principal

EMERGENCY ACTION needed while at school due to child's health condition (e.g., seizures, asth.ma, insect sting, food, peanut allergy, bleeding problem, diabetes, heart problem)?
YesJ No O 1fyes. please describe

On thc basis of the examination on this day, I approve this child’s participation in - (f No or Modified,please attach explanation.)
PHYSICAL EDUCATION Yes 0 No D Modified O lNTERSCHOLAST(C SPORTS (for one year) Yesti NoO Limited O

Physician/Advanced Practice Nurse/Plysician Assistant performing examination

Priat Nawme Signature Date

Address Phone

(Complete both sides)

** THIS FORM IS INTENDED FOR NEW STUDENTS ENTERING THE DISTRICT AND FOR
MANDATORY KINDERGARTEN, 6TH GRADE AND 9TH GRADE PHYSICALS.
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** THIS FORM IS INTENDED FOR NEW STUDENTS ENTERING THE DISTRICT AND FOR MANDATORY KINDERGARTEN, 6TH GRADE AND 9TH GRADE PHYSICALS.


lilinois Department of Public Health
PROOF OF SCHOOL DENTAL EXAMINATION FORM

To be completed by the parent (please print)

Student's Name: Last - First "Middle Birth Date: (MontvDayivear)
Address: Street _ City : " ZIP Code | Telaphone:
| Name of School: . Grade Level: ‘ Gender:
. ; ' QOMale (1 Femadle
Parent or Guardian: o ’ i Address (of parent/guardian): '
To be comp!eted by dentist: -

Oral Health Status (check all that apply)
] Yes [INo- Dental Sealants Present

I1Yes [INo Carles Experience / Restoration History — Afiing (temporary/permanent) OR a tooth that Is missing because # veas
extracted as a nesu!! of caries OR missing permanent 18t molars.

OYes CINo Untreated Carles--Atleast1/2mmoftoohshuctwebssatmeename!swfaoe Brown to daricbrown coloraion of the _
. walls of the lesion. These critoria apply to pit and fissure cavitated lesions as well as those on smooth tooth surfaces. if retginad
root, assume that the whale tooth was destroyed by caries. Bmkenorchlppedteem ptustaethvﬁmtemporeryﬁlings.areemnsid-
ered sound unless a cavitated lesion is also present. -

OYes CONo Soft T!ssue Pathology

OYes 0O0No ~ Malocclusion

Treatment Needs (check all that apply) :

0 Urgent Treatment —-abseess nerve exposure. advanced disease stats, signs orsympbms that include. pain, infection, orswemng
3 Restorative Care -—-amalgarns. composites, crowns, etc ) A

O Preventive Care — sealants, fiuoride treatment, prophylaxis
o

Other — periodontal, orthodontic

Please note
Signature of Dentist . - Date
Address ' : : Telephone
Sireet City 2P Code

Hliinois Department of Public Health, Division of Orai Health, 635 W. Jefferson St., Springfield, IL 62761
217-785-4899 + TTY (hearing impaired use only) 800-547-0466 « www. idph.state.iLus

Printed byAuﬁlomyofﬂte State of #itinols
POM4E085 5M 10008

** THIS FORM IS INTENDED FOR KINDERGARTEN, 2ND GRADE AND 6TH GRADE STATE
REQUIRED EXAMS.
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** THIS FORM IS INTENDED FOR KINDERGARTEN, 2ND GRADE AND 6TH GRADE STATE REQUIRED EXAMS.


Mllinols Department of Public Health
DENTAL EXAMINATION WAIVER FORM

Please print;

Student's Name: .Last First Middte | Birth Date: Mmmwmn

: o : { /
Address: Streat City ZIP Code ' Telephone:
‘Namse of Schoot: Grade Level: Gender:
) . | OMale [JFemale
Parent or Guardian: Address (of parent/guardian): ‘
_ : — —_— = S— e

1am u'nab!e to obtain the required dental examination because:

"EJ My child is enrolied in the free and reduced lunch program and is not covered by private or publk: dental insurance

(MedleeideIdCara)

g o

able to see my.child and wlll accept Medicaid/KidCare.

D

will see my chlld

SIgnature

Date

"My child is enrolled in the free and reduced lunch program and is ineligible for public lnsumnce (Medicaid/KidCare).

My child is enrolled in Medicaid/KidCare, but we are unable to find a dentist or dental clinic in our community that is

"'My child does not have any type of dental insurance, and there are no low-cost dental clinics in our community that

Hlinois Department of Public Health, Division of Oral Heaith, 535 W. Jefferson St., Springfield, L. 62761
217-785-4899 TTY (hearing lmpaired use only) 800-547-0466 + www.idph.state.l.us

Printad by Authority of the State of llinols
Pomsoee M 10005

** |F YOU ARE UNABLE TO FULFIL THE STATE REQUIRED EXAM, PLEASE
COMPLETE THIS WAIVER AND SUBMIT TO YOUR BUILDING.
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**  IF YOU ARE UNABLE TO FULFIL THE STATE REQUIRED EXAM, PLEASE COMPLETE THIS WAIVER AND SUBMIT TO YOUR BUILDING.




