Please print or type: Student Information
SCHOOL NAME
STUDENT ID# School Hse Only: Provent dupiicate stodent records, Search | REGISTRATION GRADE LEVEL
in SIS for 3 axisting Student IG hefore creating a new one. {when first entering GPS)
LEGAL LAS_T NAME LEGAL FIRST NAME LEGALM_I[_)D}._EPIAME ) o
GENERATION BIRTH DATE LEGAL SEX
(Jr., etc) {mm/dd/yvyyy) (FIMRKIN
*AFFIRMED GENDER *AFFIRMED FIRST NAME STUDENT'S SIBLINGS' NAMES IF CURRENTLY ENROLLED N GPS:
(F/MIN)

*Qptlanal. For smore information regarding
alilrmed gender and affirmed name, please
visil:

*AFFIRMED MIDDLE NAME

*AFFIRMED LAST NAME

Personal Information

BIRTH CERTIFICATE ON FILE D ves [i] No BIRTH VERIFICATION TYPE

i BIRTH STATE

i
:
i

*BIRTH COUNTRY

{ BIRTHCITY

*Gomplele if student was nol horn In the United Stases {US) or ane of its Territaries:

DATE OF FIRST ENROLLMENT | FULL YEARS COMPLETED
IN ANY US SCHOOL: | SCHOOL IN Us:
|
Student Address/Phone
PHYSICAL (HbME) ADDRESS {include unit number If applicable) City Slaie

Scliool Use Only: Note Lhat “Bate of flrst enrollment in any US School” becomes
a required field in SIS If "Birth Country® Is pot the US or ong of its Terriortes,

Zp HOME PHONE #

MAILING ABDRESS {include unit aumber if applicatile) (If ditferent thar Home)

iy SOV N stam 7o

Included Information

FEDERAL ETHNIC AND RACE CATEGORIES: {Enter information into SIS from the Race and Ethnleity Survey forni)
HOME LANGUAGE SURAVEY: (Enter informatlon Inta 518 from the Home Language Survey form)

PARENT/GUARDIAN CONTACTS: (Enter information Into SIS from the Rerjuest for Emergency and Health Information form)

EMERGENCY/HEALTH INFORMATION: (Enter information into SIS from the Request for Emergency and Health Infermation forn)

Enrollment

*SCHOOL TRANSFERRING FROM (if not a Chloago Public, Charter or Contract Schoof)

CITY AND STATE

*|S THE STUDENT N GOOD STANDING?

[Jves []no

{Insteuelions to school: for onl-olf-state public schoof of any privale sehool studenls, a certification of “good
standing” should be received fram the Parent/Guardian, Refer fo 6PS Policy 21-6728-P01 for mare Infermation,)

LAST CHICAGO PUBLIC, CHARTER, ORt CONTRACT SGHQOL ATTENDED

[Aves [ xo

I8 THE STUDENT RECEIVING ANY TYPE OF SPECIAL EDUCATION SERVICES?

{instruetions ta schaol if yes, please rolify the Case Manager.)

STUDENT ENRGLLED BY {Print Nome and Relatlonship)

Enrollment Status Codes:

95 - IL Private Schl, nal Chicego Slgnature of Parent/Guardlan

06 - U5 Public Schl, not 1llinais

01 -~ No Fermer Schaol

02 - Chicago Public Schaof

Date of Enrollment

Must have an original slgnature; an electronie signature is not acceplsble

{ta Ingl. Chartet/Cantract)
@3 - Chicago Private Scheol

07 = US Private Schl, not Hlinols
08 - Mot In USA

School
Use Cniy:

ENROLLMENT STATUS CODE {inser! a # from the feft)

GRADE LEVEL HOMERQOM/DIVISION #

04 - It Public Schi, not Chicago




PARENTS/GUARBIANS: The school must have on file emergency information 1

hat can be used to contact you. Please print clearly.
Wwhenever fhere is a change in this Information, invmediately notify the school in writing.

it reflects your living sitaation If you are a
youlh nol living with a Parent or Guardian,

(Your answer will help school staff with

enrollinent and inay enable the student to

regeive additional services.) Check one

] in a hotadfmotel
{7 ina shekter

[] #n transitlonal housing see the GPS Polloy 702.5.

hox:

School Note! If any box Is checked,

School Nole: if *Yes," follow CPS Palicy 704.4 proceduses. Enler information

in Legal Aler! Hleld and update comtact infarmatian, as needed, In SIS,

Parent/Guardian and Emergency Contact Information: Add extra contacts on additional page, if needed,

USCHOOLNAME STUDENT ID#
"STUDENT LAST NAME FIRST NAME MIDDLE NAME
STUDENT HOME ADDRESS {include unit number if applicable) ciy Stale Ty T
BIRTH DATE HOMERCOM # i "STUDENT HOME PHONE #
(mm/dd/yyyy}
CONFIDENTIAL INFORMATION BOX 1 ' CONFIDENTIAL ENFORMATION BOX 2
in a car/park/othes public place i .
Camplete thls box ohly if {1} i reflects - ‘ i I3 there a currant Order of Protection or No
your chikl's current living siltatian: OR (2) {] doubled-up E Contact Order which concerns his student? [ ves g
L

PARENT/GUARDIAN CONTACT

PARENT/GUARDIAN CONTACT

Contact Name

Relationship to Student

Chack all that apply:

[=] vLives with

[] Gets Mafliags

[7] Emergency [ Penmission to Pick up

[] Lives with
m Eineigency

[3 6ets Mailings
D Permission to Pick up

Homa Address,
if different from student’s
(inelutie unit numbar if applicabla)

Cell Phane Number

Email Address

Nama snd Address of Employer

Work Phione Number

*5PS communicates via phone calls. Select {he Fanguage Lhat shovld be used to cominurleate with you, Languages available fo

r mass commyiication at this time are English and Spanish {note: ether languages vpon availability).

List the name of a relative or neighbor who can also be notified in an emergency and has permission to pick up the student:

NAME

RELATIONSHIP

Family Doctor's Name, Address, and Phone Number:

[ 1 quthorize you ta cali my family docter, if necessary, {n an energency.

MAME ADERESS finclide anit number |1 applicabie] fity State 7
" TELEPHONE #
STUDENT HEALFH INSURANCE: (select only one af the three) CHILDREN OF MILITARY PERSGNNEL ({oplional}
E:] {Hinais Medlcal Gard/All Kids: provide studant's medleal 10 ¢ .. {3-digit pumber fanated on hack of card). | As the Parent or Guardian, are you a menber of 2 vES D Ho
freanck he armed he UnHed States? .
[7] Na Insurance: are you Interested i applying for the Hiinols Medical Carg/al Kigs? [] vEs [T no sanch of the armed forces of the nfted Siate .
, ) X . If yes, ere yau elber deployed to active duly of expeot
[7] privateiemployer Health tnstrance: no additional Informatien needed. 10 he deployed to active duty duting the school year? [.] ves D Hg

Parant/Guardian Slgnature

Must have an original signalure; an electronic signalure Is not acceplable,
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Date




Complete this Home Language Survey at the student's initial enroilinent in a Chicago Public School,
This form must be kept in the student's folder.

The state requires the district to collect a Home Language Survey for every new student,
This information is used to count the students whose families speak a language other than
" " English at home. It also helps to identify the students who need to be assessed for English
{anguage proficiency and may be eligible for English Learner services.

please print or fype:
STUDENT LAST NAME FIRST NAME MIDDLE NAME
SCHOOL NAME
STUDENT ID # NETWGRK ROOM #
English 1f the answer to either question Is yes, the law requires the school to assass your chitd’s English language proficlency.
1. 1s a language other than English spoken In your home? D Yes D Na Language
2. Does the student speak a language other than Engiish? [:] Yes |:i Na Language
Spanish/Espafiol Sf la tespuesta a cualquiera de las preguntas es "5, [ ley requiere que la escuela evalie Ja competencia de st nlifo en inglés.
1. 1 Se habla zlgtin otre idloma que no sea Ingiés en su hogar? [:] Si [ we Lenguaje
2, tHahla el estudiante algin otra Idioma Gue no saa Inglds? |:| E) D Ha Lenguaje

Chinese / #1737

A BRI AL - RS RS R, RIHRER, ﬁ“&ﬁn?@lii—f&m%n%ﬂ\%l

¢ f b O B2y hbe A5 . S = L A
1. BN R AR AR A S 2 O#F Oz At
14 4 = i e =¥, +i E ) o Ly, 2
2, f@lﬁ)‘]f’}i%ﬁnﬁ@tnﬁi’,ﬂ‘ﬁ{]ﬁ:{mﬁﬂ 51 il E a T-Eé. Bl
Arabic / 4oyl Al Al llils AT S Bpall s s RN O3 el g o ool e Bl cos'ny)
] y O &= O Seellin § Al Bl b 15,5] Rk pusk il da
2 vy 0O e [ § il A sk 3 200 Gl iz o
Po]ish/Polski Jesti udzielll Patstwo twlerdzqee} odpowledz! nn kidrekolwlek 2 pylad, przepisy wymagals aby stkola spravidrits peziom znajomosel [gzyka engielsklego waszego daiecka.
1, Czy mdwt ste w domu Jezyklemt innym nii anglelski? 1 Tak l:; Nie Jazyk
9. Gzy uczed méwl innym Jezykiem nlk anglelski? 1 Tak [3 MNe Jazyk
Signature of School Officiat Date Parent/Guardlan Slgnature pate
Must have an original signature; an elecironic signature is not accepiable.
OFFICE USE ONLY ASPEN NEGISTRATION PROCESS

Plasse make sure both questions are answered completely and that the parents/guardians sign All fve fields have to bo entered an Aspen: dale, answer to question 1, Home language, answer to question 2, and Native language,

and date the form. When a Janguage ather than Engfish is reperted for only on of the questlans on the form, that Nen-Engiish language has to be listed as both

1f the Janguage spaken by the parent/guardion Is not Ingluded on either page of this form, please Hame and tative Langusga b Aspen.

visit the OLGE Employee Intrana! Page, Forms, and click on *Home Language Survey I Additional [ thera are twia different languages ather than English listed, enter the Janguage Identified In question 2 as kath Home and Native language.
Languages" which will take you to [SBE's HLS page. I there Is mora than ona language listed in question 2, check with the family, since only ane of the languages can be entered on Aspen.

If the parent/quardian does ot speak English zad the schaol does not hawe staff wha speaks the English can be enlered as tha Home fanguage DNLY if boll quastions are answiered No and £nolish 15 lisled for both questiens.
parent/guardian’s l2nguage, Identily the langoage speken by the parent/guerdian thraugl: any

assistance avallable in the schoal, e, using interprelation services fram a vendor. If the language is ot inclued on the st of fanguages available on Aspen, enter “Othar” temporarlly, hut contact OLCE as soan as possible

so that the district can ask 1SBE ta add the new language. An SRR will have ta be submitted 1o GLCE 1o correct the language a1 alaler dute.




Complete this Home Language Survey at the student’s initial envollment in a Chicago Public Scheol.
This form must be kept in the student's folder.

please print or type:
STUDENT LAST NAME FIRST NAME MIDDLE NAME
SCHOOL NAME
STUBENT ID # ) NETWORK ROOM #

1. Da |f s u kudi govorl na stranom jezlku {razligitom od engleskog)?

O oa O ne

Jezik

2, Da li udenlk goveri neki drugim jezlkom {razlizit od engleskog)?

[ bpa [3 Ne

Jezik

Romanian/Romﬁnii Dac ati rispuns afmatlv a arleare dintre Intrebad, prin lege, Insthtutia de Invi{imént Lrehule s¥ evalueze cunogtinjels de limbd englezd ala copHului dvs.
1. In familiz dvs, se vorbegte si alt3 limbi decst engleza? {1 ba O na Limba
2. Students] vorbegta gi alg3 limba decét engleza? ] pa [0 we Limba

Urdu / 33! PR TS RCL SO (USTEIER Ui gEVE SRL VN R TERS S QRTC JIE SRR WL U PR R S
ol oo O oy O T Gl ot 045 s GsSadle &gt o 588 LTS
ol o O oy O § o Sy ;‘ﬁ.u' Egs G55 osdhe 8 38 ple s LS

Assyrian NEIUR St RUR LR WY m:l‘;rv hosadl tobshn hidsl V% wdald o polui rdiod o rtlada adur

wddl & 0O o0 Tl huss MWamhon aivui @ o a8l pefer
Rt rﬂ O 0O g r-\’.‘!“;‘.x' Yo @ e ol W ehall .-eir;:' .=

Gujarati / [y

Ol oesel B3 sie Saea ol wisiaell seicddl WA B R oduiel A Ms vsel waiel wat g ul A A, S don wd

ML

O el &t

1. g wltuotl aeui v{3 @enaell ount ezt RS cunl e vud B?

2. 4 Qenelad) widp Byl 8 ol A 87

O Oast LS|

Yoruba / Yoribé

Tildahin sl ibééré nda ba [¢ Baéni, &in boded pé ki itd-0ké ndd se igbdléwen bl omo 1 se ghd &dé Gédst si.

1. Nj& ¢ n sp &d@ miran yaio sl Edé-Géési ninu idile yin bI?

2. Se akékod nda n 8o édé miran yalg sf édé-Géési bi?

] Bagke [ Beenl Edé
1 seeke O Beén Ede

Kovean / [ ¢/ 9]} 9 LS F SLNE OR TEA BRols, BEY el 3D 7 Aol ol oo &8 "ot 0F ghin
1. 7E0M MEEE 9 B0iM Bo|E Ml T E Ao oigLine Ooaue O o 2o
2, tH0] GO o|2(of THE HlolB FAFEILINY O ooge O om b

Tagalog

Ayon £ halas, king "0 ang sagot sa parehong 1anong, kallangan surlin ng paaralan ang kakayahan at kaalamen na mag-aaral sa wikang ingles.

1. May Iha pa bang lengguwahe hukod sa Ingles na ginagamit sa lyang tahanan? [0 oo I:] Hindi Lengguwahe

2, May glnagamlt ba na lrang lenggguwaha ang mag-aaral bukod sa Ingles?

[ ;o O Hina

Lengguwahe

Signature of School| Official

Date Parent/Guardian Signature Date




please print or type:

MIDELE NAME

STUDENT LAST NAME FIRST NAME
GENDER SCHOOL NAME
BIRTHDATE SCHOOL ID#
. PART A
Instructions

Please answer the questions below. Both
questions must be answered. Part A asks
about the student’s ethnicity and Part B
asks about the student’s race, If you decline
to respond to either question, the school
district is required to provide the missing
information by observer identification.

Is this student Hispanic/Latino? (A person of Cuban, Mexican,
Puerto Rican, South or Central American, or other Spanish

culture or origin, regardless of race.} Choose only one

[l Me, not Hispanic/Latino

[7J Yes, Hispanic/Latino

The question above is about ethnicity, not vace, No matter which answer you
selected, continue and respond to PART B below by marking one or more boxes to
indicate what you consider this student’s race to be,

PART B
What is the student’s race? Cheose one or mare

[] American indian or Alaska Native (A person having origins

in any of the original peoples of North and South America,
including Central America, and who maintains tribal affiliation
of community attachment.)

Asfan (A person having origins in any of the original peoples

of the Far East, Southeast Asia, or the Indian subcontinent
including, for examnle, Cambaodia, Ching, India, Japan, Kerea,
Malaysia, Pakistan, the Philinpine Islands, Thailand, and Vietham.}

Black or African American {A person having origins in any of
the black racial groups of Africa.)

Native Hawaiian or Other Pacific Islander (A person having
origing in any of the original peoples of Hawail, Guam, Samoa,
or ather Pacific Istands) !

White {A person having origins in any of the original peoples
of Europe, the Middie East, or North Africa.)




Dear Parent/Guardian/Student:

If age 18 or older, your school and the district will periodically want to send information

_regarding school or district events, updates or initiatives, We will utilize a phone messaging =~ e

systemn to remind you about these events, updates, and initiatives; including report card
distribution, field trips, community events, parent-teacher conferences, announcements,
COVID-19 information and screenings, and more. To ensure you recelve perfodic school- o
district-related notifications and reminders, your consent Is needed below.

In the event of an emergenay, whether or not consent Is en file, you will be informed through
all contact informatlon provided. Emergency calls include weather closures, health risks,
threats, unexcused absences, and other situations affecting the health or safety of students
and faculty. Emergency calls will be sent to all phone numbers, including cellular numbers,
listed on the student's record. Please make sure these numbers are updated with your school.

Please fill out and return this form to ensure you receive informational calls and texts.

By signing this form, you are authorizing Chicago Public Schools to use an
automated system to periodically deliver automated informational calls or text
messages to the phone number(s) provided below. If you change your phone
number or no longer wish to receive automated calls and texts, you agree to
inform Chicago Public Schools immediately. By signing below, you agree that
this consent will remain valid and you will continue to receive automated
phone calls and text messages unless or until you revoke your consent,
Standard messaging rates and data may apply.

[ 1 CONSENT as outlined in the above section.

7 1 D0 NOT CONSENT as outlined in the above section.

please print or type:

Student's Name Name of Parent/Guardian/Student if age 18 or older
Sechaol Date
Signature of Parent/Guardian/Student if age 18 or older Student ID #
Phone Number 1 for Messages Phone Number 2 for Messages

E-mali Address

Must have an arlginal signature; an electronls slgnalure is not acceplable,
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Consent/Release

1 hereby consent to have my child photographed, digitally recorded, video taped, audio taped and/
~or Interviewed by the Board of Education of the City of Chicago (the "Board")y or the news media when
school is in session, efther in person or hosted remotely, or when my child is under the supervision of the
Board. Further, | consent for these photos, digital recordings, video tapes, audio tapes and/or interviews
1o be shared with third parties who have received written approval from the Office of Communications. |
understand in the course of the above described activities that the Board might like to celebrate my child's
accormplishments and work, Therefore, 1 further consent for the Board's release of Information on my child's
name, academic/non-academic awards and information concerning my child's participation In schoal-
sponsored activities, arganizations and athletics.

| also consent to the Board's use of my child's name, photograph or likeness, voice or creative work(s) on
the Internet or on a CD or any other electronic/digital media or print media electronic which may include
honarary banners/signs displayed in, near, or around the school building or community.

As the child's parent or legal guardian, | agree to release, indemnify and hold harmless the Board, lts
members, frusteas, agents, officers, contractors, volunteers and employees from and against any and

all claims, demands, actfons, complaints, suits or other forms of liability that shall arise out of or by

reason of, or be caused by the use of my child's name, photograph or likeness, voice or creative wark(s), on
television, radio o motion pictures, or on the Internet, or on a CD, or any other electronic/digital

media or print media or in connection with my child's participation in virtual school events and/or
celebratory actlvities.

It is further understood and | do agree that no monies or other consideration in any form, including
reimbursement for any expenses incurred by me or my child, will become due to me, my child, our heirs,
agents, or assigns at any time because of my child's participation in any of the above activities or the above-
described use of my child's name, photograph or likeness, voice or creative work(s).

| understand that | may cancel this consent by providing written notice to the principal. | also understand
that my consent is valid for one school year, inctuding the following summer.

Instructions: Check Box #1 or Box #2

[] 1. | consent as outlined in the above consent/release section.

[C1 2. 1DO NOT consent as outlined in the above consent/release section.

please print or lype!

Student's Name Name of Parent/Guardian/Student If age 18 or oldar
School Date
Slgnatura of Parent/Guardian/Student If age 18 or older Student 1D #

lunderstand that [ have the right to Inspest and copy my student’s recards, chalfenge the contents
of such records; and limit my consent to the desigrated records or designated portlons of information

within the records, Must have an original signature; an electronic signature is not acceptable.

29




"ON Suoyd

SUWEN Sjusieg

SSSIPPY (18U S J0ai8g

Sp0) diZ pue ssalppy

wiooy

3pein

2UWep s1uspnls



State of [llinois
Certificate of Child Health Examination

Student’s Name Birth Date Sex Race/Ethnicity School /Grade Level/ID#
Last First Middle Montlh/Day/Y car
Address Street City Zip Code Parert/Guardian Telephoue # Home Waork

IMMUNIZAFIONS: To be completed by health ¢are provider. The mo/dalyr for every dose adminisiered is required. If a specific vaceine is
_medically contraindicated, a separate written statement must be attached by the health care provider respansible fox completing the health
examination explaining the medical reason for the contraindication.

REQUIRED DOSE 1 DOSE 2 DOSE 1 DOSE 4 DOSE S DOSE 6
Vaccine / Dose MO DA YR MO DA YR MO DA YR MO DA YR MO DA YR MO DA YR
DTP or DTaP

Tdap; Td or OTdapOTdMIDT { CTdapOFdODT | OTdapOTdODT | OTdapOTdODT | OTdapITdODT | OTdaplITdODT

Pediatric DT (Check
speoific type)

Polio (Check specific 0O pv OOPY gy Qopv | O1py Oopv | O IV OOPV O 1PV O OPV O pv O OPY

type)

Hib Haemophilus
influenza typeb

Pneumococeal
Conjugate

Hepatitis B

MMR Measles Comments: * indicates invalid dose
Mumps. Rubella

Varicetia
(Chickenpox}

Meningococeal
conjugate (MCV4)
RECOMMENDED, BUT NOT REQUIRED Vaccine / Dosc

Hepatitis A

HPY

Influenza

Other: Specify

Immunization

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

Signature Title Date

Signature Title Date

ALTERNATIVE PROOF OF IMMUNITY

1. Clinical diagnosis (measles, mumps, hepatitis B) is allowed when verified by physician and supported with lab confirmation. Attach

copy of 1ab result.
*MEASLES (Rubeola) MO DA YR  **MUMPS MO DA YR HEPATITISB MO DA YR VARICELLA MO DA YR

2. History of varicella (chickenpox) disease is acceptable if verified by health care provider, sehool 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)  ElMeasles™ OMumps** ORubella OVaricella  Attach copy of lab result,

*A1l measles cases diagnosed on or after July 1, 2002, must be confirmed by laboratory evidence.
*All mumps cases diagnosed on or afler July 1, 2013, must be confirmed by laboratory evidence.

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

Certificates of Religious Exemption to Immunizations or Physician Medical Statements of Medical Contraindication Are Reviewed and
Maintained by the School Authority.

1172015 {COMPLETE BOTH SIDLS) Printed by Autharlty of the State of Tiiinols




Birth Date Sex Seliool Grade Level/ ID
Lust Fiest Middle Montb/Day! Year )
HEALTH HISTORY TO BE COMPLETED AND SIGNED BY PARENT/GUARDIAN AND VERIFIED BY HEALTH CARE PROVIDER
ALLERGIES Yes [List: MEDICATION (Preserihed or | Yes |List:
Food, drug, inscct, other} No taker: on a regular basis.) Mo
Diagnosis of asthma? Yes No Loss of function of ore of paired Yes No
Child wakes during night coughing? Yes No organs? (eye/ear/kidney/testicle)
Birth defects? Yes No Hospitalizations? Yes No
5 .

Developmentat delay? Yes Mo When? What for?
Blood disorders? Hemophilia, Yes No Surgery? (Listall.) Yes No
Sickie Cell, Other? Explain, When? What for?
Diabetes? Yes  No Serious injury or iliness? Yes  No
Head injury/Concussion/Passed out? Yes No TB skin test positive (past/present)? Yes®  No | *If yes, refer to Jocal heakh
Seizurcs? What are they like? Yes  No TB disease (past ar present)? Yes* No department.
Heart problem/Shortness of breath? Yes  No Tabaceo use {lype, frequency)? Yes  No
Heart murmue/High blood pressure? Yes No Alcohol/Drug use? Yes  No
Dizzincss or chest pain with Yes  No Family history of sudden death Yes  No
cxercise? before age 507 (Cause?)
Eye/Vision problems? Glasses O Contacts [I Last exam by eye doctor Dental OBraces O Bridge [ Plate Other
Qther concerns? (crossed eye, drooping lids, squinting, difficulty reading)
Ear/Hearing problems? Yes No Infarmation mny be shared witl: appropriate personnet for healih and educational purposes,

. — — Parent/Guardian
Bone/Joint problem/injury/scoliosis? Yes No Signature Date
PHYSICAL EXAMINATION REQUIREMENTS  Entire section below to be completed by MD/DO/APN/PA

IHEAD CIRCUMFERENCE if < 2-3 years old HEIGHT WEIGHT BM]1 BAML PERCENTIT.E B/P

DIABETES SCREENING (NOT REQUIRED FOR DAY CARE)  BME>85% age/sex Yesll Noll  And any two of the following: Family History Yes [ No[l
Ethnic Minarity YesDl No [ Signs of Insutin Resistance (hyperiension, dysfipidemia, palycystic avarian syndrome, acanthosis nigrieans) YesD No b At Risk Yes OO No O

LEAD RISK QUESTIONNAIRYE: Required for children age 6 months thsough 6 years enrolled it licensed or public school operated day care, preschool, nursery schaol
and/or kindergarten, (Blood test vequived if resides in Chicago or kigh risk zip code.)

Questionnaire Administered? Yes &1 No LI  Blood Test Indicated? Yes B No Blood Test Date Result
I’I'B SKIN OR BLOOD TEST Recommended only for children in high-risk groups including children immunosuppressed due 1o HIV infection or ather conditions, fiequent travel to or born
I

in liigh prevalence countries or those exposed to udults in high-risk categories. See CDC guidelines.  httpi/Awww.cde.gov/tb/publications/factshecisfreating/TB _testing B

No test needed O Test performed [ Skin Fest:  Date Read Result: Positive 0 Negative O mm
Blood Fest: Date Reported Result: Positive 0 Negative £l Value
LAB TESTS (Recommensed) Date Results Date Results
Hemoglobin or Hematecrit Sicklce Cell (when indicated)
Urinalysis Developmental Sercening Toot
SYSTEM REVIEW [Normal {Conunents/Follow-up/Needs Normal [Comments/Follow-up/Needs
Skin LEndocrine
Ears Screening Rosull: Gastrointestinal
Eyes Sercening Result: Genito-Urinary LMP
Nose Neurological
Throat Museuloskeletal
Mouth/Dental Spinal Exam
Cardiovascular/HTN Nuiritional status
Respiratory [} Diagnosis of Asthma Mental Health
Currently Prescribed Asthma Medication:
[ Quick-relief medication (e.g. Short Acting Beta Agonist) Otlier
[ Controller medication (e.g. inhaled corticosteroid)
NEEDS/MODIFICATIONS required in the school setting DIETARY Needs/Restrietions

SPECIAL INSTRUCTIONS/DEVICES c.g. safety glasses, glass eye, chest protector for anthythmia, pacemaker, prosthetic deviee, dental byidge, false teeth, athletic suppart/eup

MENTAL HEALTH/QTHER s there anything clse the sehool sheuld know about this studant?
1f you would like to discuss this student's kealth with school or seheol health persannel, check title: O Nurse O Teacher [ Counselor 2 Principat

EMERGENCY ACTION neceded white at school due to child’s health condition (e.g., seizures, asthma, insect sting, food, peanut aliergy, bleeding problem, diabetes, heart problem)?
Yes [ No O ifyes, pleasc deseribe.

On the basis of the examination on this day, [ approve this child’s participation in (Ef Mo or Modified please attach explanation.)
PHYSICAL ZDUCATION  YesTl NoO Modified T INTERSCHOLASTIC SPORTS ~ YesO No[ Modified B
Prine Name (MD,DO, APN, PA)  Sipnature Date

Address Phote




PROOF OF SCHOOL DENTAL EXAMINATION FORM

To be completed by the parent (please print):

N Dentist must complete form, parents please return
) State of llinols to your child's school or send to Katheryn Hudson
) Hinois Depariment of Public Health healthforms@ecps.edu, or fax 773-535-8677

Student's Name: l.ast First Middle Birth Date: (Month/Dayfvear)
{
Address: Street City ZIP Code Telephone:
Name of Schook Grade Level: Gander:
[1Mate ([JFemale
Parent or Guardian: Address (of parent/guardian):

To be completed by dentist:
Oral Health Status (check ail that apply)

fYes [0 No Dental Sealants Present

OYes [1No Caries Experience / Restoration History — Afiling {temporary/permanent) OR a teath that Is missing bacause it was

extracted as a result of caries OR missing permanent 1%t molars.

[OYes [0 No Untreated Caries — Atleast 1/2 mm of tooth structure loss at the enamel surface. Brown to dark-brown coloration of the
walls of the leslon, These criterla apply to pit and fissure cavitated lesions as well as those on smooth laoth surfaces. If retained
rool, assume that the whole tooth was destroyed by caries. Broken or chipped leeth, plus teeth with temporary fillings, are consid-

ered sound unless a cavitated lasion is also present.
[dYes [ No Soft Tissue Patholoay

0Yes [ No Malocelusion

Treatment Nesds (check all that apply)

[ Urgent Treatment — abscess, nerve exposure, advanced disease state, signs or symptoms that includa paln, Infection, or swelling

[1 Restorative Care — amalgams, composiies, crowns, étc.
[0 Preventive Care — sealants, fluorids traatment, prophylaxis
]

Other — periodontal, orthodontic

Please note
Sighature of Dentist Date of Exam
Address Telephone
Strest Cily ZIP Code

lllinois Department of Public Health, Division of Oral Heaith
217-785-4899 « TTY {hearing impaired use only) 800-547-0466 « www.idph.state.il.us

1OGE 0600-10 Printad by Authority of the Slate of linols
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Doctor must complete report, o send report to Katheryn Stafford-
parents please return report State of lllinois Hudson, kgstafford-h@cps.edu or
to vour child’s school or Eye Examination Report fax 773-535-8677

viros that proof of an syc exaptination by an optomeirist or physician who provides complete ayo examinations be submiited to the school no later than

Illineis faw veqg)
October 15™ of the year the child is first enrolled or as required by the school for other chiidren. The examination must be completed within one year prior to the olild

beginning achool.
Student Name: Birth Date: Sex; Grade:
(Last) (Flrst) (Middle Inftial) {Mo) (Day) (Yr)
Parent or Guardian: Phons;
{Last) (Flrst) (Area Goda)
Address; County:
{Number} {Strest) {City} {Zip Code)

Bl e s il Dl b
Case History Date of Exam:
Ocular History: {1 Normai or Positive for:
Medical History: Q Normal or Postive for:
Drug Allergies: L1 NKDA or Allergic to:
Other Information:
Examination

Refraction: Distance | Near

Right Left Both Both
Unalded Visual Aculty; 20/ 20/ 20/ 20/

Best Corrected Visual Aculty: 20/ 20/ 20/ 20/

Was refraction performed with cycloplegic agents? 0 Yes I No
Mormal Abnormal Not Able to Assess Comments
External Exam (eye and adnexa) a a u|
Internal Exam {media, lens, fundus, etc.) 0 a a
Neurological Integrity (pupfls) i 0 a
Binocular Fungction (stereopsis) a | (
Accommodation and Vergence ] M |
Color Vislon | ] a
OP {glaucoma) [ 0 o
Oculomotor Assessment a Q W]
Other; - a 0 [
Diagnosis
{1 Normal 0 Myopla & Hyperopia 0 Astigmatism {1 Strablsmus 03 Amblyapla
Other:
Recommendations
1, Corrective Lenses! Q1 No 0O Yes, glasses should be worn for: [ Constant Wear (0 Near Vision 0 Far Vislon
0 May Be Removed for Physical Education
2. Preferentlal seating recommended: T No O Yes Comments:
3, Recomimend re-axamination: O 3months W6months O 12months [ Other
4,
5,
Consent of Parent or Guardian

) I agrec to release tho above information on my child or ward

Print Name: to appropriate school or heelth authorities.
Optometrst ar Physician Who Provides Eye Examinations

Address: {Parent o Guardian’s Signatare)
Slgnatura: Phone:

Optometrist or Physlclan Who Provides Eye Examinations




