%% State of Minols Eye Examination Waiver Form

¢ fllinois Department of Public Health

Please print:

Student Name Birth Date
{Last) {First) (Middle Initial) (Month/Day/Year)
School Name Grade Level Gender: QMale O Female
Address
{Number) (Street) (City) {ZIP Code)
Phone
(Area Code)
Parent or Guardian
{Last) (First)
Address of Parent or Guardian
{Number) {Strael) (City) (ZIP Code)

| am unable to obtain the required vision examination because:

U My child is enrolied in medical assistance/ALL KIDS, but we are unable to find a medical doctor who performs eye
examinations or an optometrist in the community who is able to examine my child and accepts medical assistance/
ALL KIDS.

0 My child does not have any type of medical or vision/eye care coverage, my child does not qualify for medical assistance/
ALL KIDS, there are no low-cost vision/eye clinics in our community that will see my child, and | have exhausted all
other means and do not have sufficient income to provide my child with an eye examination.

< Other undue burden or a lack of access to an optometrist or to a physician who provides eye axaminations:

Signature Date

(Source: Added at 32 lll. Reg. , effective )

Printed by Authority of the State of lllinols 10C1 13-378




:  State of lllinois
¢ MNlinois Department of Public Health

DENTAL EXAMINATION WAIVER FORM

Please print

Student's Name: Last First Middle Birth Date: (MonthvDay/Yesr)
Address: Street City ZIP Code

Name of School: ZIP Code Grade Level:

Parent or Guardian: Last Name First Name

Select from the below general racial category which most clearly reflects the student’s recognition of his or her
community or with which the student most identifies.

2 White Black or African American E? Hispanic or Latino E3 Asian
1 American Indian or Alaska Native 1 Native Hawailan or Pacific Islander E? Two or More Races

I am unable to obtain the required dental examination because:

My child is enrolled in the free and reduced funch program and is not covered by private or public dental
insurance {Medicaid / All Kids).

My child is enrolled in the free and reduced lunch program and is ineligible for public insurance (Medicaid /
All Kids.

My child is enrolled Medicaid / All Kids, but we are unable to find a dentist or dental clinic in our community that
is able to see my child and will accept Medicaid / All Kids.

E] My child does not have any type of dental insurance, and there are no low-cost dental clinics in our community
that will see my child.

Parent or Guardian Signature Date;

lllincis Department of Public Health, Division of Oral Health
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= R | | 'HEALTH HISTORY
Hospi - '

Dear Parent/Guardian: Please complete the information below for your child’s heafth record. This information is strictly
confidential and allows the nursing staff to ensure the heaith safety of your child. If an emergency does arise and your child.

heeds to be sent to the hospital, a copy of this form may accompany them. It is important that the information is complete
and up-to-date. Thank you for filling out this form. Please return the completed form o the school nurse.

Student’s Name: Grade/Teacher; _ Birth Date:
Please indicate if your child has had or now has any of the following: ‘ YES NO
“ Chicken PoX.....cccvereeeee. PO PVO PO U U OUUOUSP beresrerees e b 0l O
TB EXDIOSUIE «.cveorecrevteeeescesece s ctessesssssessessssse e seeeseeaos R et ettt e e st e b ete s enees st e et 1 [
DIBDRLIES ..ot ettt s et e e s ettt e e e e e e et eeaes e e e ees e ese e L1 [
AStIMA e s feeeenans OO B L]
" name of inhaler; '
BIOOT DISOTHRT.....ccrvvvrvereereersias e esseesecessca e seseseressessees e ceeeeereene e eeesent i eerrintnersanens i ] O
SErioUS INJULY «..cviveeeiececnrecee e e bt e s rersnisiisaeeas O rresesbrebeess et e s nan e areans N
describe: | 7 :
BIFED DOFECE . -vevnerevesseeecessasssmssseescecomsenssneseeoreeesmesssessmssoess e seseees e eeesseeeessrene, reerenae e ass e eseneseeeen WO O
~describe; : :
Allergies........... sttt s RS e b bbb reeereasrasrens erevseassresee s creermerteiessenees cenveeerennans errensisnarenans L1 [
food: _ ' . medications: ' bee sting: :
History-of head injury..........coovenunne.. vt anransbane veremerererenes vt bbbt sacaeenntsseas e ] [
EYRIVISION DBTECE..vvvvvecnvveeresesseseseevcsnsieeeesneesneereermsesesesssasssssses e ssseceseeessssess oo O e L1 L[]
Ear/Hearing Defeci...........u...... etneetasaeriie s e et et e ateareeaanssans s rns e berae b nnararesn rrerereseere ettt e sr b are s anneesiraasenne N
Heart Defect.....ccoveeeicceciernne. GeeeremaamererssvRebata ISt Res et e edn et e e S re e eAb e b b A e rasa R e enas b e an e Anere st e ar s esaesnrenn 1 L
SEIZUTES ....ovviviiriire et e eess s iresteeanannnaaes SRV SOF SO R PP AN
BONG/OINE DISOTURT .......ooevevescerececeesens et e e s esse s oo ms st N
Developmental Delay ........cococoeceemiieceerciie e e a e aaren dreseesernnans e bt s e neraeaes ] O
Hospitalization......... vrrvreeeas resveerteensanesnsenne veaererenrereneas rreerereenesnans e taar et te e a et betraaeten crvseereranennens ] I:[
describe: _ :
surgery ........... tettsaresesnre et aa s bbb st e L et ar e sr st e RSN e s e s bR E o SRR e R AL eSS b b E A anne e snars b senenn I
describe: : . ' _
MediCations .......cccocvueeerireiierices et et e e seseees e rerens reterennearasn s sner e e aresrenerans erereeeerr et rebe s erererensanea T O

list current medications and dosage:
From the “yes” answers above, please describe in detail:

List other health concerns not listed above:

Emergency Contact; : - ‘_ . Phone:

Physician’s Name: _ . . Phone:

Hospital Preference:

oo - : — IS give permission for the school nurse to treat my child }
iffwhen an emergency arises and to provide the necessary information to school personnel and emergency personnel.




