State of lllinois
Eye Examination Report

Illinois law requires that proof of an cye examination by an optomeitrist or physician (such as an ophthalmologist) who provides eye

examinations be submitied 1o the school no later than October 15 of the year the child is first enrolled or as required by the school for
other children. The examination must be completed within one year prior to the first day of the school year the child enters the [Hlinois
school system for the first time. The parent of any child who is unable to obtain an examination must submit a waiver {orm to the school.

Student Name

{Last} {Furst) (Middle Iniialy
Birth Date Gender Grade
{Month/Day Year)
Parcnt or Guardian
(Last) (Firs1)
Phone
(Arca Code)
Address
{Number) {Street) (City) (ZIP Code)
County
Fo Be Completed By Examining Doctor
Case History
Date of exam
Qcular history: < Normal — or Positive for etk
Medical history: J Normal  or Positive for
Drug allergies: JNKDA  or Allergic to
Other inlormation T
Examination
Distance Near
Right Lefi Both oth
, Uncorrected visual acuny 20 2 21 2
u.scm corrected visual acuity 20 2 20/ 20

Was refraction perfonned with dilation? ' Yes JNo

External exam (lids, lashes, comea,
Internal exam (vitreous, ens, fundus, cic.)

Pupllary reflex (pupils)
Binoculuar function {siercopsis)
Accommodation and vergence
Color vision

Glaucoma evaluation
Oculomotor assessment

Other

Normal Abnormal Not Ablc 10 Assess Comments
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NOTE: “Not Ablc to Assess™ refers to the mability of the eluld to complete the test, not the mability of the doctor 1o provide the 1est.

Disgnosis

dNommal  JdMyopia dHyperopia J Astignatism  J Strabisimus 3 Amblyopia

Other

Page |

Contonuwd on back






State of lllinois
Eye Examination Report

Recommendations
I. Corrective lenses: JNo U Yes, glasses or contacts should be womn for:

L) Constast wear  J Near vision  d Far vision
U May be removed for physical education

>

. Preferennal seating recommendedd: dNo O Yes

Comments

3. Recommend re-cxamination: 3 months U6 months 12 months

1 Other
4 R e
s -
Print name, License Number
Optometrist or physicion (such as an ophthalmologist)
who provided the eve examination IMD J 0D JDO
Consent of Parcent or Guardian
[ agree to release the above information on my child
Address or ward to apprepriate school or hicalth authoritics
(Patenr or Guardian's Sighature)
Phone (Date)
Signature Date
(Source: Amended at 32 111. Reg. , effective )
Page 2
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Administrative Offices
Early Childhood Center
133 South Grant Street
Westmont, Minois 60559
Phone: 630.468.8000
Fax: 6309699022

Manning

Elementary School

200 North Linden Avenue
Westmont, Hlinois 60559
Phone: 630468 8050
Fax; 6309692492

Miller

Elementary School

125 West Traube Avenue
Westmony, lilinois 60559
Phone: 630468.8300
Fax: 6309695401

Westmont

Junlor High School

944 North Oakwood Drive
Westmont, lllinois 60559
Phone: 630.468.8200
Fax: 6306542203

Westmont

High School

909 North Oakwood Drive
Westmont, WMlinois 60559
Phone: 630468 8100
Fax: 630.6542758

Community Unit School District 201

Serving families of Westmont, Clarendon Hills and Downers Grove since 1972

SCHOOL MEDICATION AUTHORIZATION FORM

STUDENT'S NAME BIRTH DATE:
ADDRESS: TELEPHONE:
SCHOOL: GRADE:
EMERGENCY NUMBER:

I hereby grant permission for the above named school to issue the medication routine described
below for the above named child.

(Parent/Guardian Signature) (Date)

TO BE COMPLETED BY THE PHYSICIAN:

Name of Medication
Dosage Time
Date of Order Discontinuation Date

Type of Disease or [llness

Is this medication necessary in order to maintain the child at school?
(Diagnosis & intended effect)

Other medications child is receiving:

Side effects to be alerted to:
I wish to be contacted by the school in 4 weeks 8 weeks
{Doctor's Signature) (Date)

(Please print doctor’s name, address and phone number)

Emergency Number

FURTHER INSTRUCTIONAL REMARKS







State of Illinois
Certificate of Child Health Examination

Student’s Name Birth Date Sex Race/Ethnlclty School /Grade Level/IDi#
Last First Middle Monih/Day/Year
Address Steeet GJ ZEE Codg Parent/Quardian ‘l‘cleghone # Home Wor&

IMMUNIZATIONS: To be completed by health care provider. The mo/da/yr for gvery dose administered is required. If a specific vaccine fs
medically contraindicated, a separate written statement must be attached by the health care provider responsible for completing the health

examination explalning the medical reason for the contralndication,

REQUIRED DOSE 1 DOSE 2 DOSE 3 DOSE 4 DOSE 5 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 OTdapOTdODT | OTdepOT4ODT | OTdapQTODT | OTdapOTIODT | OTdapDTdODT | OTdapOTdEIDT

Pediatric DT (Check
specific type)

Polio (Check specific | D PV OOPV | O tPv Oopv | O v Oopv | B IeV OORV | O PV OORV | O IPV OOPV

type)

Hib Haemophilus
influenza typeb

Pneumococcal
Conjugate

Hepatitis B

MMR Measles Comments:
Mumps, Rubella

Variceila
(Chickenpox)

Meningococcal
conjugate (MCV4)
RECOMMENDED, BUT NOT REQUIRED Vaccine / Dose

Hepatitis A

HPV

Influenza

Other: Speclfy

AdminisieredDate | 1 | || | | ||

Health care provider (MDD, DO, APN, PA, schoel health professional, health official) verifying above immunization history must sigh below.
If adding dates to the above immunization history section, put your initials by date(s) and sign here.

Signature Title Date
Slgnnture Title Date

ALTERNATIVE PROOF OF IMMUNITY

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

copy of lab 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, school 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 Sipnature Title

3. Laboratory Evidence of Immunity {check one) CIMeasles* OMumps**  ClRubella  OQVaricella  Attach copy of lab result.

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

Completion of Alternatives 1 or 3 MUST be accompanied by Labs & Physicinn 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.



Blrth Date Sex  |School iGrade Level/ 1D

Last Fi:s_l Mﬂc Monh/Day/ Yeat

HEALTH HISTORY TO BE COMPLETED AND SIGNED BY PARENT/GUARDIAN AND VERIFIED BY HEALTH CARE PROVIDER

ALLERGIES Yes |List |MEDICATION (Prescribed or | Yes [List:

Food, drug, nseet, other) No taken on » regular basis.) Na

Diagnosis of asthma? Yes No Loss of function of one of paired Yes No

Child wakes during night coughing? Yes  No organs? (eye/car/kidney/testcle)

Birth defecta? Yes No Hospitalizations? Yes No

Developmental delay? Yes No LLE AL

Blood disorders? Hemophilia, Yes No Surgery? (List all.} Yes No

Sickle Cell, Other? Explain. When? What for?

Diabetes? Yes No Serious injury or iilness? F{es No

Head injuryfcoucussiunlimcd out? Yes Neo TB skin test positive (past/present)? [l’es‘ No | *If yes, refer to local health

Seizures? What are they like? Yes No TR disease (past or present)? Yes®* No department.

Heart problem/Shoriness of breath? Yes No Tobaceo usa (typs, frequency)? Yes Ne

Heant murmur/High blood pressure? Yes No Alcohot/Dirug use? Yes No

Dizziness or chest pain with Yes No Family history of sudden death Yes No

exercise? before oge 507 {Cause?)

Eye/Vision prablems? Glasses (0 Contocts O Last exam by ey doctor Dental  OBraces O Bridge O Plate Other

Other concemns? (crossed eye, drooping lids, squinting, difficulty reoding)

Ear/Hearing problems? Yes No Information may be shared with appropriste peraonne] for heallh and educational purposes.
. = — [Parent/Guardlan

Bone/Joint problem/injury/scoliosis? Yes No Signature Date

PHYSICAL EXAMINATION REQUIREMENTS Entire section below to be completed by MD/DO/APN/PA

HEAD CIRCUMFERENCE if < 1-) years old HEIGHT WEIGHT BMI B/P

DIABETES SCREENING (NOTREQUIRED FORDAY CARE) BMI>85% agefsex  Yesld Noll  And any two of the following: Family History YesO NoO
Ethnic Minority YesD No O Signs of Insulin Resistance (hypertension, dyslipidemia, polycystic ovarian syndrome, acanthosis nigricans) YesO) No O At Risk Yes O No O

LEAD RISK QUESTIONNAIRE: Required for children age 6 months through 6 years enrolled in licensed or public school operated day care, preschool, nurgery school
and/or kindergaricn. (Blood test required if resides in Chicago or high risk zip code.)

Questionnaire Admiolstered? YesO Nod  Blood Test Indlcated? YesO NoO Blood Test Date Result
TB SKIN OR BLOOD TEST Recommended only for children in kigh-risk groups including children immunosuppressed due to HIV infection of other conditions, frequent travel to or born
in high prevalence countries or those exposed to edults in high-risk categorics. See CDC guidefines.  hitp://'www.cdc.gov/tb/publicotions/factshests/testing/TB _testing htm.
[No test needed O] Test performed O Skin Test: Date Read I Result: Positive 0 Negative I mm,
Blood Test: Date Reported ) Result: Positive 0 Nepative O] Value
LAB TESTS (Recommended) Date Results Date Results
Hemoglobin or Hematocrit Sickle Cell (when indicated)
Urinalysis |Developmental Screening Tool
SYSTEM REVIEW |Normal {Comments/Follow-up/Needs Normal [Comments/Follow-up/Needs
Sida Endocrine
Ears ’ Screening Result: Gastrointestinal
Eyes Sereening Result: Genito-Urinary LMP
Nose Neurolegical
Throat Musculoskeletal
Mouth/Dental Spinal Exam
Cardlovascular/HTN Nutritional status
Respiratory O Diagnosis of Asthma Meatal Health
Currently Prescribed Asthma Medication:
& Quick-relief medication (e.g. Short Acting Beta Agonist) Other
3 Controller medication (e.g. inhaled corticosteraid)
NEEDS/MODIFICATIONS required in the school seiting DIETARY Needs/Restrictions

SPECIAL INSTRUCTIONS/DEVICES c.g. safety glasses, glass eye, chest protector for arthythmia, pacemaker, prosthetic device, dental bridge, false tecth, athletic support/cup

MENTAL HEALTH/OTHER  Is thers anything else the school should know about this student?
If you would liks to discuss this student’s health with school or schoot health personnel, check titte: (I Nuse [ Teacher [ Counsclor [ Principal

EMERGENCY ACTION needed while at school due to child's health condition (e.g., seizures, asthna, insect sting, food, peanut allergy, bleeding problem, diabetes, heart problem)?
YesE) No O Ifyes, plense describe,

On (e basis of the examination on this day, [ approve this child's participation in (1f Mo or Medified please atiach explanation.)

PHYSICAL EDUCATION Yes[] WNof] Modilied[] INTERSCHOLASTICSPORTS  Yes[] No[] Modified [3

Print Name {MD.DO, APN, PA) _ Sipnature Date
Address

Phone




’ [5@,,__- ?* . State of Illinois .
\':1 v _:‘; Certificate of Child Health Examination
sy 228
Student’s Name Birth Date Sex Race/Ethiniclty School /Grade Level/ID#
Last First Middle Month/Day/Year
|_Address Street City Zip Code Porent/Guardian Telephone # Home Work |

IMMUNIZATIOFSTTo be completed by health care provider. The mo/da/yr for every dose administered is required. If a specific vacclne is
medically contraindicated, a separate written statement must be attached by the health care provider responsible for completing the health

examination explaining the medical reason for the contraindication.
REQUIRED DOSE L DOSE 2 DOSE 3 DOSE 4 DOSE 5 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 OTdapOTdODT | OTdopOTdODT | OTdopOTdODT | OTdapOTdODT | OTdapOTdODT OTdapOTdODT
Pediatric DT {Check
specific type)

O 1pv O OPV oy Oopv | OIpy Qorv | O v OoOPY | O IPVY OOPV O 1pv OOPV

Polle (Check specific
type)

Hib Haemophilus
influecnza type b

Pneumococcal
Conjugate

Hepatltis B

MMR Measles Comments:
Mumps. Rubella

Varicella
{Chickenpox)

Meningococcak
conjugate {MCV4)

RECOMMENDED, BUT NOT REQUIRED Vaccine / Dose
Hepatitds A

HPY

Influenza

Other: Specify

i
Aminisereavaes | | ] | | | | || ||

Hecalth care provider (MD, DO, APN, PA, school health professional, health official) verifying above Immunization history must sign below.
If adding dates to the above immunization history section, put your initials by datc(s) and sign here.

Signature Title Date
_§.i_gnaturc Title Date

ALTERNATIVE PROOF OF IMMUNITY

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

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

2. History of varicelia (chickenpox) discase is acceptable if verified by health care provider, school health professional or health official.
Person signing below verifies that the parent/guardian’s deseription of varicella discase history is indicative of past infection and is accepting such history as
documentation of disease.

Date of

Disease Signature Title

3. Laboratery Evidence of Immunity (check one) DMeasles* OMumps**  BRubella  OVaricella  Attach copy of lab result.
*All 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 or 3 MUST be accompanicd 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 Caniraindication Are Reviewed and Maintained by the Schoo) Authority,

11/2015 {COMPLETE BOTH SIDES) Printed by Authority of the State of Hiinols



Fecha de Nacimiento Sexo |Escuela Grado/Nim, de (dent,

Apellido Nombre Iniciol Mes / Dia / Aflo
HISTORIAL MEDICO- PARA SER COMPLETADO ¥ FIRMADQ POR PADRES/TUTOR Y VERIFICADO POR EL PROVEEDOR DE CUIDADO DE SALUD
ALERGIAS (Alimentos, [Si  |Andtekas todas: MEDICINAS (Anote todos |Si
drogas, insectos, otro) las recetadas o 10madas con
No regularidad) No
L Tiene diagndstico de psthma? St Mo L Tiene pérdida de funciones en uno de log | No
|, Despierta ¢l nifio tesiendo en la noche? 6rganos? {Ojos/Oldos/Rifones/Testlculos)
ILTicnc defectos de nacimiento? 3¢ No Ha sido hospitalizado? —
ILTicn: retrasos de! desarrollo? i Ne LCuéndo? ;Para qué?
Tiene problemas de la sangre? Hcmoﬁiia, Si No L He tenido alguna cirugla?(anételos todas) 5i No
Globulos Falciformes {Sickle Cell), Oiro 1. Cudndo? ¢ Para qué?
e Tiene diabetes? S Neo tHo tenido heridas graves o enfermedndes?  |Si No
[ Ticne heridas en la cabeza/golpe/desmayo?  [SI Mo ¢ Prucba positiva de TB (Pasado o Presente)? [Si No| *Si contestd si, refiera al
- : - departamento de salud local
t Tiene convulsiones? Cdmo se manifiestan?  [S§ No (Enfermedad de TB (Pasado o Presente)? Si No
 Tiene problemas cardincos/No respira bien? |Si  No 1 Usa tabaceo {tipo, frecuencia)? Si No
1 Tiene soplo en el corazéo/presion arterial alla?[Sf  No ¢ Toma alcoholdrogas? St No|
it Tiene marcos o dolor de pecho al hacer Si No  Historiol de familiares de muerte repentina Sl Nol
jercicios? antes de tos 50 afos? ;Causa?
) Problemas con los ojesfvision? Lentes O Lentes de Contacto O Ultimo examen Dental O Ganchos O Puente O Placas Otro
Otras Preocupaciones? (bizeo, parpados caddos, parpadear, dificuliad cuando lee)
ILTienc problemas de los ofdos/no oye bien? sl No La inf on en este formulario se puede compartir con €l personal apropisde para propositos de
- salud ¥ educacion.
 Tiene problemas de los i No Firma del Padre/Tutor Fecha
sesas/articylacionestheridysies: 5197

PHYSICAL EXAMINATION REQUIREMENTS  Fatire section below to be completed by MD/DO/APN/PA
HEAD CIRCUMFERENCE if <2-3 years old HEIGHT WEIGHT BMI 1T

DABETES SCREENING (NOT REQUIRED FOR DAY CARE)  BMI>85% apefsex YesO NoO  And any two of the following: Family History Yesd No D
Ethnic Minority YesD No O Signs of Insulin Resistance (hypertension, dyslipidemia, polycystic ovarian syndrome, acanthosis nigricans) YesDD No O At Risk Yes 0 No O

LEAD RISK QUESTIONNAIRE: Required for children age 6 months through 6 years cnrolled in licensed or public school operated day care, preschoel, nursery school
nd/or kindergarten. (Blood test required if resides in Chicago or high risk zip code.)

Questlonnaire Administered? Yes NoO  Blood Test Indicated? YesO No [ Blood Test Date Resuit

in high prevalence countries or those exposed to adulis in high-risk catcgories, See CDC guidelines.  http://www.cde.govith/publications/factshects/testing/TB_testing.htm.

I"B SKIN OR BLOOD TEST Recommended only for children in high-risk groups including children immunosuppressed due to HIV infection or other conditions, frequent iravel 1o or bom
i

No test needed £ Test performed O Skin Test:  Date Read !t Result: Pasitived  Negative O mm
Blood Test: Date Reported [ Result: Positlve 0 Nepative O Value

LABD TESTS (iteconunended) Date Results Date Results
Hemoglobin or Hematocrit Sickle Cell (when indicated)
Urinalysis Developmental Screening Tool
SYSTEM REVIEW |Normal [Comments/Follow-up/Nceds Normal Comments/Follow-up/Needs
Skin Endocrine
Ears Screening Result: Gastrointestinal
Eycs Sereening Result: Genito-Urinary LMP
Nose Neurological
Throat Musculoskeletal
Mouth/Dental Spinal Exam
Cardiovascular/HTN Nutritional status
Respiratory O Diagnosis of Asthma Mental Health
Currently Prescribed Asthma Medication:

O Quick-relief medication (c.g. Short Acting Beta Agonist) Other

J Controller medication {e.g. inhaled corticosteroid)
NEEDS/MODIFICATIONS tequired 1n the school setting DIETARY Needs/Restrictions

SPECIAL INSTRUCTIONS/DEVICES ¢ g, safety glasses, plass eye, chest protector for archythmia, pacemaker, prosthetic device, dental bridge, false oeth, athletic supporticup

MENTAL HEALTH/OTHER Is there anything else the school should know about this student?
If you would like to discuss this student’s health with school or school health personned, check tile: (O Nurse 10 Teacher 1 Counselor O Principal

EMERGENCY ACTION necded while at school due to child’s health condition {¢.g., scizures, asthma. inscct sting, food, peanut allergy, bleeding problem, diabetes, heart problem)?
YesO No O  Ifyes, please describe.

On the basis of the examination ea this day, | approve this child’s pariicipation m {IlNo or Modificd please attach explanation.)
PHYSICAL EDUCATION _ Yes[1 NolJ Moadified O INTERSCUOLASTIC SPORTS  Ves[J No[d Moedificd O
Print Name {MD.DO, APN, PA)  Signature Daie

Adddresy Phone




" JIDPH

ILLINOIS DEPARTMENT OF PUBLIC HEALTH

525-535 West Jefferson Street - Springfield, Illingis 62761-0001 « www.dph.illinocis.gov

IMPORTANT MESSAGE FROM THE IMMUNIZATION SECTION

TO: VFC Providers
FROM: Carol Gibson Finley, Acting Chief, Immunization Section
cC: VFC Providers, Regional VFC 5Staff and VFC Contractors

Local Health Department Administrators, Regional Health Officers
School Health Clinics, School Health Nurses, School Personnel

DATE: August 18, 2015

SUBJECT: Religious Exemption Form for Use Beginning October 16, 2015

This memo is to inform all vaccine providers and school personnel of changes that will be occurring with
key processes related to securing religious and medical exemptions to immunization requirements for
children and students entering any public, charter, private or parochial preschool, kindergarten,
elementary or secondary school.

On August 3, 2015, Public Act 099-0249 was enacted that changes the process for parents or legal
guardians seeking a religious exemption to any required immunizations or examinations for their
children. The new law requires that parents or legal guardians who object on religious grounds to
complete a Certificate of Religious Exemption, which must also be signed by the physician, advanced
practice nurse or physician assistant responsible for performing the student examination. The
healthcare provider signature on this new form attests to informing the parent or legal guardian of the
benefits of immunization and the health risks of not vaccinating the student. The certificate also
requires the parent or guardian signature to attest to understanding that their child may be excluded
from school in the case of a vaccine-preventable disease outbreak or exposure,

Use of the Certificate of Religious Exemption form is required beginning October 16, 2015 for all
students entering kindergarten, sixth or ninth grades when the parent(s) or legal guardian(s) is
requesting a religious exemption. This form also must be submitted to request religious exemption for
any student enrolling to enter any public, charter, private or parochial preschool, kindergarten,
elementary or secondary school on or after October 16, 2015. This effective date takes into account
that most parents have already completed their child’s physical exam/immunization requirements or
submitted their religious objection letter for the 2015-16 school year and therefore, will not have to
return to their physician to fill out the form for the Oct. 15 deadline.

The instructions for completing the Certificate of Religious Exemption form and the actual form are
attached with this memo for your familiarity; we do not expect healthcare providers to furnish this
document to parents or legal guardians. These documents are posted on the Public health website at
www.dph.illinois.gov (then Search on “religious”).

PROTECTING HEALTH, IMPROVING LIVES



INSTRUCTIONS FOR COMPLETING

ILLINOIS CERTIFICATE OF RELIGIOUS EXEMPTION
TO REQUIRED IMMUNIZATIONS AND/OR EXAMINATIONS FORM

Who may use the Certificate of Religious Exemption to Required Immunizations and/or Examinations Form:
¢ Parents or legal guardians who are requesting a religious exemption to immunizations or examinations must use
this form for students entering kindergarten, sixth, or ninth grades.
e A separate form must be used for each child with a religious exemption enrolled to enter any public, charter,
private or parochial preschool, kindergarten, elementary or secondary school.
¢ This form may not be used for exemptions from immunizations andfor examination for personal or philosophical

reasons. lllinois law does not allow for such exemptions, {See excerpts below from Public Act 099-0249 enacted
August 3, 2015 at page bottom.)

When use of this form becomes required: October 16, 2015

How to complete the Certificate of Religious Exemption to Required Immunizations and/or Examinations Form:

» Complete the Parent/Guardian sections, which include key information about the student and the school the
student will be entering, and the immunizations or examinations for which religious exemption is being requesled.
Provide a statement of religious belief(s) for each vaccination/examination requested.

+ The form must be signed by the child's parent or legal guardian AND the child's health care provider* responsible
for performing the child’s health examination.

¢ Submit the completed form to local school authority on or before October 15th of the school year, or by an earlier
enroliment date established by a school district.

Religious Exemption from Immunizations and/or Examination Form Process:

+ The local school authority is responsible for determining whether the information supplied on the Certificate of
Religious Exemption to Required Immunizations and/or Examinations Form constitutes a valid religious objection.

» The local school authority shall inform the parent or legal guardian, at the time that the exemption is presented, of
exclusion procedures, should there be an outbreak of one or more diseases from which the student is not
protected, in accordance with the lllinois Department of Public Health (IDPH) rules, Control of Cormmunicable
Diseases Code (77 Ill. Adm. Code 690).

+ Exempting a child from health, dental, or eye examination does not exempt the child from participation in the
program of physical education training provided in Section 27-5 through 27-7 of the lllinois School Code [105 ILCS

5/27-5 through 105 ILCS 5/27-7]. A separate request for exemption from physical education, if desired, would need
to be presented.

Excerpt from Public Act 099-0249 enacted August 3, 2015;

Children of parents or legal guardians who object to health, dental, or eye examinations or any part thereof, or to immunizations
or to vision and hearing screening tests on religious grounds shall not be required to undergo the examinations or immunizations
if the parents or legal guardians present to the appropriate local school authority a signed Certificate of Religious Exemption
detailing the grounds for objection and the specific immunizations and/or examinations to which they object. The grounds for
objection must set forth the specific religious belief(s) that conflict with the examination, immunization, or other medical
intervention. The certificate will be signed by the parent or legal guardian to confirm their awareness of the school’s exclusion
policies in the case of a vaccine preventable disease outbreak or exposure. The certificate must also be signed by the child's
health care provider responsible for performing the child’s examination for entry into kindergarten, sixth or ninth grade. This
signature affirms that the provider educated the parent or legal guardian about the benefits of immunization and the health risks
to the student and to the community from the communicable diseases for which immunization is required in Illinois,

The religious objection provided need not be directed by the tenets of an established religious organization. However, general
philosophical or moral reluctance to allow physical examinations, eye examinations, immunizations, vision and hearing screening
or dental examinations will not provide a sufficient basis for an exception to statutory requirements. The local school authority is
respansible for determining if the content of the Certificate of Religious Exemption constitutes a valid religious objection,

The local school autherity shall inform the parent or legal guardian of exclusion procedures in accordance with IDPH's rules,
Control of Communicable Diseases Cade {77 Ill, Adm. Code 690) at the time the objection is presented.




ILLINOIS CERTIFICATE OF RELIGIOUS EXEMPTION
TO REQUIRER IMMUNIZATIONS AND/OR EXAMINATIONS FORM

k\ T B v e n -

—p——y = -

PARENT OR LEGAL GUARDIAN - COMPLETE THIS SECTION ™

Note: This form is required for all students erilering kindergarten, sixth or ninth grades:when parenl(s) or legal guardian(s) is requasting a religious exemplion onor 1
alter October 16, 2015, This form also must be submitted {o request religious axemplion for any student enrolling to enter any public, charler, privale or parochisl
preschool, kindergarien, elementary or secondary schogl on or after Qcloher 16,,2015, .. el

This form may NOT be used for personal or philosophical reasons. Illinois law does not allow for such exempt!ons
Student Name:(last, first, middle) Student Date of Birth: School Name:

Month  Day Year Grade:

A
|
Fi

Parent/Guardian Name: Clty:

el Lo Bl Exemption requested for (mark all that apply):
O Hepatitis8 O DTaP O Polic OHIb O Preumococcal { MMR

Address: Telephone Number(s):
O varicella O Td/Tdap O Meningococcal [ Health Exam O Eye Exam

O Dental Exam O Vislon/Hearing Tests O Other (indicate below)

To receive an exemption to vaccination/examination, a parent or legal guardian must provide a statement detaiting the religious
beliefs that prevent the child from receiving each required school vaccinationsiexamination being requested.

In the space provided below, state each vaccination or examination exemption requested and state the religious grounds for
each request. [f additional space is needed, attach additional page(s).

Religious Exemption Notlce;_

No student is required to have an immunization/examination thatis contrary to the religious beliefs of fis/her parent or legal guardian]
However, not fallowing vaccination recommendations may endanger the health or life of the unvaccinated student, others with whom the
come in contact, and individuals in the community. In a disease outbreak, or after exposure to any of the diseases for which immunization
is required, schools may exclude children who are not vaccinated in order to protect ail students|

| have read the Religious Exemption Notice (above) and have provided requested infarmation for each vaccination/examination being
requested for religious exemption.

Signature of parent or legal guardian  (reguired) Date

HEALTH CARE PROVIDER*~ COMPLETE THIS SECTION

Provision of information: | have provided the parent or legal guardian of the student named above, with information regarding 1) the
required examinations, 2) the benefits of immunization, and 3} the health risks to the student and to the community from the
communicable diseases for which immunization is required in Hlinois. ! understand that my signature only reflects that this
informaltion was provided; | am not affirming the parent or legal guardian’s religious beliefs regarding any exarmination, immunization or
immunizing agent.

Health Care Provider Name:

Signature of health care provider” Address:
Date; Telephone #;

(Must be within 1 year prior {0 school entry)

*Health care provider responsible for performing child’s health examination includes physicians licensed to practice medicine in all of its
branches, advanced practice nurses, or physician assistants.






