State of Hlinois
Eye Examination Report

Iliinois law requires that proof of an eye examination by an optometrist or physician (such as an ophthalmologist) who provides eye

examinations be submitted to 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 Illinois
school system for the first time. The parent of any child who is unable to obtain an examination must submit a waiver form fo the school.

Student Name
(Last) (First) (Middle Initial}
Birth Date Gender Grade ‘
{Month/Day/Year)
Parent or Guardian
(Last) (First)

Phone

(Area Code)
Address

{Number} (Street) (City) (ZIP Code)

County ‘

Case History

Date of exam

Ocular history: T Normal or Positive for
Medical history: O Normal  or Positive for
Drmg allergies: UNKDA  orAllergic to

Other information

Examination
Distance Near
Right Left Both Both
Uncorrected visual acuity 20/ 20/ 20/ 20/
Best corrected visual acuoity 20/ 20/ 200 |20

Was refraction performed with dilation? U Yes U No

Normal Abnormal Not Able to Assess Comments
External exam (lids, lashes, comea, efc.) a3 4 a
Internal exam (vitreous, lens, fundus, etc.) - a (i
Pupillary reflex (pupils) 4 d o
Binocular function (stereopsis) Qa O a
Accommodation and vergence 4 -3 |
Color vision d o 3
Glaucoma evaluation a a a
QOculomotor assessment d < i
Cther 4 ul a

NOTE: "Not Able to Assess" refers to the inability of the child to complete the test, not the inability of the doctor to provide the test.

—  Disgnosis

A Normal  JdMyopia  JHyperopia  QAstigmatism J Strabismus U Amblyopia
Other

Page 1 Contined on back



Y\ State of lllinois
§ lllinois Department of Public Health

PROOF OF SCHOOL DENTAL EXAMINATION FORM

llinois law (Child Heaith Examination Code, 77 I, Adm. Code 865) states all children in kindergarten and the'éecond, sixth and ninth grades of any
public, private or parochiat school shall have a dental examinafion, The examination must have taken place withint 18 months prior to May 15 of

the school year. A ficensed dentist must complete the examination, sign and dats this Proof of School Dental Examination Form. if you are unable
to get this requirad examination for your child, fill out a separate Dental Examination Waiver Form.

This important examination will et you know if there are any dental problems that need a
speak with confidence, express themselves, be healthy and ready to learn. Paor oral

social relationships, and less success later in life. For this reasort, we thank you for m
child.

ttertion by a dentist. Children need good oral health to
health has been refated to lower school performance, poor
aking this contribution to the health ang well-being of your

To be completed by the parent or guardian {please print}:

Student's Name: . Last First ) Middle Birth Date: (MontvDay/vear)
Address: Street City ZIP Code
Name of Schoof; ZIP Cede " | Grade tevel: Gender;

BMale D Female
Parent or Guardian: Last Name First Name

Student's Race/Ethnicity:

LI White L Black/African American £ Hispanic/Latino 0 Asian
L1 Native American [ Native Hawajian/Pacific Islander CI Multi-raciaf O Unknown
O Other '

To be completed by dentist:
Date of Most Recent Examination: (Check all services provided at this examination date}
{_19ental Cleaning []Sealant [ Flucride treatmert

Orai Heaith Status (check all that apply}
{lYes [(INo  Dental Sealants Present on Permanent Moiars

[C] Restoration of teeth due 1o caries

[lYes [JNo  Caries Experience / Restoration History — A filing (temporary/permanent) CR a tooth that is missing because it was
extracted as a resull of caries OR missing permanent 1st maotars.

[1Yes [JNo  Untreated Caries — At least 1/2 mm of tooth structure loss at the anamel surface. Brown to dark
walls of the lesion. These criteria apply to pit and fissure cavitated lesions as well as
root, assume that the whole tooth was destroved by caries. Broken or chipped teeth,
considered sound unless a cavitated lesion is also present.

-brown coleration of the
those on smooth tooth surfaces. If retained
plus teeth with temporary fillings, are

[Yes [INo Urgent Treatment — abscess, nerve ex

posure, advanced disease state, signs or symptorms that include pein, infection, or
swelling. -

Treatment Neads (check al that apply). For Head Start Agencies,

please aiso list appointment date or date of most recent treatrment
completion date,

[} Restorative Care — amatgams, composites, crowns, ete. Appaintment Date:
[} Preventive Care — sealants, flucride treatment, prophylaxis Appointment Date:
[ Pediatric Dentist Referral Recommended Treatment Compietion Date;

 Additional comments:

Signature of Dentist License # Date:

g Iliinois Department of Public Health, Division of Oral Health
< 217-785-4899 « TTY (hearing impaired use onty) 800-547-0466 S dph. illinois.gov

1QCI 0600-10 Printed by Autherity of the State of llinois @



State of Iinois
Certificate of Child Health Examination

Student’s Name Birth Date Sex Race/Ethnicity School /Grade Level/1D#
Last First Middle | Month/Day/Year
Adress Street City Zip Code Parent/Guardian Telephone # Home Work

IMMUNIZATIONS: To be completed by health eare provider. The mo/dalyr for every dose administered is required. If 3 specific vaccine is
medicaily contraindicated, a separate written statement must be attached by the kealth care provider responsible for completing the health

examination explaining the medical reason for the contraindication.

REQUIRED DOSE 1 ~ DOSEZ. DOSE 3 DOSEd . DOSE § 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 ' ' _ A
Tdap; Td or OTdapOTdODT § OTdapOTdODT | OTdapLITdOIDT | C1dapOTALDT | OTdepITAODT | DTdapliTaIDT
Pediatric DT (Check -
specific type)

Polio (Check specific O ®v [00prv Omv Oopv { O1pv OOPYV | I Ipv DOPV | O PV OOPV 0O PV [JOPV

type)

Hib Haemophilus
influenza typeb

Pneumococcal
Conjugate

Hepatifis B

MMR Measles Comments:
Mumps. Rubeila

Varicefla
(Chickenpox)

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

Hepatitis A

HPV

Influenza

Other: Specify

adpinicereivaes | || || | L1 L] L

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

Signature Title Date
| Signature Tiile 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 lab result. _ ‘ .
*MEASLES (Rubeolz) 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 ) Signature Title

3. Laboratory Evidence of Immunity (check one) [IMeasles* [IMumps** ORubella  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 after July 1, 2013, must be confirmed by {aboratory evidence.

Completion of Alternatives 1 or 3 MUST be accompanied by Labs & Physician Signature:

| Pliysician Stakments o lmmunity MUST be submitied fo [DPH Ior teview,

Cersifigates of Religious Exemption. £ Iimmunizations or Physician Mediéal Statements of Medical Contraindication Are Reviewed and
Maintained by the School Authority. .

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




Utinois taw prirvidiss that the pesidesice of » staddeit i il o b the sanme s U veins
fn e Diistrist. To assist the Distriet fn dosw ' ;

Resiileiey of Person: with Wi Student Efves sni Whi
frtm Catepury A snd one o fom Categt

“Iis wokrequived fo show personal infucmation: Grecomnt Py, paywent amowrts S, ete.) on these forms, Please feel free to bluck ot aig of thi
persoital informstion that dies notrelats to pruof'of yonr residenicy: AN debagioists must be-cirrent and inclide tie addvess of the stdenf's.

*Category A, Chieck and situeh = etipy of ab 1e¥it aie-of thie following docusments:
__3. Signedlease i my residence. _
4. & closing siarement for fiepurehase of my residence o
3 Notarized Affidavit of Resident Regaidiing Residency uf Outsers Fortix (misst provide 2 proofs fiom Cat. By
6. Matarized Staterining clalsing F v riiefit [2osd (must priovide,2 proufs frem Cat B)

*Category B. Check and attack a copy of aé least one of the following documzents:
1. Cusrent Gas, Electric, or Water Bill (dated within ane wionth ofthe student registration date)
2 Valid government issired mmmﬁwﬁmel‘nfadﬁm In which ihe shident resides,

o o
Ge ek, 0

L

& The studerst fs eurolli based on the detetiination af tie Departuacat of Childsen and Family Services; attnck cideticis from BECFS.
—__3. Prool af Rosidency will be established withiis 3- calender days; Rowéver, & éal oxtate contract, closing statement of lease MUST be presented
45 iitint proot of residence. ¥ the studentdoes aot becote & resident of the district within 30 days; the partttsfegal guardians miy be charged tuition.

- and the: stmdent may be removed from sehooll

My signstnrs belgv indicates that I have read and reviewed the Distriet’s Residency palicy 4nd ndevstand that only Fesideénts of the District,
Le- fhase wiio- physieally oecupy snd fve within Sie restdence in the Distritt's boundar ies, are efigible tu attend. District schooks on 4 tisition
free basis. imnderstand that it is my responsibifity to verify whether ny residence is witiin the Distric's boanddties. I fuetherunderstand
that it is wy ofiligaifon o nofify the Distriet. of any change in residence, acknoveledge that any person who enrells or sttempts fo-saroll.in
the sclioels of a sehool district, on. a tuitien free basis, 8 pupil known to hat person o be 2 nunresident of fhe district; or any person: whe
presents to any sehroal district any false information regarding the residéney of a piigil for the purpose of enabling that pupil to attend sy
schaol in that district withiout the payment of a ponresident tuition charge, shall be guiléy of & Class C misdeinednor. I understand that, # the ;
District determines I have provided false information abiout g studemt’s residency within the Bistrict, I may be referred for crimingl

1 affirere that F e a resident of this District and thet the informotion presented in this afftdavit and v connection with any: investigation of my
reviderscy or the residency of the student is trie, complgte, ond accurate,

Signature of the person claiming castedy/enrolling student Date



Student Housing Questionnaire
Pope County CUSD
Confidential Form

The McKinney-Yento Act provides rights and services to children and youth
experiencing homelessness, which includes those who are: sharing the housing of
others due to loss of housing, economic hardship, or a similar reason; staying in motels,

trailer parks, or camp grounds due 1o the lack of an adequate alternative housing option.
(Seereverse side for more information)

if you own/rent your home, please place an x on one of the following

——_Student lives with a parent and they are the legal guardian.
—Student lives wiih grandparents/aunt etc. and they are not the legal guardians

If you do not own/rent your hiome, please check all that apply.

-__Living in someons eise’s house or apaﬁmem with another farnily.
——Living in a motel

 Livingina shelter

— Living in a car, paric or campsiia

—— In a residence with no water, heat, or electricity.

—_In aresidence with an infestation issue

—In aresidence that is not safe, warm or dry.

Name of student; ' : Grade:
Current address:

Contact number;

Signature: _ ‘ Date:

List any siblings:




HEALTH AND MEDICAL HISTORY
Pope County Elementary/Jr. High School

GENERAL INFORMATION 7
Chifd’s,_Name Male - Female * Grade entered this scflool year
Birthdate Address : qug Telephone

| Siblings at Eurrent school? Please list. . Family Physician | ' School l.a#t Attended (Cltv & State)
'Fathr'slGuardian's Name Phone Number Mother's/Guardian’s mame Phone Nuamber
Emergency Contact {other than parant) Emergency Contact Phone Number Relattonship to chifd

‘Does child have any allergies? YES NO If yes, please list below.

Medication Allergies

Food Allergies

Environmental Allergies

(Note: Any modiﬁcationé to the child’s diet that are to be provided by the school must be detailed on the Food Modification
: Form and signed by a physician. Obtain this form from the School Nurse or Secretary)

Is child taking any medication at home? (Prescription or OTC on a routine basis and/or medication taken as needed)

YES NO If yes, please list below. If more space is nesded please use back side of this paper.
Medication Dosage How often Med to be taken @ school?

- {Note: For meds-to be given at school, the Medication Authorization Form must be compieted and signed by a physician and by a
parent prior to that med being given at school. Obtain this form from the School Nurse or Secretary)

DISEASE HISTORY{Indicate if your child has had any of the following:

Disease Yes Year T Diseasa Yes Year

Chicken Pox - LDiabetes

Asthima Heart o



Pope County Elementary/Jr. High

Regist;'aﬁon Form
Teacher: | Grade: _‘ Bus:
Student Name:
First Middle Last
Mailing Address:
Residence Address:
Living Situation:_ (Please Check One) __ Rent __'__-O’Wn | __ Foster Care
__Live w/ Someone Else __ Live w/others due to Economy
Sex: Female Male Ethnicity: White Hispanic Black Asian Multi-Racial Indian/Alaskan

Is this stadent 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 :

No, not Hispanic/Latino Yes, Hispanic/Latino

Birthdate: Age: Social Secuﬁty:

Attended Pope County Elementary/Jr High before: Yes No

If no, previous school attended:

Student Resides with: . ' 7 Relationship:

Guardian Email:

{Used for TeacherEase Comemunication)

Continue on back



