WHITESIDE SCHOOL DISTRICT 115
111 Warrior Way, Belleville, lllinois 62221
Telephone 618 239-0000
Middie School Fax 618 239-9240
Elementary School Fax 618 233-7931

http://www.wssd115.org

Student Information

Student’s Name:

Grade:

Please circle the sports you are interested in trying out for this year:

Baseball/ Softball Soccer Cross Country
Basketball Cheerleading Volieyball
Bowling Track and Field Golf

Office Use Only:

Physical On Flle

All Sports Forms Signed

Added to Sports List

Whiteside's mission is to help all leayners reach their maximum potential so that they may beconte tomorrow’s leaders.



WHITESIDE SCHOOL DISTRICT 115
111 Warrior Way, Belleville, lllinois 62221
Telephone 618 239-0000
Middle School Fax 618 239-9240
Elementary School Fax 618 233-7931

hitp://lwww.wssd115.org

Agreement to Participate
10 be completed by the studeni-participant and submitted to the Superintendent

Student:

Sport or Activity:

In consideration of the Whiteside School District 115 permitting me o participate in the above sport or activity, I agree as

foliows: ‘

1. Iwill abide by all conduct rules and will behave in a sportsmanlike manner.

2. T will follow the coach/sponsor's instructions, playing techniques, training schedule and safety rules for the
above sport or activity.

3. T acknowledge that I am aware that participation in the above sport or activity may involve many risks of
injury, A serious injury may result in physical impairment or even death. I hereby assume all the risks
associated with participation and agree to hold Whiteside School District 115, its employees, agents,
coaches, School Board members, and volunteers harmless from any and all liability, actions, cauges of
action, debts, claims, or demands of any kind and nature whatsoever which may arise by or in connection
with my participation in the above activity or spozt. The terms hereof shall serve as a release and assumption
of risk for my heirs, estate, executor, administrator, assignees, and for all members of my family.

Student Signature:

Date:

To Be Completed By The Parent/Guardian:

I, am the parent(s)/guardian{s) of the above named student. Thave read the above
Agreement to Participate and understand its terms. Iunderstand that all sports can inveolve many RISKS OF INJURY. In
consideration of the School District permitting my child/ward to participate in the above sport or activity, I agree to hold
Whiteside Schoo! District 115, its employees, agenis, coaches, School Board members and volunteers harmless from any
and all liability, actions, causes of action, debts, claims or demands of any kind and nature whatsoever which may arise by
or in connection with the participation of my child/ward in the above sport or activity. I understand and accept the selection
process and the expectations as set forth by the coach of this activity, I will provide fransportation to and from practices
and scheduled events when needed. 1 assume all responsibility and certify that my child is in good physical health and is
capable of participation in the above mentioned sport/activity.

Signature of Parent(s}/Guardian(s):

Date:

Whiteside's mission is to help all learners reach their maximum potential so that they may become tomorrow's leaders.



WHITESIDE SCHOOL DISTRICT 115
111 Warrior Way Belleville, lllinois 62221
Telephone 618 239-0000
Middle School Fax 618 239-9240
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Medical Authorization Form

To be submitted to the Superintendent

Student: Grade:
Spott/Activity:
Home Address:
Home Phone: ! Bitth Date: |

To whom it may concern: In the event reasonable attempts to contact me at the locations listed below have been
unsuccessful, I, as parent or legal guardian of the above student, do hereby authorize (1) the freatment by a qualified and
licensed medical doctor of my child/ward in the event of a medical emergency which, in the opinion of the aitending
physician, may endanger his/her life, cause distigurement, physical impaitment or undue discomfort if delayed; and (2) the
transfer of my child/ward to any hospital reasonably accessible,

This release form is completed and signed of my own free will with the purpose of authorizing medical treatment under
emergency circumstances in my absence.

Name and relation to student (please print):
Address:
Home Phone: | Business Phone: |
Emergency contact:
Home Phone: Business Phone:
Physician’s name: Physician’s Phone:

Please list specific medical allergies, medicines, or other conditions on other side of this form.

Signed :

Date:

Whiteside School District #115 maintains Students Accident Insurance coverage on all students while in attendance at
school, school-sponsored events and activities, including school athletics, Submission of claims is the responsibility of the
parent, This insurance carries a deductible of the greatex of $0 or the amount paid or payable for the same injury by any
other plan on which the student is covered.

Whiteside's mission is to help all learners reach theiy maximwm potential so that they may become tomorrow's leaders.




WHITESIDE SCHOOL DISTRICT 115
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Bellevilla, Hlinois 62221
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Middie School Fax 618 239-8240
Elementary School Fax 618 233-7931

hitp:/iwww. wssd115.org

Certificate of Physical Fithess for Participation in Athletics —2023-2024

To be submitted to the Superintendent
Student: Grade:

Sport or Activity:
I am the parent(s)/guardian(s) of the above student. T certify that my child/ward is in good physical health and
is capable of participation in the above mentioned sport or activity. No need exists to limit his/her
participation. I assume full responsibility for histher physical condition and participation. T will notify you of
any changes in his/her physical condition. Thave completed and submitted the Authorization for Medical
Treatment form allowing the school o seek medical treatment for my child in the event of a medical
emergency when reasonable attempts to contact me are unsuccessful. If my child requires or may need

medication while participating in athletics, I have completed and submitted the Sehool Medication
Authorization Form.

Pareni(s)/Guardian(s) Name:
Home Address:
Telephone Numbet: Buasiness Phone:
Child/Ward's Date of Birth:
Physician’s Name; Telephone Number:
Mgdical History:

Yes No Yes No

Heart Condition il | Epilepsy O O

Allergies O I Asthma ] [l

Diabetcs O O Other

1. Injuries and/or operations during the past year? {include dates)

2, Has your child/ward's physical activity been restricted during the past year? (Reason and Duration)

3. Isyour child/ward taking any medication? O Yes O No

If yes, why? Name of medication:

Signature of Parent(s)/Guardian(s);

Date:

Whiteside's mission is to help all lemners reach their maximum potential so that they may become tomorrow's leaders.



Concussion Information Sheet

What can happen if my child keeps on playing with a concussion or returns too soon?

Athletes with the signs and symptoms of concussion should be removed from play immediately.
Continuing to play with the signs and symptoms of a concussion leaves the young athlete especially
vulnerable to greater injury. There is an increased risk of significant damage from a concussion for a
period of time after that concussion occurs, particularly if the athlete suffers another concussion hefore
completely recovering from the first one. This can lead to prolonged recovery, or even to severe brain
swelling {second impact syndrome) with devastating and even fatal consequences. 1t is well known that
adolescent or teenage athletes will often fail to report symptoms of injuries., Concussions are no
different. As a resuit, education of administrators, coaches, parents, and students is the key to

student-athlete’s safety. The district will follow the graduated return to school protocol developed by
the Sports Concussion Institute.

If vou think your child has suffered a concussion

Any athlete even suspected of suffering a concussion should be removed from the game or practice
immediately. No athlete may return to activity after an apparent head injury or concussion, regardless of
how mild it seems or how quickly symptoms clear, without medical clearance. Close observation of the
athlete should continue for several hours, IHSA Policy requires athletes to provide their school with
written clearance from either a physician licensed to practice medicine in all its branches or a certified
athletic trainer working in conjunction with a physician licensed to practice medicine in all its branches
prior to returning to play or practice following a concussion or after being removed from an
interscholastic contest due to a possible head injury or concussion and not cleared to return to that same
contest. In accordance with the state law, all IHSA member schools are required to follow this policy.

You should also inform your child’s coach if you think that your child may have a concussion. Remember
it’s better to miss one game than miss the whole season. And when in doubt, the athlete sits out.

For current and up-to-date information on concussions you can go to:
hitp://www.cdc.gov/ConcussionlnYouthSports

Student-athlete Name Printed Students-athlete Signature Date

Parent of Legal Guardian Printed Parent or Legal Guardian Signhature Date

Adapted from the CDC and the 3" international Conference on Concussion in
Sport Document Created 7/1/2011

Concussion Information Sheet




A concussion is a brain injury and all brain injuries are serious. They are caused by a bump, blow, or jolt
to the head, or by a blow to another part of the body with the force transmitted to the head. They can
range from mild to severe and can disrupt the way the brain normally works. Even though most
concussions are mild, all concussions are potentially serious and may result in complications including
prolonged brain damage and death if not recognized and managed properly. In other words, evena
“ding” or a bump on the head can be serious. You can’t see a concussion and most sports concussions

occur without loss of consciousness. Signs and symptoms of concussion may show up right after the
injury or can take hours or days to fully appear. If your child reports any symptoms of concussion, or if
you notice the symptoms or signs of concussion yourself, seek medical attention right away.

Symptoms may include one or more of the
following:
& Headaches ® Amnesia
& "Pressure in head” e “Don’t feel right”
o Nausea or vomiting e Fatigue or low energy
e Neck pain ® Sadness
® Balance problems or dizziness e Nervoushess or anxiety
e Blurred, double, or fuzzy vision e [rritability
e Sensitivity to light or noise e NMore emotional
e Feeling sluggish or siowed down & Confusion
e Feeling foggy or groggy e Concentration or memory problems
e Drowsiness {forgetting game plays)
e Change in sleep patterns e Repeating the same question/comment

Signs abserved by teammates, parents and coaches include:

Appears dazed

Vacant facial expression

Confused about assignment

Forgets plays

Is unsure of game, score, or opponent
Moves clumsily or displays incoordination
Answers questions slowly

Slurred speech

Shows behavior or personality changes
Can’t recall events prior to hit

Can’t recall events after hit

Seizures or convulsions

Any change in typical behavior or personality
Loses consciousness

Adapted from the CDC and the 3™ International Conference on Concussion in Sport
: Document created 7/1/2011




4 HSA

wemeeaod  Pre-pdrticipation Examination OIESA

To be com pieted by athlete or parent prlor to examination,

Name_ School Year,

Last First talddia .
Address City/State 5
Phone No, Birthdate Class, Student 1D No,
Parent's Name Phone No.
Address City/State
HISTORY FORM

Medicines and Aflergles: Plesse list all of the prescription and over-the-counter mediclnes and supplements (herbal and nutritionat} that you are currently taking

D0 you have any allergies? O Yes 0O No if yes, please Identify specific allergy below.
3 Medicines L} poltens [3 Food 3 Stinglag Insecis
Explaln “Yeg answers below. CIrc!a questluns you dun tkniow the answers to,
"GENERAL QUESTIONS Y iii e e b . oy : o ] sves L [P NeS “MEDICAL'QUESTIDNS sl o n v, 7y B i < |, Yos ¥ -Ng, .|
1. Hasa dector ever denled or :estrlcted your parﬂcipatlun In sports 26, Doyaucough, wheeze, orhaue dlﬂ’fcuity hmakh?ng durlng or ﬁﬁet‘
for any reason? exerclse?
2, Doyou have any ongolng medical conditions? I so, please Itentify 27. Have you gvar used an lnhaler of taken asthma medicine?
below: 3 Asthma Tl Anemia &3 Diabetes 03 {nfections 28, Is there anyone In your family whe has asthma?
- Dther; 28, Were you born without orere you missing = kidney, an eye, s
3. _Have you ever spant the night In the hospital? testicle fmales), your spleen, or any other organ?
4. Have you ever had surgery? 30, Doyou have groln paln ora palaful bulge or hemta in the groln
~HEAIIT. HEALTH QU‘:ESTEDNSTABUUTYDIJ g SR e VIR s o | NG areat
5. Have you ever passed out or neasly passed nutDURlNG orA%TEﬂ 31, Have you had nfectious mononucleosis (mono} within the fest
exerclse? month?
6. Have you ever had discomfort, pain, tightness, or pressure In your 3%, boyou have any rashes, pressure sores, o7 other skin probiems?
chest during exarcise? 33, Hsve you fisd s herpes or MRSA skin Infection?
7. Does your heart ever race r skip heats {frregulsr beats) during 34, Have you everhad a head injury or concussion?
exerclse? 35. Havayou ever had a hit or blow to the head that caused
8, Hasa doctor evar told you thet you heve any heart problems? If confislon, prolonged headache, or memory problems?
so, theck allthat apphy: I High blood pressure 13 A heart mufmur 36, Doyou have a history of seizure disorder?
T High cholesterof [T A heart infection O Xawasaki disease 37, Doyou have headaches with exarcise?
Other: 38, Mave you ever had numbness, tingling, or waakaess In your arms
8. Hasa doctor aver ordered a test for your heart? {For example, o lags afer baing hit or falling? .
ECG/EKG, echocardlograsn) 39, Have you ever been unable i move your arme or legs siler belng
10, Davyou get lightheaded or feel more short of breath than hitor falling?
oxpacted Huring exerdse? 40, Have you ever become T while exerclsing i the hest?
A%, Have you ever had an unexpleined selzura? 41, Do you get frequent misele cramps when exarcising?
12. Do you get more tired or short of breath more quickly than your 42, Do you or semeone In your family hava sickle cedl tratt or disesse?
friends during exerclse? ; 43, Have you hud any problams with your eyes or vision?
- HEART-HEALTH QUESTIONS ABOUT YOURFAMILY 7355 N o 7 4 Yes J Ng*] 44, Have you had sy eye Injuries?
13, Has any family member or refative died of haart problams of had 45, Doyoll Wear glasses or tontact lenses?
an unexpected or unexplalned sudden dsath before sge 50 48, Doyou wear protectiva eyewear, such as gogeles or o face shieli?
{includ_lng drowning, unexplained car accldent, or sudden Infant 7. Doyou worry about your welght?
death syndrome}? 48, Areyou trying ko of has anyone recommended that you gatn or
14, Does anyone In your family have hypertrophic cardiomyopathy, lose walght?
Macri;ﬂnsyndn;me, orrhythmogenic dght venteiculae 4 48, Are you an a speciet dist or do vou svold certain types of foods?
e ot T s sort T ottt
tachymrd;a? etz polymorp 51, Havz you erany famlly member or ratatlve been dlagnosed with
15, Does anyone tn yours family have a heart problem, pacamaker, or cancer? Tive to diec h
implanted defibiillator 52, 30 c\‘ﬂ:au?lmw. any conterns that you would like to disciss with a
16, Hasanyone in your famiy had unexplained falnting, unexplained “TEM ﬂihso:mt.v N AR Y L £ T T
selzwres, o near drownlng? L
“BONEAND JOINT.QUESTIONS © 75 o~ " hhdniert ot v ['¥ese.] o 53, Have you evar had a menstruafpeﬂud?
17. Have you ever had eninury to a bone muscle, ligament or 54. Hot old wete you when you had your fitst menstiusf peiod?
. ! 55, How many perfods hava you had In the [ast 12 months?
tendon that caused you 1o miss a practice ora gams? ye ¥
18, Have ¥0u ever hed any broken or fractured bones or dislocated Explain “ges” answors liare
Jaints s
19. Huve you evar had an Injury thet required x-rays, MR, CT scen,
Injecttons, therapy, 8 brace, a cast, ar crutches?
20, Have you ever had a stress fracture?
21, Have you aver been tald thet you have or have you had an x-ray
for neck instabliity or atlantoaxial instabllity? {Down syndrome or
dwarfism}
22, Do you regularly use o broge, orthotics, or other psslstive devige?
23, Do you have a hone, muscle, of Jolnt Injury that bothers you?
24, Po any of your joints become painful, swollen, feel warm, or jook
rel?
25, Do you bave any history of juvenile erthritls or connective thssue
dlsaasb?
I herahy state that, te tha best of my knowledge, my snswars to the above quastions are complets end correct,
Slgnature of athlete Slanature of narant/guardian Date,
Tety for Sports hiedicne, and Amerlcin O3t hie Aez i

mo:uwmﬁmn Au#emy oanmﬁv lexfdm, Amﬂunmdmv an:dmﬂu,Amulnn l:a)lue ofsports Me:ﬁdn&,l\mum n Madic) Snd:lrrarspnntMed'dna,Am erican Orthep:




—
Prriy

fl.-!msin Pre-participation Examination QIESA

PHYSICAL EXAMINATION £ORM Name,
— Lozt Flmt e Middi
CEXAMINATION B R K KR A ‘: T B ¥ 'I_-' N R T '. T T e T ] , ta, b
Helght Weight £ pale D Femzle
BP / t / i Pulse Vislon R 20/ Y] Comacted 1Y LN
MEDICALS .« - 7Tt e Lo et o T T NDRMAL: S T U ABNORMALEINDINGS S < T L. . -
Appearance

* Marfan stigmata (kyphoscollosls, high-arched palate, pectus excavatum,
armchnodactyly, arm span > helght, hyperlaxity, myopla, MV, portic Insufficiency)
Eyes/ears/nose/throat
+ Pupils equal
» Hearing
Lymph nodes
Heart®
» Murmurs {ruscultation standing, supine, +/-Valsalva)
«_Locatlon of polnt of maximal Impulse (PhI)
Pulses
» Simultaneous femoral and radial pulses
lungs
Abdomen
Genltourinary {males only]'
Skin
» HsV, Jestons suggestive of MRSA, nea corporis
Neurologic ©
SRESCULOSKELETALY, T7 % i b b Gkt L v s WU e o 2 0O W, e S
Neck
Back
Shoulder/arm
Elbow/forearm
Wylst/hand/Angers
Hip/ehigh
Knee ‘
Leg/Ankle
Foot/toes
Functional
« Duck-walk, single leg hop

S e T e O e )

sCapsider ECG, echocardlogram, and refemal to cardlofogy for sbrarmal mrdhe Ristery o exaim,
-sCansidap GU axam if n private setéing, Haviog third party presont [ peeommendad,
Consider tognitive syaluation or baseline pzuropsychiztriz tesdng IFa Wstory of stesfficant eanewssTon,

On the basis of the ination on this day, 1 approve this child’s participation g Interscholastic snorts for 395 davs from thiz date,

Yes No Limited Examination Date

Additlonal Comments:

Physician's Sienature Physictan’s Name
Physiclan’s Asslstant Stanature® PA's Name
Advanced Nurse Pracililoper's Signatyre* ANP's Name

*effective January 2003, the IHSA Board of Directors approved a recommendation, consistent with the Jflinols Scheoot Code, that allows Physlelan’s Assistants o
Advancad Nurse Practitioners to sign off on plivsicals.




. Birth Date Sex  |Sclioul- Grade Level/ ID
Jast Firsl Middls Iolb/Dnyl Yeat
HEALTH HISTORY O BE COMPLETED AND SIGNED BY PARENT/GUARDIAN AND VERIFIED BY HEALTH CARE PROVIDER
ALLERGIES . Yes. |iist: MEDICATION (Pracitedor] Yes Lt
(Food, drag, inszot, other) No taken on & regulse husés)) No
Diagnosis of asthma¥ Yes No Lose of fooction of ens of paired Yes No
Child wakes during night conghing? Yes Mo organa? (aye/sar/kidoey/testicle)
Blrth defeots? Yes  WNo Haospitalizatons? Yes  No
Developmental delay? Yes  No When? What for? _ )
Blood disorders? Hemophilia, Yez Mo Burgery? (List all} Yes MNo
Slokle Cell, Otirer? Poxplain, When? ‘What for?
Diabetes? . Yer  No ' Sertous injary of illness? Yes Mo
Heed Injury/Concussion/Passed out? Yes  No B skin test posHive {past/present)? Yes*  No | #¥If yes, refer to Jooal healih
Belznros? Whatare thay like? Yes Mo TB diseuso (past prpresent)? Yost  No| department.
Heart problamy/Shortusss of breath7 Yes Ne Tebaccouse (type, frequency}? Yea  No
Heart myrmus/High blood premmire? Yes No Aleohol/Drmg use? Yer  No
Dizziness or ehest pain with Yez Mo Bamlly higtory of sudden death, Yes  No
oxerolsa? - . before age 507 (Caups?)
ByelVision probleras? Olasses O Contacts TF Lust exam by aye dosior Dental  [Braces O Bridge O Plate Other
Other concems? (orossed sye, dmoping Hds, squinting, diffoulty xeading) - )
EndHearlng problerns? . Yes No . Information muy hz abered with npprepriate prasonus] for Brelih nod oducationsl papores,
. Parent/Grarding
Bone/Jolnt problem/infury/scollosis? Yes No Siguature Date
HYSICAL RXAMINATION REQUIREMENTS  Entire section bielow to be completed by MD/DO/AYN/PA,
CIRCUMERRENCE i€ <2-3 yeareald* HEIGHT WEIGHT BMI piis

[DIABETES SCREENING (NOTREQUIED BORDAY CARE)  BMI>B5% agefanx Yesl]l Woll  Amd any two of the following: Famlly History Yes 1 NeD
Edbuic Minority Yesld No D) Signs of Funulin Resistance fhyportension, dyslipldomle, polycystic ovarlan syndrome, scanthosis nigricans) Yesll No 0 At Risk Yar [ No O

and/or kindergarten, (Blood test required if resides in Chivage or bigh elsk #ip code.)
Questionuaive Administered? Yes [ NolJ  Blood Test Indicated? Yes [ No O Blood Test Date

!LEAI) RISK QUESTIONNAIRE: Required for children age 6 months throitgh 6 yours earotled in livensed or public school operated day care, preschool, nursery school

Regult
TB SKIN OR BLOOD TEST Recommeaded only for childron in high-rivk groups Ineluding shildien bnmunosuppressed duo to ETV infection or otber conditiens, frequent travel {0 or born
4 high prevalence conntdes or those exposed to adulis in high-risk oategories, Ses CDC guldalines, : sde.aovitb/publications/factshests/festin testing. .
No test needed 1 Test pecformed £ Skin Toat:  Date Read {1/ Resuli; Positive O Negative 3 i
Blood Test: Date Reported i Resuli: Positive [T Nepative 1 Valupe

LAD TESTS (Recommended) Date Repulés Date Results
Hemoglobin or Hemataorit . |Sidkle Coll {when indicated)

Urinalysis Dovalopmentsl Screening Tool

SYSTEM REVIEW #Normal |Commonts/Follow-up/Needs Normal |Comments/Follow-up/Needs

Sldn Endocrine

Hars : Soreoning Resuly Gastrointestinal

Eyes Soroning Result Genito-Urinary LMP

Nose Neurelogical

Tlhiroat Museulosheletal

Mouth/Dentnl ' Spinal Exam

Cardigvascutar/HTN ‘ MNuiritlonal stafus

Respiratory [ Biagnosizs of Asthma Mental Healh

Curently Praseribed Asthma Medlcation:

& Quick-relief medication (e.g, Bhort Acting Beta Agonist) Qther
O Controller madication (e.g, inhaled eorticosteroid)

NEEDSMODIFICATIONS sequired in the schuat setting DIETARY Naedsostrictions

SPECIAL INSTRUCTTIONS/DEVICES ¢, safely glassoy, glase oys, shas) profestor for exrhytheals, pacemakes, prosthetie device, dental beldge, filss teath, pthloto supportfous
MENTAL HEAUIH/OTHER  Jr thow anything slsa the salioot should knew aboot this hodent?
1€ you would like to disouss this student’s heslth with schioo! or sohool bealth prsonnal, checkctil;  [3Mwes 3 Tescher [ Coungelor [ Prinolpnt

Yes ] No 1 Ityes, plonse desodiba,

EMERGENCY ACTION necded whits at sohiool dus to child's health conditton {o.., rolnires, nsthme, fusect sting, food, peanut allergy, bloeding problem, Alabstes, hisart problom)?

On thr basls of the exsmination on thls day, Tapprove fhis oliid's pirticipation fn
HYSICAL ) ol L] J;

Prin! Nama (MB,DD, ATH, PA) __ Slgoature

Liate

Addrpns




State of Hlinofs : .
Certificate of Child Health Examination

Btudent’s Name Blrth Date Sex Raoce/Ethnieity School /Grads Level/IDH

Last Firet Middle Month/Day/Vear

Addresg Bereet City Zip Cods ) Parent/Guardlon Telsphioue # Home Work
———— i e

IMMUNIZATIONS: To bo completed by health care provider. The mo/dalyr for gvery dose administered Is requived, ¥f a specifie vacelne is
medically contrabndicated, a separato written statement must be attached by the health cave provider responsible for completing the health
examination sxplaining the medical reason for the contraindication,

REQUIRED . DOSE 1 DosE2 DOSE 3 DOSE 4 DOSES DUSES
Vactine / Poso - MO DA YR MO DA ¥R MO DA YR | MO pA VR | MO DA YR MO__DA YR

DTP of DTaP

Tdap; Td or HTdepOTALIDT | CiTdepTAODT | O1TdaplITdODT | OTdapEITdODT | ITdapEITdCIDT | OTdapCITarIDT
Pediatrio DT (Check :

speoifio type)

Pullo (Check speoific 13 16V OOPV | O TPV OOPV | D IPV OOPY | O PV OPY | 1 IPY OOPV | O IPV C10PY
type) ' |

Hib Haemophilus
fnfluenza type b

Preumococen)
Conjugate. - ,

Hepafiti: B

MIVIR Menstes . Commentss
Mumps, Rubella

Varicella
{Chickenpox}

Meninpococeal
conjugate (MCVA)
RECOMMENDED, BUT NOT REQUIRED Vaccine / Dose

Hepatitis A
HPV

Influsnza

Other: Specily

Aimigserapyes | | ] | [ | | [ |

Health eare provider (MD, DO, APN, PA, school henlth professional, health official) verlfying above immunization history must sign below.
If adding datos to the above immunization history seetfon, put your initials by date(s) sud sign here.

Signature Title Dafe
_é‘_i_gniimre Title Date

ALTERNATIVE PROOF OF IMMUNITY

1., Clivdcal diagrosis (mensles, pumps, hepatitis B) is nllowed when verified by physician and supported with lab confiemaiion, Atéach
copy of lab result,
*MEASLES (Rubeols) MO DA VR *MUMPS MO DA YR HEPATITISB MO DA YR VARICELLA MO DA YR

2. History of varicella (chickenpox) diseass is acceptabie if verified by health care provider, selioo] eatth professional or Lealth official,
Porgon signing below verifies that the paxent/guardion’s description of varcells disoase histosy #s Indicative of past infeetion and is acvepting such history ps
dooumentiation of disease.

Dateof

Disense SBignature Title

3. Laboratory Evidence of Immunity (check one) [iMeasios* DM umps** ORubella DVaricelln  Atfach copy of lab result,

*All roasles cases diagnosed op or afier July 1, 2002, must be confirmed by Inboratory evidence,
AU mumpg coses disgnosed on or fier Raly §, 2013, must bs confirmed by laboratory evidence,

Completion of Alternatives 1 or 3 MUST he nccompanled by Labs & Physiciau Signature:
Physiclaa Statements of Immuaity MUST be submitted to IDPH for review.

Certifleates of Religious Exemption to Immunizations or Physfeian Medical Statements of Medical Contraiudication Ave Reviewed and
Maiutained by the School Authority.

T =yt

11/2915 {(COMPLETE BOTH SIDES) Printed by Authoxlty of the State of Lilinois




