FLLORIDA DEPARTMENT OF |

SHOT HEALT

FLORIDA CERTIFICATION OF IMMUNIZATION
Legal Authority: Sections 1003.22, 402.305, 402.313, Florida Statutes; rules 64D-3.046, 65C-20.011, Florida Administrative Code

LAST NAME FIRST NAME Ml DOB (MO/DA/YR)

PARENT OR GUARDIAN CHILD’S SS# (optional) STATE IMMUNIZATION ID# (optional)

Directions:

e Enter all appropriate doses and dates below.

¢ Sign and date appropriate certificate (A, B, or C) on form.
* See "Immunization Guidelines Florida Schools, Child Care Facilities and Family Day C

VACCINE DOE Dose1 Dose 2 Dose 3 Doge 4
CODE MOJ/DA/YR MO/DA/YR MO/DA/YR MO/ R
DTaP/DTP A
DT B % N\
TdTdap & . N
Polio D ) NN\
Hib E 7
MMR (Combined) F i Z S
(Separate) G, H, o ¥
Measles (dose 1) Measles ose2 Mumpswse 1) umps (dose
I
Rubella (dose 1) RyMella (dose
Hepatitis B J
Varicella K N\
Varicella Disease L
»
PneumoConiju B ——

€ #

Select appropriate box(es)
Certificate of Immunization for K-12

Part A-Complefté
BT A T
Rl entry ang attendayce and meet requirements for kindergarten and/or 7™ grade {and for
grades kindergarten throdgh 12. ilable, and to the best of my knowledge, the above named child has
adequately been immunizey for sy ted above.) DOE Code 1

ParyfB (Fof children j Rmily da care homes, preschool and kindergarten grades through 12 who are incomplete for
i i 'y iration date. DOE Code 2

Part C (For medi igticated immunizations, list each vaccine and state valid clinical reascning or evidence for exemption.)
DOE Code 3
I certify the physical Ogaeftion of this child is such that immunization(s) as indicated in Part C above is medically contraindicated.
=

Physician or Clinic Name Physician or

Authorized Signature:

Issued By:

Date:

DH 680, 1/2007, (Stock Number: 5740-000-0680-6) ‘ % mh)




* Physical (oped 2 yre)

' B School Entry Heolth Exam
Puge 2 of 2

" S of CHIR T anit, Flead. \Widelle s T Hketh Draie

PART Il — MEDICAL EVALUATION
Tu be completed and signed by the Heabth Care Provider ONLY:

Thee chitd nomed abwive o had 2 complete history and physical exam oo the follow lng dute:
(Exam muist be within e svar of enrollment) M ity i Vew
Svreeming Kesu s e
Heaght  Wagh B i HoHgh  leud Unnabysn.
| Vison - Wthoat Glasses | Right 20 Lent 2w Paed [ Hearing - Right | Pussand [ Fasled [J Referred |
. ) - - N - - - N — Faled * - —— e —————  —  ——— e |
| Mt Wik Clowes [ R TN S — [ materod [] | teacing - Lok | Peel D] Saied(] KetemedCJ |
Crrorss ddental itecth amld guims) Abiormnal o Refer/ T
Head/swwalpsskin \baormal Refer/Tx
Eves ardNones Thivat O Atwormal Refer/ Ty
Chest/l ungs/MHeart O Al Refer/Tx
Abdosmen O Aol Refer/ T
Postural assessment D Novm wimal Refer Ty -
TH risk svsesament done O  (Please w Targeted Testing Gudelines listed below, )
Thas child has the fdlowang problens that may anonal cxpenemnee:
2 viaon O Hearing ] Specchilan O phvewal [ soinlBehaviorst [ Cogmuve
Spotfy
O s chukt has a heahh conditnon th may egquire geney A wl, ¢ g scrsmres, allengies. Specify helow
(Fhis farm will be stored im the child’s Cumstotive Health Fold, be accessed by buth school and health pervonsel.)

Revommendanons (Attach additonat dieet if necessury |

1Please Clweck Uy
O his chald may pamscipate fuly in sehood srivites nchuding physic Poducation
L___] This Chabd imay parcopa e in school sctivitics including phy sicad oducatkon
(Spently reason and restnghon)

| Signature/Titie of denith Care Proviler | Duw Address (Plense print or stamp) ‘
®. _L =
Namw (Please print or stamp) i
{
1
I 4
| Tuberculnis Turgeted Testing Gukdellmes for Health Care Providers
{
| Tubcroulonss Infectivn Risk.
Review the fotlomeny ishy and admimeter o Mumtouy T8 in test if child i in one o moie categenies Phe TR revi s adminoie ced confidentmliy
[ wrs pmaet of tive health ¢ xantinatwn. Do st recard admimistranon of any TR test or related informatine oa this form.
| o Recomt immugrion (« S years), freguent vissor o TH endemnic areus
| v Ultme contact o sctive TH case
H o Freguend contunt with ahalts ot fegh-ask for discase, HIV o morncess, incarceramal, il i drug e
| . HIV + ur have ather medical combitons that imcrease the risk o progress (oo infoction o divease. ¢ g chrome reial Galere.
] digbetes, hematoblogic or ey offeer awbgname v, weight lins > L% of kheal by waght, on snimummupprene ¢ nedscatmns
| Astive TH Dineane Rixk,
| . Dowes the clirld cxbitwt <igmndsyinptonm of tubcrcuions (c.g cough for theve wooks or longer, weghd los, ks of appetite)® t
i . If symptinms e prosent. work wp of eofier for TH disedse evaluation i
4

OH 3040, 502 {Chsolales pravious soBons which may no! be used) SIock Number 5744000 3040-2



