State of Illinois Health Requirements for the
2026-27 School Year

Please review the following as certain grade levels have yearly medical form requirements.
These forms are due by October 1st to the school office. They have to be reported by
the Secretary by October 15th, 2026 to avoid exclusion from school.

Form Required Grades Deadline Submitted
Certificate of Child Health | Pre-K, Kindergarten, 6th October Tst of the O
Examination (Physical) Grade, 9th Grade, and all new | current school year
lllinois students
Immunization Record All students (Pre-K to 8th) October 1st of the O
current school year
Vision Examination Form | Kindergarten or students October 1st of the O
or Eye Exam Waiver entering an lllinois school for | current school year
the first time
Dental Examination Form | Kindergarten, 2nd Grade, 6th | May 1st of the current O
or Dental Exam Waiver Grade, and 9th Grade school year
Medication Authorization | Students needing prescription | Before medication O
Form from Doctor medication administered at can be administered
school.
Sports Physical Students participating in Must be completed O
school athletics before the first
practice. A regular
physical (6th grade)
suffices for the sports
physical as long as
the check box for
“Interscholastic
Sports” is checked

Important Notes

e Health exams must be completed on the official Illinois Certificate of Child Health

Examination form.

e Dental exams must be completed within 18 months prior to the May deadline.

e Eye exams must be completed within one year prior to the first day of school.

e Students who do not submit required health documentation by the state deadlines may be

excluded from school until forms are received, according to lllinois School Code.




Requirements by Grade Level:

Preschool Students (All students entering SHS Preschool for the first time):

e Physical Exam (Parents please complete the yes/no questions, sign and date) the

exam must be completed within one year prior to the first day of school.

e Birth Certificate - a certified copy, not the hospital one

e Lead Screening or lead Questionnaire filled out by Doctor

e Complete Immunization Record signed and stamped by a doctor:

Check Vaccine Minimum Doses Notes
list
DTaP (Diphtheria, Tetanus, Pertussis) 4 doses At least one dose after 12
months old
Polio (IPV) 3 doses 4th and final dose after 4th
[] :
birthday recommended
0 MMR (Measles, Mumps, Rubella) 1 dose each  [On or after 1st birthday
0 Hepatitis B 3 doses Spaced per CDC schedule
0 Hib (Haemophilus influenzae type b) 4 doses Proof of immunization that

complies with the ACIP
recommendation for Hib

PCV (Pneumococcal)

As recommended

Dose after 24 months if
primary series incomplete

Varicella (Chickenpox)

1 dose

Proof of disease or lab

immunity also acceptable

Kindergarten Students:

e Physical Exam (Parents please complete the yes/no questions, sign and date) the

exam must be completed within one year prior to the first day of school.

Second Grade:

Completed Immunization Record signed and stamped by a doctor
Dental Form on lllinois Form dated between Nov. 2025-May 2027
Eye form on lllinois Form dated within one year of the first day of school.

e Dental Form on Illinois Form dated between November 2025-May 2027



https://dph.illinois.gov/content/dam/soi/en/web/idph/files/forms/child-health-exam-form-revised-01-31-2024.pdf
https://dph.illinois.gov/topics-services/environmental-health-protection/lead-poisoning-prevention/files/clrq.html
https://dph.illinois.gov/content/dam/soi/en/web/idph/files/forms/certificate-ofchild-health-examination-03032017.pdf
https://dph.illinois.gov/content/dam/soi/en/web/idph/forms/topics-services/prevention-wellness/oral-health/proof-school-dental-exam-2025.pdf
https://www.idph.state.il.us/HealthWellness/EyeExamReport.pdf
https://dph.illinois.gov/content/dam/soi/en/web/idph/forms/topics-services/prevention-wellness/oral-health/proof-school-dental-exam-2025.pdf

Sixth Grade:

e Physical Form (Parents please complete the yes/no questions, sign and date) the
exam must be completed within one year prior to the first day of school.

e Completed Immunizations Record signed and stamped by a doctor

e Dental From on lllinois Form dated between November 2025-May 2027

NEW STUDENTS
TRANSFERRING FROM OUT OF STATE:

e State of lllinois Physical Form

e FEye Form
e Dental Form (only if transferring into Kindergarten, 2nd grade or 6th grade)

TRANSFERRING FROM OTHER ILLINOIS SCHOOL:

e Transfer of current lllinois school health records (current physical exam with proof of

updated immunizations, dental and eye exam).

SPORTS PHYSICALS

e A yearly sports physical is required for all athletes in 5th-8th in order to participate in
school sponsored athletic programs.

e 6th Grade full physical can be used as a sports physical as long as the
“interscholastic sport” check box is checked.

Please be sure to look over your child’s forms before submitting them to the School. Forms
should be completely filled out and signed by the physician and parent/guardian. See
samples below.

PARENT/GUARDIAN please remember to fill out/sign your child's forms before submitting

them.


https://dph.illinois.gov/content/dam/soi/en/web/idph/files/forms/child-health-exam-form-revised-01-31-2024.pdf
https://dph.illinois.gov/content/dam/soi/en/web/idph/forms/topics-services/prevention-wellness/oral-health/proof-school-dental-exam-2025.pdf
https://dph.illinois.gov/content/dam/soi/en/web/idph/files/forms/child-health-exam-form-revised-01-31-2024.pdf
https://www.idph.state.il.us/HealthWellness/EyeExamReport.pdf
https://dph.illinois.gov/content/dam/soi/en/web/idph/forms/topics-services/prevention-wellness/oral-health/proof-school-dental-exam-2025.pdf
https://www.iesa.org/documents/general/IESA-PhysicalCard.pdf
https://4.files.edl.io/675b/05/17/22/145648-edd71a70-8f4f-46bc-a4d6-3c1502210282.pdf
https://4.files.edl.io/675b/05/17/22/145648-edd71a70-8f4f-46bc-a4d6-3c1502210282.pdf
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Should My Child Stay Home Today? A Parent’s Guide

To help decrease the spread of illness, | have provided some guidelines to help with your decision

on whether or not to send your child to school. | ask that you keep your child home if he/she:

Has a fever of 100 degrees or higher.
Has stomach cramps and/or is vomiting.
Has diarrhea (two or more episodes in 24 hrs.)
Has a sudden onset of a sore throat, with or without a fever. Aka- Strep Throat
Has a persistent cough (dry or productive) that prevents him/her from actively participating
in the school day.
Has symptoms that prevent him or her from participating in school, such as:
o Excessive tiredness or lack of appetite.
o Headaches, body aches, earaches, etc.
o Severe sore throat (rule out strep throat).
Has rash, and or draining open sores

A student can return to school following an illness when:

They have been feeling better for at least 24 hours.
They have been fever free for 24 hours without the use of any fever reducing medications.

They are free of vomiting and or diarrhea for at least 24 hours.

They have been on an antibiotic for at least 24 hours and symptoms have improved (strep,
pink eye, efc.).

They have been evaluated and cleared by a doctor for a cough lasting more than 5 days.
Please provide a note to the school secretary.

If a student is sick for 3 or more consecutive days, a doctor’s note is encouraged to return to school.

Don't Forget....

Report your child’s absence to the school office each day before 9:00 am.

If sending a message instead of calling, please remember to CC the teacher and Mrs. Jostes.
Inform the school administration if your child has been diagnosed with an infectious
condition such as strep throat, scarlet fever, pertussis, conjunctivitis, RSV, efc.

If medication is prescribed and needs to be administered during school hours, please have
the doctor complete a medication authorization form. Medication cannot be given without
this form. Medication Authorization Form (attached).

Thank you for your cooperation to help keep our students and staff healthy.

Kindly,

Mrs. Jostes


https://springfieldcatholic.org/images/co/pdf/registration/MedicationAdministrationRecord-1266189154_2.pdf
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