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SECTION III 240
Medical Emergency Response Policy
The purpose of this policy is for TMCSEA to establish procedures and guidelines for the
administration of emergency first aid services at Schramm Educational Center, including first aid,
emergency treatment, and administration of emergency medication for students.
TMCSEA recognizes that accidents and medical emergencies can and do happen during school
campus hours and during school-sponsored events; therefore we have adopted guidelines to prepare
staff members to provide first aid and emergency care during these unexpected events.
To ensure student safety TMCSEA has adopted the position that parents and guardians shall
administer medications at home whenever possible. See policy, Administering Medicines to
Students.
First aid shall be provided to students, school staff, and campus visitors. Any school staff member
designated by the principal to render care shall complete training in CPR and First Aid provided by
the American Red Cross or another nationally recognized training organization. At least one
employee per building shall be trained on CPR and AED use provided that an Automated External
Defibrillator (AED) is maintained in that building. Volunteers who may render care to sick or injured
students must receive equivalent training by the public health nurse.
First aid supplies shall be kept in central locations in the schools, where they will remain clean, dry
and available to all personnel.
For field trips that are considered an extension of the school’s program, arrangements for
management of injury and medical emergencies shall be provided in accordance with the procedures
described in this policy. First aid supplies shall be available on all school buses and vans during field
trips. At least one school staff person shall be trained in first aid and age-appropriate CPR, including
adult CPR.
For detailed information refer to Policies, Guidelines, Procedures & Forms for TMCSEA Health
Management Handbook.

Executive Committee Approval:
Policy Board Approval:

August 2005
August 2005

SECTION V 190
Administering Medicines to Students
Students should not take medication during school hours or during school-related activities unless it is
necessary for a student’s health and well-being. When a student’s licensed health care provider and
parent(s)/guardian(s) believe that it is necessary for the student to take a medication during school
hours, they must request that the school dispense the medication to their child/ward and otherwise
follow TMCSEA’s procedures on dispensing medication.
No TMCSEA employee shall administer to any student, or supervise a student’s self-administration
of, any prescription or non-prescription medication until a completed and signed “School Medication
Authorization Form” is submitted by the student’s parent(s)/guardian(s). No student shall possess or
consume any prescription or non-prescription medication on school grounds or at a school-related
function other than as provided for in this policy and its implementing procedures. A student may
possess medication prescribed for asthma for immediate use at the student’s discretion, provided the
student’s parent(s)/guardian(s) have completed and signed a “School Medication Authorization
Form.” The Association shall incur no liability, except for willful and wanton conduct, as a result of
any injury arising from a student’s self-administration of medication or the medication’s storage by
school personnel. Parent(s)/guardian(s) must indemnify and hold harmless TMCSEA and its
employees and agents, against any claims, except a claim based on willful and wanton conduct,
arising out of a student’s self-administration of medication or the storage of the medication by school
personnel. Nothing in this policy shall prohibit any school employee from providing emergency
assistance to students, including administering medication.
Schramm Educational Center shall include this policy in the Student Handbook and shall provide a
copy to the parent(s)/guardian(s) of students.
LEGAL REF:

105 ILCS 5/10-20.14b, 5/10-22.21b, and 5/22-30.

Executive Committee Approval:
Policy Board Approval:

November 2004
August 2005

RECOMMENDED GUIDELINES FOR MEDICATION ADMINISTRATION AT TMCSEA
Introduction
The purpose of giving medications during school hours is to help each student maintain an optimal state of health
that may enhance his/her educational plan. The administration of medication to students should be discouraged
unless absolutely necessary for the student's health. The medications shall be those required during hours that
are necessary to provide the student access to the educational program.
The intent of these guidelines is to reduce the number of medications given in school, yet assure safe
administration of medications for those children who require them.
Guidelines
I

Medications should be limited to those required during school hours which are necessary to maintain the
student in school, and those needed in the event of an emergency.

II

The program for administration of medications to children in school has been developed and will be managed
by either a certified school nurse or a registered nurse.
A. Each dose of medication shall be documented in the child's individual health record. Documentation
shall include date, time, dosage, route of administration, and the signature of the person
administering the medication. If the dosage is not given as ordered, the reasons, therefore, shall be
entered on the record form.
B. The school administrator may, in conjunction with a school nurse/registered nurse, licensed
prescriber and parent/guardian, identify circumstances in which the classroom teacher or
coordinator may administer medication (i.e. community instruction, field trips, etc.).
C. Effectiveness and side effect shall be assessed with each administration and documented as
necessary in the child's individual health record. Documentation of effects for long-term medications
should be summarized at least quarterly or more frequently as determined by the certified school
nurse or registered nurse.
D. A procedure shall be established for written feedback to the licensed prescriber and the
parent/guardian at scheduled, appropriate intervals for long-term medication or as requested by the
licensed prescriber.
E. All permission for long-term medication shall be renewed at least annually. Changes in medication shall
have written authorization from the licensed prescriber and the parent/guardian.

III

All medications given in school shall be prescribed by a licensed prescriber on an individual basis as
determined by the student's health status. This will include:
A. Prescription medications for any route (oral, rectal, topical, etc.)
B. Over the counter medications (even those on an "as needed" basis such as Ibuprofen or
Acetaminophen).
C. G-Tube formula and Water Boluses, Nebulizer treatments, wound care, Chest vest treatments
D. Supplemental oxygen

IV

A written order for prescription and non-prescription medications must be obtained from the student's
licensed prescriber. This order should include:
 Childs name
 Date of birth
 Licensed Prescriber and signature
 Licensed Prescriber Phone/Emergency Number
 Name of Medication

 Dosage
 Route of Administration
 Frequency and time of Administration
 Date of Prescription
 Date of Order
 Discontinuation Date
 Diagnosis Requiring Medication
 Intended Effect of the Medication
 Other Medications Child is Receiving
 Time Interval for Re-Evaluation
V

Medication must be brought to school in a container labeled appropriately by the pharmacist or licensed
prescriber.
A. Prescription Medications Shall Display:
 Students Name
 Prescription Number
 Medication Name/Dosage
 Administration Route and /or Other Directions
 Date and Refill
 Licensed Prescriber's Name
 Pharmacy Name, Address, and Phone Number
 Name or Initials of Pharmacist
B. Over the Counter Medications
 All over the counter medications shall be brought in with the manufacturer's original label with the
ingredients listed and the student's name on the container.

VI

In addition to the licensed prescriber's order, a written request shall be obtained from the parent/guardian
requesting the medication be given during school hours. The request must include the parent/guardian's name
and phone number in case of emergency. It is the parent/guardian's responsibility to assure that the licensed
prescriber order, written request, and medication are brought to the school.

VII Medications must be stored in separate locked drawer or cabinet. Medications requiring
refrigeration must be kept in a locked refrigerator separate from food products.
VIII The school nurse will be responsible for sending home all unused medications (which has
been prescribed for the student) at the end of the regime or end of the school year.
IX

Options for Implementation of Guidelines. TMCSEA's options should be based on the individual school needs.
A. The following options will meet these guidelines:
 The school nurse will work with the licensed prescriber and parent/guardian to adjust medication
administration time.
 A school nurse will administer all medications at Schramm School.
 Any properly trained staff member (certified or not) may administer medication in an emergency, as
appointed by the program coordinator.
 A student's parent or guardian may come to the school to administer medication(s) to his /her own
child.

TMCSEA
SCHRAMM EDUCATIONAL CENTER
SCHOOL MEDICATION AUTHORIZATION FORM
ADMINSTRATION OF HEALTHCARE SERVICES AND/OR TREATMENTS
__________________________________________________________________ ___/___/___ ____________
Student's Name (Last)
(First)
(Middle) Date of Birth Home District

___________
Date

School medications and health care services are administered following these guidelines:
Physician/Prescriber signed dated authorization to administer the medication/treatment.
Parent signed, dated authorization to administer the medication/treatment.
The medication is in the original labeled container as dispensed or the manufacturer's labeled container.
The medication label contains the student's name, name of the medication, directions for use and date.
Annual renewal of authorization and immediate notification, in writing, of changes.

Physician Authorization:
1.
Name of Medication

Dosage

Route of Administration

Time to be Administered at School

Administration Instruction

Intended Effect

Expected Side Effects if Any

Diagnosis Requiring Medication

Name of Medication

Dosage

Route of Administration

Time to be Administered at School

Administration Instruction

Intended Effect

Expected Side Effects if Any

Diagnosis Requiring Medication

Name of Medication

Dosage

Route of Administration

Time to be Administered at School

Administration Instruction

Intended Effect

Expected Side Effects if Any

Diagnosis Requiring Medication

Name of Medication

Dosage

Route of Administration

Time to be Administered at School

Administration Instruction

Intended Effect

Expected Side Effects if Any

Diagnosis Requiring Medication

2.

3.

4.

Other medications student is taking:

Prescriber's Signature

Prescriber's Emergency Phone #

Date Signed

Prescriber's Address

Authorization, Permission for Administration of Medication
Page 2

I HEREBY GIVE PERMISSION FOR THE SCHOOL NURSE TO ADMINISTER MEDICATION TO
BE TAKEN DURING THE SCHOOL DAY, AS PRESCRIBED BY MY PHYSICIAN.

I acknowledge that it may be necessary for the administration of medications and treatments to my child, be
performed by an individual other than a school nurse, and specifically consent to such practices. I further
acknowledge and agree that, when the lawfully prescribed medication is so administered or attempted to be
administered, I waive any claims I might have against the School District, its employees and agents arising out
of the administration of said medication. In addition, I agree to hold harmless and indemnify TMCSEA, its
employees and agents, either jointly or severally, from and against any and all claims, damages, causes of action
or injuries incurred or resulting from the administration or attempts at administration of said medication. I
authorize the school to fax this completed authorization to my child's healthcare provider for his/her signature
and I authorize that provider to fax this information back to the school.
____________________________________________
Parent/Guardian Signature

________________________________
Home Phone

____________________________________________
Parent/Guardian Address

_________________________________
Business Phone

____________________________________________

____________________________________________
Date
For parent(s)/guardian(s) of students who have asthma:
I authorize TMCSEA and its employees and agents, to allow my child or ward to possess and use his or
her asthma medication (1) while in school, (2) while at a school-sponsored activity, (3) while under the
supervision of school personnel, or (4) before or after normal school activities, such as while in beforeschool or after-school care on school-operated property. Illinois law requires the School District to
inform parent(s)/guardian(s) that it, and its employees and agents, incur no liability, except for willful
and wanton conduct, as a result of any injury arising from a student's self-administration of medication
(105 ILCS 5/22-30).
If you agree please initial:

_______________________________
Parent(s)/Guardian(s) initials

TMCSEA
DAILY MEDICATION ADMINISTRATION RECORD
Name of Student:

DOB:

Effective Date:

Teacher:

Diagnosis Requiring Medication:

Allergies:

Medication, Dose, Route:

Time(s) To Be Given at School:

(Please put your initials in appropriate box)
Mo/Yr 1
2
3
4
5
6
7

INITIAL

NAME

INITIAL

8

9

NAME

10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

26

27

28

29

30

31

Updated Annually
CODES
S: Snow day
B: Bonfire
X: Weekend
F: Field Trip
H: Holiday
D. Early Dismissal
A: Absent
W: Dose Withheld
N: None Available
QR: Quarterly Review
*List reason on back

QR

TMCSEA
DAILY FORMULA & WATER PER GASTROSTOMY TUBE ADMINISTRATION RECORD
Name of Student:
Formula/Volume:
Water Flush Volume:
Type of G-Tube:

DOB:

(Please put your initials in appropriate box)
Mo/Yr 1 2 3
4
5
6 7 8

INITIAL

NAME

INITIAL

9

10

NAME

11

12

13

14

Effective Date:
Times(s) To Be Given at School:
Times(s) To Be Given at School:
Allergies:

15

16

17

18

19

20

21

22

Teacher:

23

24

25

26

27

28

29

30

31

QR

Updated Annually
CODES
S: Snow day
B: Bonfire
X: Weekend
F: Field Trip
H: Holiday
D. Early Dismissal
A: Absent
W: Dose Withheld
N: None Available
QR: Quarterly Review
*List reason on back

TMCSEA
ALTERNATE SCHEDULE MEDICATION RECORD

NAME OF STUDENT:

Date:_____________________

If a student requires medication and/or healthcare treatment after 3:00 pm it is highly encouraged that parents provide
these services to the child. If you are unable to attend this event please return the attached school medication
authorization form, completed and signed by physician and parent/guardian. Information must be completed below.

MEDICATIONS/FORMULA/WATER BOLUSES (Please Print)
Medication/Dose/Route
________________________
1.
2.
3.
4.

Nurse Signature Upon Administration

__________________________
__________________________
__________________________
__________________________

________________________
1.
2.
3.
4.

__________________________
__________________________
__________________________
__________________________

________________________
1.
2.
3.
4.

__________________________
__________________________
__________________________
__________________________

________________________
1.
2.
3.
4.

__________________________
__________________________
__________________________
__________________________

The medication is in the original labeled container as dispensed or the manufacture’s labeled container. The medication
label contains the student’s name, name of medication, directions for use, date and licensed prescriber.
Medication Administration Tips/Instructions:

Parent Signature:

Date: _____________

TMCSEA
PROCEDURE FOR GASTROSTOMY BUTTON/TUBE FEEDING
(bolus, gravity drip, pump)
Equipment:
Prescribed liquid (typically formula, milk, juice, medications, and/or water) at room temperature (some children get cramps if the
feeding solution is too cold)
60 ml catheter-tipped syringe (bulb syringe preferred)
Extension tubing with clamp (for g- buttons)
Water (to flush extension tubing & g-button/tube) after feeding
Clean gloves
Preparation:
Wash hands.
Assemble equipment.
Explain the procedure to the student using developmentally appropriate language.
Student’s upper body will be upright approximately 30 degrees, or sitting in wheelchair.
Apply clean gloves.
Check stoma site. Report any signs of infection to parent.
Method:
Attach the 60 ml syringe (without bulb/plunger) to the g-tube/g-button extension set.
Prime the g-button extension set with water (when requested by parent), clamp, and then insert extension tubing into the g-button.
Pour prescribed liquids into the syringe.
Elevate the syringe and unclamp the extension tubing.
Continue to pour the prescribed liquid into the syringe as it slowly infuses into the stomach. Keep syringe partially filled to prevent air
from entering stomach.
Raise or lower syringe or container to adjust flow to the prescribed rate.
***BE ALERT TO ANY UNUSUSAL CHANGES IN THE STUDENT’S TOLERANCE OF THE FEEDING.
NAUSEA/VOMITING, CRAMPING OR DIARRHEA MAY INDICATE THAT THE FEEDING IS BEING GIVEN TOO
QUICKLY OR FORMULA IS TOO COLD.***
Once the prescribed liquid has been infused, add the prescribed amount of water to flush the extension tubing/g-button.
When feeding is complete, clamp then remove the extension set and syringe and close the g-button/clamp the g-tube. Wash the syringe
and extension set in warm soapy water/rinse/air dry.
Provide care to the g-button site if indicated.
Student’s upper body will remain elevated at least 30 degrees for at least 30 minutes.
Remove gloves and wash hands.
** g-button/g-tube feedings can be administered by slow gravity drip, or by pump, following the same guidelines listed above. Each
pump would be set for a prescribed volume at a prescribed rate. **

SEIZURE MANAGEMENT GUIDELINES
The purpose of seizure management is to maintain an adequate airway and to protect the student from injury during a
seizure. It is important for school personnel to promote independence and foster normalization for the student with a
seizure disorder. Decisions regarding participation or restriction of physical activity should be made on an individual
basis after discussion with parent, physician, school nurse and/or the multidisciplinary team. When indicated, fill out
“Documentation of Seizure Activity” Log.
CARE OF STUDENT DURING SEIZURE
If a seizure occurs, follow these guidelines:
1.
Refer to student’s seizure action plan (when they have one) and/or guidelines provided by the seizure
questionnaire.

2.

Page the school nurse as indicated by the seizure action plan, seizure questionnaire, for any seizure lasting
45 seconds or if the student does not typically experience seizure activity at school.
- School nurse will assess situation and initiate first aid/emergency response needs as indicated.
- School nurse will notify parent/guardian as soon as possible.

3.

Basic Care during a seizure
- Remain with the student during the seizure; provide for privacy.
- If the student is in danger of falling, ease the student to the ground.
- Do not restrain student.
- Do not force anything into the student’s mouth.
- Loosen restrictive clothing. Turn student to side and maintaining airway.
- Keep lights dim.
- Following the seizure, allow student to rest or sleep, and assist with change of clothing if necessary and provide
reassurance.

TMCSEA
DOCUMENTATION OF SEIZURE ACTIVITY

Name of Student: ____________________________________Pertinent Seizure Related HX: ____________________________
Under comments please include body involvement, incontinence, respiratory difficulties, etc.
Date: _________ Time/Length of Seizure ____________to ___________________:
Comments:
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
Date: _________ Time/Length of Seizure ____________to ___________________:
Comments:
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
Date: _________ Time/Length of Seizure ____________to ___________________:
Comments:
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
Date: _________ Time/Length of Seizure ____________to ___________________:
Comments:
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
Date: _________ Time/Length of Seizure ____________to ___________________:
Comments:
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
Date: _________ Time/Length of Seizure ____________to ___________________:
Comments:
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________

Date: _________ Time/Length of Seizure ____________to ___________________:
Comments:
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
Date: _________ Time/Length of Seizure ____________to ___________________:
Comments:
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
Date: _________ Time/Length of Seizure ____________to ___________________:
Comments:
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
Date: _________ Time/Length of Seizure ____________to ___________________:
Comments:
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________

"CODE BLUE" (Impending Cardio Pulmonary Arrest) Guidelines

Requirements: 1 person certified in CPR per 25 students

Staff to call office secretary on anyone (student, staff, visitor) who displays signs of impending cardio-pulmonary arrest.

1.

Office secretary notified by staff member to make an "All call of Code Blue."

2.

Nurse will provide the five components of a systematic assessment (Scene safety, across-the-room
assessment, initial assessment, history and focused physical examination) and activate EMS if indicated.

3.

Coordinator/Administrator to report to area for assist, if in building. Nurse will ask for additional
personnel as needed.
Note: All other staff to remain with students unless notified by nurse.

4.

Nurse will continue to provide re-assessment as indicated utilizing the ABC’s (airway, breathing,
circulation) of cardiac and respiratory status.

5.

Teacher will make a copy of the students emergency form, and pertinent medical information (Provided
in the nurses "Emergency Form" binder), to give to ambulance personnel.

6.

Parent/Guardian to be called by nurse as soon as possible.

7.

All procedures, times, etc., to be documented.

TMCSEA
EMERGENCY FORM

Name of Student ______________________School District in Which Child Resides: _______________Date: _________
Student Disability: _________________________________________________________________________
Birthdate: _________________

Students Home Phone: ____________________

Students Address____________________________________________________________________________________
With Whom Does the Child Reside? _________________________E-Mail Address: ___________________________________
Please Indicate Which Phone Number Should Be Called for Communication Purposes.
Father/Guardian Name: __________________________

Mother/Guardian Name: ____________________________

Address if Different From Childs:: ___________________

Address if Different From Childs: _____________________

Phone if Different From Childs: _____________________

Phone if Different From Childs: _______________________

Place of Employment: ____________________________

Place of Employment: ______________________________

Business Address: _______________________________

Business Address: __________________________________

Business Phone #: _______________________________

Business Phone #: __________________________________

Cell Phone: _____________________________________

Cell Phone: _____________________________________

- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - ------------------------------------------------Child's Primary Physician: _______________________

Phone #:

_______________________

Other Specialists: ______________________________

Phone # : _______________________

______________________________

Phone # : _______________________

PLEASE LIST TWO OTHER RESPONSIBLE PERSONS WHO MAY BE CALLED IN CASE OF AN EMERGENCY WHEN
NEITHER PARENT (GUARDIAN) OR PHYSICIAN MAY BE REACHED. IT IS PREFERRED YOU LIST PERSONS
WHO COULD COME TO PICK THE CHILD UP IN CASE OF ILLNESS.
1. Name: _________________________________ Relationship: _____________________Phone: _________________
2. Name: _________________________________ Relationship: _____________________Phone: _________________

IN CASE EMERGENCY TREATMENT IS NECESSARY AND PARENTS ARE UNABLE TO BE REACHED, I HEREBY GIVE
PERMISSION FOR MY CHILD TO BE TRANSPORTED TO THE FOLLOWING HOSPITAL: __________________
List student's current medications (include dose and frequency):
At home: ____________________________________________________________________________________________
____________________________________________________________________________________________________
At school: ___________________________________________________________________________________________
ALLERGIES: (PLEASE LIST OR STATE "NONE KNOWN"): ________________________________________________
Does Student have ear tubes? _________

Special swimming precautions: _________________________________________

Permission to apply sun screen? (Please circle)

YES

NO

Guidelines for Safe Suctioning


Rationale for utilizing the Yankeur catheter/red rubber catheter with the portable suction machine,
with the students presently attending Schramm School, is to remove large/thick secretions coughed
to the front of the mouth not cleared by swallowing, spitting, or coughing



Only indicated for students carrying their own portable suction machine



Clear instructions have been provided by the parent/physician that meet the safe suctioning
guidelines for usage within Schramm School



Only when the student has coughed up an excessive amount of visible thick secretions into the front
part of his/her mouth and is unable to clear those secretions



The suction catheter should only be used in the mouth and along the cheeks not farther back than the
teeth



Never should the suction catheter be used in the back portion of the mouth or throat to
stimulate a cough



The nose/nares should only be suctioned to clear excessive secretions from the nose. It is not
appropriate to thread the red rubber catheter down the nasal passages to suction the back of
the throat



The school nurse can confer with the parent and the physician for any suctioning concerns that do
not fall within the safe suctioning guidelines



Risks of using the suction catheter improperly:
1. Increased chance of stimulating the gag reflex
2. Increased potential for aspiration
3. Increased potential for creating a vaso-vagal response (sudden drop of blood pressure and
heart rate)
4. Increased potential for trauma within the mouth and throat leading to respiratory distress

These guidelines established through education from the OSF Home Health Respiratory Care Department
which is Joint Commission Certified.

Functional Vision Assessment Form

Student Name _________________________ Birthdate_____________ Age_____
Parent/Guardian ___________________________________

Sex: M

F

Phone No ____________________

Address: _________________________________________________ Date _______________

Vision Etiology

I.

Observations
Appearance of eyes
Yes

No

Yes
Yes

No
No

Eyes are crossed, turn in or out, or move independently of one another…all of the
time, part of the time or when the student is tired
Red or crusted, drooping or swollen eyelids, frequent styes or watering
Pupils or eyes of different sizes

Behavior
Yes

No

Yes
Yes
Yes

No
No
No

Closing an eye or covering it…squinting, frowning, blinking, rubbing or squeezing the
eyes trying to see
Holding toys or materials in unusual positions…too close…too far…or tilted oddly
Turning the head to use one eye
Avoiding visual activities

Complaints

II.

Yes
No
Eye pain, headaches or nausea
Yes
No
Blurriness or inability to see
Pupillary Response
Pupils should change size, by getting smaller with light and larger in a darkened room. If student has light
colored eyes, this can be tested by taking student from inside to outside of house or turning the lights on
and off in a room with little outside light. If student has dark colored eyes, a penlight filtered with
colored cellophane paper or APH filter over the end may be used. Seizure medications, neurological
problems and other medications can inhibit this response. Both eyes should react equally to changes in
light.
Right Eye
Absent
Left Eye
Absent
Pass = Both eyes respond quickly
Refer= Absent or sluggish response in either eye

Sluggish
Sluggish

Quickly
Quickly

III.

Visual Field Test (Reach Test)
One person should hold a toy or penlight about 12" - 18" directly in front of the student's eyes to attract
his attention. The second person, seated directly behind the student, should slowly move a small toy or
light from behind the head around toward the center of his vision. Observe the point at which the student
turns to look at the toy or light. Repeat this in all fields listed below. Six points are suggested for
screening purposes and are listed from the perspective of the person behind the student.
Upper Left
Yes
Middle Left
Yes
Lower Left
Yes
Pass = Smooth tracking
Refer = Jerky or not present

No
No
No

Upper Right
Middle Right
Lower Right

Yes
Yes
Yes

No
No
No

IV. Tracking
Position the object or light about 12' from the student's eyes. Move object to get the student's
attention and let him look at it for 2-3 seconds. Slowly move object in an arc to the far left then to the
far right for horizontal tracking. Then slowly move the object in an arc up to several inches above the
student's head and then down to several inches below his chin.

By six months of age

What is considered normal?
50º to either side of midline horizontally
30º above and below midline vertically
Full 180º arc with smooth transition over midline

By 10 months of age

Full 180º arc without moving head

3 months and younger

Tracking will be jerky at this age

Tracking should be smooth by age 6 months

Pass = Smooth tracking
Refer = Jerky or not present
V.

Hirschberg Corneal Light Reflex
Hold penlight 8" - 10" away from the student's face directly in front of the eyes. Direct the light from
the penlight at the center of the forehead slightly above the brow line. The student needs to fixate
either on the penlight or on an object held near the light. Observe the reflection of the penlight in the
pupils of both eyes. The reflection should be equally centered and slightly toward the nose. Sensitivity to
light, rapid eye movement and poor fixation observed during this test are also reasons for referral.
__________ Centered in BOTH eyes
__________ Equally centered SLIGHTLY nasal in BOTH eyes
__________ Not centered in one or both eyes
Pass = Centered in both eyes or slightly nasal
Refer = Not centered in one or both eyes

VI.

Alternate Cover Test
Limit distractions in the room. Do not touch the student's face with occluder at any time during the test.
Position student sitting in caregiver's lap in a quiet environment. Sit across from the student and align
your eyes with the student's eyes. Hold target object about 12 inches away from the student, directly in
front of him. Get the student to fixate on object for 2-3 seconds.
Cover the student's right eye with an occluder, index card or hand, watching the left eye for any
movement. Leave covered 2-3 seconds. Quickly move occluder to the left eye watching right eye for any
movement. 2-3 seconds should always be allowed after cover is moved to permit fixation of the now
uncovered eye. Move cover from left eye back to right and watch left eye for any movement. Allow 2-3
seconds for fixation. Repeat procedure several times to be assured of observations.
Right eye:
Left eye:

No movement
No movement

Movement
Movement

Pass = No movement in either eye
Refer = Movement in either eye
VII.

Blink Reflex
Spread your fingers apart and bring quickly toward student's eyes. Student should blink in response. Make
sure the student is responding to the visual approach of your hand and not the air movement created.
Blink Present

No blink present

Pass = Blink
Refer = No blink
VIII.

Screening Summary
Pupillary Response
Visual Field Test
Tracking
Corneal Light Reflex
Alternate Cover Test
Blink Reflex (if 6 months or younger)

Pass
Pass
Pass
Pass
Pass
Pass

COMMMENTS:

________________________________________
Screener

_________
Date

Refer
Refer
Refer
Refer
Refer
Refer

Date: ______

Dear Parents/Legal Guardian,
Since your child _________________ will be in the _____ grade for the _____________ school
year, he/she will be due for an updated school health examination including updated
immunizations as indicated. Parents must complete and sign the health history section which
can then be verified by your child’s health care provider. Please insure all sections of the
examination are completed (this is a requirement).
A copy of the most recent form must be completed by the start of the
school year.
Thank you in advance for meeting this Illinois Department of Public Health requirement. Please
call for any questions/concerns.

Sincerely,

Ashley Bowers, RN, BSN, PEL-CSN
School Nurse
Tazewell-Mason Counties
Special Education Association

Date: _________
Dear Parents/Legal Guardian,
Since your child _______________ will be in kindergarten for the _____________ school year, he/she will
require the following:
1. A school health examination including updated immunizations as indicated. Parents must complete and
sign the health history section which can then be verified by your child’s health care provider. Please
insure all sections of the examination are completed (this is a requirement). This form is to be returned
to the school by the start of the __________ school year (must be completed within 1 year prior to the
start of the school year).
2. An eye examination by an optometrist or physician who provides complete eye examinations.

3.

A dental examination by May 15th of __________ (an examination within 18 months of the above date
is acceptable).

Thank you in advance for meeting these Illinois Department of Public Health requirements. Please call for any
questions/concerns.

Sincerely,

Ashley Bowers, RN, BSN, PEL-CSN
School Nurse
Tazewell-Mason Counties
Special Education Association

Date: _______
Dear Parent/Legal Guardian,
According to the most recent Il Department of Public Health school dental requirements, since
your child _________________ is presently in the ____ grade, he/she is due for a dental
examination by ______. The examination must have taken place within 18 months prior to
_____. If a dental examination has already been performed, the examination form needs to be
completed by your dentist and may be faxed to Tazewell-Mason Counties Special Education
Association at 309-346-1297 in care of the school nurse.
Thank you for your compliance with this IDPH requirement. A waiver for the dental examination
is available in the event that getting the examination would be an undue burden or if there is
lack of access to a dentist. Please call for any questions/concerns.

Sincerely,

Ashley Bowers, RN, BSN, PEL-CSN
School Nurse
Tazewell-Mason Counties
Special Education Association

TITLE 77: PUBLIC HEALTH
CHAPTER I: DEPARTMENT OF PUBLIC HEALTH
SUBCHAPTER i: MATERNAL AND CHILD HEALTH
PART 665 CHILD HEALTH EXAMINATION CODE
SECTION 665.240 BASIC IMMUNIZATION

Section 665.240 Basic Immunization
a)

Diphtheria, Pertussis, Tetanus
1)

Any child two years of age or older entering a child care facility or school
program below the kindergarten level shall show proof of having received
four or more doses of Diphtheria, Tetanus, Pertussis (DTP or DTaP)
vaccine. The first three doses in the series shall have been received no less
than four weeks (28 days) apart. The interval between the third and fourth
doses shall be at least six months.

2)

Any child entering kindergarten or first grade for the first time shall show
proof of having received four or more doses of Diphtheria, Tetanus,
Pertussis (DTP or DTaP) vaccine, with the last dose being a booster and
having been received on or after the fourth birthday. The first three doses in
the series shall have been received no less than four weeks (28 days) apart.
The interval between the third and fourth doses shall be at least six months.
Children six years of age and older may receive Tetanus, Diphtheria (Td)
vaccine in lieu of DTP or DTaP vaccine.

3)

Any child entering school at a grade level not included in subsection (a)(1)
or (2) shall show proof of having received three or more doses of DTP,
DTaP, pediatric DT or adult Tetanus and Diphtheria (Td), with the last dose
being a booster and having been received on or after the fourth birthday.
The first two doses in the series shall have been received no less than four
weeks (28 days) apart. The interval between the second and third doses shall
be at least six months.

4)

Receipt of pediatric Diphtheria Tetanus (DT) vaccine in lieu of DTP or
DTaP is acceptable only if the pertussis component of the vaccine is
medically contraindicated. Documentation of the medical contraindication
shall be verified as specified in Section 665.520.

5)

Beginning with school year 2011-2012, any child entering sixth grade shall
show proof of having received one dose of Tdap (defined as tetanus,
diphtheria, acellular pertussis) vaccine regardless of the interval since the
last DTaP, DT or Td dose.

b)

c)

6)

Students entering grades seven through 12 who have not already received
Tdap are required to receive one Tdap dose regardless of the interval since
the last DTaP, DT or Td dose.

7)

For students attending school programs in which grade levels (kindergarten
through 12) are not assigned, including special education programs, proof of
one dose of Tdap vaccine as described in subsection (d)(5) shall be
submitted prior to the school years in which the child reaches the ages of 11
and 15.

Polio
1)

Any child two years of age or older entering a child care facility or school
program below the kindergarten level shall show proof of having received
three or more doses of polio vaccine (defined as oral poliovirus vaccine
(OPV) or inactivated poliovirus vaccine (IPV)). Doses in the series shall
have been received no less than four weeks (28 days) apart.

2)

Any child entering school at any grade level (kindergarten through 12) shall
show proof of having received three or more doses of polio vaccine (defined
as oral poliovirus vaccine (OPV) or inactivated poliovirus vaccine (IPV)). A
child who received any combination of IPV and OPV shall show proof of
having received at least four doses, with the last dose having been received
on or after the fourth birthday. Doses in the series shall have been received
no less than four weeks (28 days) apart. A child who received IPV
exclusively or OPV exclusively shall show proof of having received at least
three doses, with the last dose having been received on or after the fourth
birthday. Doses in the series shall have been received no less than four
weeks (28 days) apart.

Measles
1)

Any child two years of age or older entering a child care facility or school
program below the kindergarten level shall show proof of having received
one dose of live measles virus vaccine on or after the first birthday, or other
proof of immunity described in Section 665.250(c).

2)

Children entering school at any grade level (kindergarten through 12) shall
show proof of having received two doses of live measles virus vaccine, the
first dose on or after the first birthday and the second dose no less than four
weeks (28 days) after the first or other proof of immunity described in
Section 665.250(c).

3)

For students attending school programs where grade levels (kindergarten
through 12) are not assigned, including special education programs, proof of
two doses of live measles virus vaccine as described in subsection (c)(2)
shall be submitted prior to the school years in which the child reaches the
ages of five, 11 and 15.

d)

e)

f)

Rubella
1)

Any child two years of age or older entering a child care facility or school
program below the kindergarten level shall show proof of having received at
least one dose of live rubella virus vaccine on or after the first birthday.
Proof of disease is not acceptable unless laboratory evidence of rubella
immunity is presented (see Section 665.250(d)).

2)

Beginning with the school year 2014-2015, children entering school at any
grade level (kindergarten through 12) shall show proof of having received
two doses of live rubella virus vaccine, the first dose on or after the first
birthday and the second dose no less than four weeks (28 days) after the first
dose, or other proof of immunity described in Section 665.250(c).

3)

For students attending school programs where grade levels (kindergarten
through 12) are not assigned, including special education programs, proof of
two doses of live rubella virus vaccine as described in subsection (d)(2) shall
be submitted prior to the school years in which the child reaches the ages of
five, 11 and 15.

Mumps
1)

Any child two years of age or older entering a child care facility or school
program below the kindergarten level shall show proof of having received at
least one dose of live mumps virus vaccine on or after the first birthday.
Proof of disease, if verified by a physician, or laboratory evidence of mumps
immunity may be substituted for proof of vaccination (see Section
665.250(e)).

2)

Beginning with the school year 2014-2015, children entering school at any
grade level (kindergarten through 12) shall show proof of having received
two doses of live mumps virus vaccine, the first dose on or after the first
birthday and the second dose no less than four weeks (28 days) after the first
dose, or other proof of immunity described in Section 665.250(c).

3)

For students attending school programs where grade levels (kindergarten
through 12) are not assigned, including special education programs, proof of
having received two doses of live mumps virus vaccine as described in
subsection (e)(2) shall be submitted prior to the school years in which the
child reaches the ages of five, 11 and 15.

Haemophilus influenzae type b (Hib)
1)

Any child two years of age or older entering a child care facility or school
program below the kindergarten level shall show proof of immunization that
complies with the Hib vaccination schedule in Appendix B of this Part.

2)

Children 24 to 59 months of age who have not received the primary series of
Hib vaccine, according to the Hib vaccination schedule, shall show proof of
receiving one dose of Hib vaccine at 15 months of age or older.

3)

g)

h)

Any child five years of age or older shall not be required to provide proof of
immunization with Hib vaccine.

Hepatitis B
1)

Any child two years of age or older entering a child care facility or school
program below the kindergarten level shall show proof of having received
three doses of hepatitis B vaccine. The first two doses shall have been
received no less than four weeks (28 days) apart. The interval between the
second and third doses shall be at least two months. The interval between
the first dose and the third dose shall be at least four months. The third dose
shall have been administered on or after six months of age. Proof of prior or
current infection, if verified by laboratory evidence, may be substituted for
proof of vaccination (see Section 665.250(f)).

2)

Children entering the sixth grade shall show proof of having received three
doses of hepatitis B vaccine, or other proof of immunity described in Section
665.250(f). The first two doses shall have been received no less than four
weeks (28 days) apart. The interval between the second and third doses
shall be at least two months. The interval between the first and third doses
shall be at least four months. Proof of prior or current infection, if verified
by laboratory evidence, may be substituted for proof of vaccination (see
Section 665.250(f)).

3)

The third dose of hepatitis B vaccine is not required if it can be documented
that the child received two doses of adult formulation Recombivax-HB
vaccine (10 mcg) and was 11 to 15 years of age at the time of vaccine
administration, and that the interval between receipt of the two doses was at
least four months.

Varicella
1)

Any child two years of age or older entering a child care facility or school
program below the kindergarten level shall show proof of having received
one dose of varicella vaccine on or after the first birthday, proof of prior
varicella disease as described in Section 665.250(g), or laboratory evidence
of varicella immunity.

2)

Children who entered kindergarten for the first time on or after July 1, 2002,
shall show proof of having received at least one dose of varicella vaccine on
or after the first birthday, proof of prior varicella disease as described in
Section 665.250(g), or laboratory evidence of varicella immunity.

3)

Beginning with the school year 2014-2015, any child entering kindergarten,
sixth grade, or ninth grade for the first time shall show proof of having
received two doses of varicella vaccine, the first dose on or after the first
birthday and the second dose no less than four weeks (28 days) after the first
dose, or proof of prior varicella disease as described in Section 665.250(g),
or laboratory evidence of varicella immunity.

i)

j)

4)

Only those children who have been immunized with varicella vaccine in
accordance with subsections (h)(1), (2) and (3), have had physician
diagnosed varicella disease, have a health care provider's interpretation that a
parent's or legal guardian's description of varicella disease history is
indicative of past infection, or have laboratory evidence of immunity shall
be considered to be immune.

5)

For students attending school programs where grade levels (kindergarten
through 12) are not assigned, proof of having received at least two doses of
varicella vaccine or other proof of immunity as described in subsections
(h)(2), (3) and (4) shall be submitted prior to the school year in which the
child reaches the ages of five, 11 and 15.

Invasive Pneumococcal Disease
1)

Any child under two years of age entering a child care facility or school
program below the kindergarten level shall show proof of immunization that
complies with the pneumococcal vaccination schedule in Appendix F.

2)

Children 24 to 59 months of age who have not received the primary series of
pneumococcal conjugate vaccine, according to the recommended
vaccination schedule, shall show proof of receiving one dose of
pneumococcal vaccine after 24 months of age.

3)

Any child who has reached his or her fifth birthday shall not be required to
provide proof of immunization with pneumococcal conjugate vaccine.

Meningococcal Disease
1)

Beginning with the school year 2015-2016, any child entering the sixth
grade shall show proof of having received one dose of meningococcal
conjugate vaccine on or after the 11th birthday. Children who do not meet the
age requirement will be monitored in accordance with Section 665.270.

2)

Beginning with the school year 2015-2016, any child entering the 12th grade
shall show proof of having received two doses of meningococcal conjugate
vaccine prior to entering the 12th grade. The first dose shall have been
received on or after the 11th birthday, and the second dose shall have been
received on or after the 16th birthday, at least eight weeks after the first
dose. If the first dose is administered when the child is 16 years of age or
older, only one dose is required.

3)

For students attending school programs where grade levels (kindergarten
through 12) are not assigned, including special education programs, proof of
having received one dose of meningococcal conjugate vaccine shall be
submitted in the school year in which the child reaches age 11 and a second
dose in the school year in which the child reaches age 16. If the first dose is
administered when the child is 16 years of age or older, only one dose is
required.

k)

The requirements of this Section also apply to children who transfer into Illinois
child care facilities, school programs, and schools from other states, regardless of
the age or grade level at which the child transfers.

(Source: Amended at 38 Ill. Reg. 18766, effective August 26, 2014)

