New Lenox School District 122

HEALTH SERVICES
Dear Parent/Guardian,

Whooping cough, also known as pertussis, continues to occur in Illinois. In an effort to protect infants who are at the highest risk of complications and to help stop its spread among older children and adolescents, the Child Health Examination Code Section 665.240 was amended and states that students entering grades 6 through 12 who have not received a Tdap are required to receive 1 Tdap dose regardless of the interval since the last DTaP, DT, or Td dose. Tdap was licensed in 2005 and has been used widely throughout the US to boost waning immunity following early childhood vaccination. Students will not be allowed to attend classes after October 15, 2013 without a record of having receives a dose of Tdap.
Documentation required to comply with this new regulation will include the following supportive information from the student’s health care provider: 

· Note or letter, signed by provider and identifying the vaccine (Tdap) and date (month, day, year) administered.  Page 2 of this notice can be completed by health care providers to document Tdap. 

Note:  If Pediatric DTaP or DTP was inadvertently administered between the ages of 7–18 years, it can be counted as the adolescent Tdap booster. 
· A signed printout from provider’s electronic medical record system that identifies Tdap vaccination(s) and date administered for student in question.

· Child Health Examination on file at school completed by health care provider and specifying Tdap and date (month, day, year) administered.  
A review of your child’s health record indicates that your child has not received a Tdap. If your student has already received the booster dose, please give us a copy of the immunization record no later than October 15, 2013. If not, please schedule an appointment with your provider as soon as possible to avoid the summer rush.
Feel free to call us with any questions or concerns. 
Thank you,
Lynn McAndrew, RN, ILCSN

Martino School Nurse

815-462-7806
-------------------------------------------------------------------------------------------------------------------

DOCUMENTATION OF Tdap ADMINISTRATION
	Student Name  (Last, First Middle)



	DATE of Tdap

                         ___ ___ /___ ___ / ___ ___ ___ ___

                             MM         DD             YYYY
	NAME OF PROVIDER WHERE Tdap ADMINISTERED

	DATE of BIRTH

                         ___ ___ /___ ___ / ___ ___ ___ ___

                             MM         DD             YYYY
	

	Health care provider (MD, DO, APN, PA, school health professional, health official) verifying above immunization history must sign below.
_______________________________________________   ______________________________    ___________________
Signature                                                                                                         Title                                                   Date


