
Medical Assessment of Cough Illness 
(Please fill out and have parents return to school nurse to facilitate that     

appropriate control measures are taken at the school) 
 
 
 
Child’s Name___________________________________________ 
 
 
Health Care Provider______________________________________ 
 
 
Phone ____________________ Date of Exam __________________ 
 
 
Suspect Pertussis  Other Cough Illness  
 
 
________________________________________________________ 

(specify cough illness) 
 

 
Antibiotic Treatment _____________________________________ 
 
 
5 Days of Isolation Ordered  
 
 
 
 
 
 
 


