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2219 Lakeside Drive

Bannockburn, IL 60015

847/234-0688 voice

847/234-0687 fax
Name:___________________________

Child’s Name:___________________________
ILLNESS POLICY
Dear Parents: 

The cold and flu season is upon us, please be considerate of others when deciding if your child is too ill to attend therapy. Because we are a pediatric practice, Clinical Connections follows daycare criteria to determine whether or not children should stay home. 

Please do not attend therapy if any of the following symptoms are present:



Fever



Vomiting



Diarrhea



Infection, requiring Antibiotics



Contagious Disease

      Fever means: 100.4 degrees or more. Note: If temperature is taken under the arm, you must add 1 degree when using this method.   If your child has a fever they must be excluded until they are fever free without the aid of a fever reducer (Tylenol, Advil, Motrin) for 24 hrs. 

     Vomiting and/or diarrhea: If a child has either of these symptoms they must be excluded until they are symptom free (again for 24 hr.) Example: if your child throws up at home at 10:00 pm they must be excluded from programming the following day, and until they have not thrown up for 24 hrs. 

     Antibiotics: If a child is put on antibiotics for any reason they must be excluded for 24 hrs. and be given all the doses of the medicine prescribed for that time period.  The child may return when he is no longer contagious to others. 

     Contagious Disease: Obviously, children with a contagious disease or condition should not attend therapy.  Examples include: lice, pink eye, foot/hand/mouth disease, strep throat, chickenpox, etc. 

     Children with a mild cold can attend. They will be monitored carefully and if the cold reaches the point that the child is truly miserable (continuous cough, nose secretions not clear, fever over 100.4) you will be asked to pick up your child immediately and keep the child home until they are symptom free for 24 hours. 

□ I hereby give my permission to Clinical Connections to initiate whatever measures are deemed necessary in the event of a medical or other emergency occurring in my absence. I also give my permission to Clinical Connections to authorize other medical or paramedical personnel to take such actions as may be necessary to perform the standard of care given in similar emergency situations.

Signed_______________________________________ Date_______________________
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