QOVID-19 IMMUNIZATION EXEMPTION/EXT ENSON REQUEST FORM

Last name First name DOB(month dayyear) R-Number

| request an exemption from the immunization requirement(s)for the followingreason:

1. MEDCAL EXBMIPTION:
T Asatement from a doctor explaining the medical contraindication is required for a medical exemption,
including the time period for whichthe exemption isvalid.
1 MedicalEx




3. EXTEN MUNIZZEON DATE
I reques [ ate to comply wi ing reason:
e |




