
Request for Medical Exemption 

Date of Request: _________________________ 

Name: _______________________________________________ Phone________________________ 

DOB: ______/______/__________   

SITE: 

DEPARTMENT/SCHOOL: _________________________ Job Title: _________________________________ 

Supervisor/Director: _____________________________________________   Ext: _____ - _____________ 

Dear Healthcare Provider: 

_________________________________________________________________________________

My patient should not be vaccinated for the following reason(s): 

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

I certify my patient has the above contraindication(s) and request a medical exemption for vaccination. 

Healthcare Provider Signature: _________________________________ NPI #______________________ 
(Signature only stamp NOT accepted)      

Healthcare Provider Name/Credentials: (PRINT): ___________________Phone: _____________ 

Date: ______ 

****************************************************************************************

Jefferson Approval: _______________________________________   Date: _________________________ 

Approved Not Approved      Rev. 2024


