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Student Influenza Vaccination Exemption Form  

Medical Exemption  

TO BE COMPLETED BY REQUESTOR’S PERSONAL HEALTH CARE PROVIDER 

Please print legibly.  

Patient’s last name:       Patient’s first name:       

Last four digits of Social Security #:       Date of birth:       

School:       Clinical Site:       

We are committed to protecting our patients, health care personnel, volunteers, medical staff practitioners, students 
and the community from influenza.  Influenza is a serious respiratory disease that kills an average of 36,000 people 
and hospitalizes more than 200,000 people in the United States each year.  A person who comes in contact with the 
influenza virus can shed it for 24 to 48 hours before symptoms may appear.  This can spread the virus to patients, to 
colleagues, and to family members.  We require all healthcare personnel, including students and instructors, to be 
vaccinated against influenza on an annual basis, unless granted an exemption.  This form is used to request a medical 
exemption.  Pursuant to the Influenza Immunization Policy only the following individuals are entitled to medical 
exemptions: 

1. Individuals with a previous reaction to the influenza vaccine such as hives, difficulty breathing, or swelling of 
the tongue or lips.  This category does not include individuals with mere sensitivity to the vaccine such as an 
upset stomach or mild to moderate local reactions such as soreness, redness, itching or swelling at the 
injection site. 

2. Individuals with a history of Guillain-Barre Syndrome (GBS) within 6 weeks of a previous dose of an influenza 
vaccine. 

3. Individuals with other compelling medical need for an exemption. 
 
Your patient is requesting a medical exemption from receiving the influenza vaccine.  Medical exemptions are 
granted for recognized contraindications.  
 
Guidance for medical contraindications can be obtained from the Center for Disease Control and Prevention. This can 
be found at the following website:  http://www.cdc.gov/flu/professionals/acip/index.htm  

Please clarify your patient’s contraindication(s) to the influenza vaccine: 

  Previous reaction to influenza vaccine (e.g., hives, difficulty breathing, swelling of tongue or lips) 

 The above does not include sensitivity to the vaccine such as an upset stomach or mild to moderate local 
reactions such as soreness, redness, itching, or swelling at the injection site. 

 The above does not include subsequent upper respiratory infection or low-grade or moderate fever following a 
prior dose of the vaccine. 

Date of reaction:        

Description of reaction       

      

  History of Guillain-Barre Syndrome (GBS) within 6 weeks of a previous dose of an influenza vaccine 

Date patient had GBS:        

Date patient received the 
influenza vaccine: 

  

  Other  

Date:        

Description:       

 

http://www.cdc.gov/flu/professionals/acip/index.htm
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Licensed Medical 
Physician’s signature:   Date:       

Licensed Medical Physician’s 
Name (please print):       

Address:       Phone:       

 

With knowledge of the above, I am requesting an exemption from the influenza vaccination for medical reasons.  I 
understand I will be required to wear a mask during the influenza season. 

Student/Instructor 
Signature:   Date:       

 


