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The purpose of this form is to establish if there is the need for a medical exemption from immunization.  Per New York State Department of Health, if a Primary Care Provider (PCP) determines there is a health condition which is a valid contraindication to receiving a specific vaccine, then a permanent or temporary exemption may be granted.

In the area below, please provide a written statement that explains, in your own words, why you are requesting this medical exemption. In addition, a letter from your PCP specifying those immunizations which may be detrimental and the length of time they may be detrimental. 
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Attach additional pages as necessary. 

Please sign in the space provided below:
I affirm the truthfulness of the forgoing statement and have reviewed the immunization information and links on the Paul Smith's College web site. I understand that should an outbreak occur on campus of a vaccine preventable disease of which I am not immunized against, I will be excluded from campus immediately.  My return to campus after such an event will be at the discretion of New York State Department of Health/ Franklin County Public Health.

Signature of Student: ___________________________________________________________________Date: _______________________

Your request will be submitted to the Medical Accommodation Committee for review and you will be notified in writing of the outcome of your request.

Request for Medical Exemption to Immunization








Student Name:_______________________________
DOB: _____________


