University of Iowa Health Care

Application for Immunization Exemption for Medical Reasons

Deadline for Exemption Application – October 2, 2009

This is an application for exemption from the required seasonal influenza, Novel H1N1, or other vaccines, which are required for all health care compliant staff.  Under the institutional policy :  ‘all faculty, staff, students, volunteers, vendors, contractors/contractor staff and any other individuals serving within the UIHC must be vaccinated for seasonal influenza every year and novel influenza when indicated and subject to the availability of the vaccine.’

Name:

_____________________________
Staff ID#:
_______________________

Birthdate:
_____________________________

Classification:
_____________________________
Department:
_______________________

A medical exemption may be granted to an applicant when, in the opinion of a physician, nurse practitioner, or physician assistant:

· The required immunization would be injurious to the health and well-being of the applicant or any member of the applicant's family or household.  In this circumstance, a medical exemption may apply to a specific vaccine(s) or all required vaccines.  If, in the opinion of the physician, nurse practitioner, or physician assistant assuring the medical exemption, the exemption should be terminated or reviewed at a future date, an expiration date should be recorded on the certificate of immunization exemption; or

· Administration of the required vaccine would violate minimum interval spacing.  In this circumstance, an exemption shall apply only to an applicant who has not received prior doses of the exempted vaccine.  An expiration date, not to exceed 60 calendar days, and the name of the vaccine exempted shall be recorded on the certificate of exemption.
If exemption is granted, the staff member may be required to wear a mask while providing direct care or in patient contact during a community outbreak of influenza.
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Release for Health Care Provider (physician, physician assistant, or advanced registered nurse practitioner) to discuss this request with a University Employee Health Clinic health care provider:

_____________________________________
_______________

Signature of person requesting exemption

Date
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HEALTH CARE PRACTITIONER (PHYSICIAN, PHYSICIAN ASSISTANT, OR ADVANCED REGISTERED NURSE PRACTITIONER) – DOCUMENTATION AND SIGNATGURE REQUIRED ON PAGE TWO (2) OF THIS FORM

Health Care Provider (physician, physician assistant or advanced registered nurse practitioner):

Please provide specific information below to support the medical reasons for the exemption (attach supporting documents as appropriate).

	Vaccine(s) exemption requested:

_____ seasonal flu vaccine

_____ novel flu vaccine

_____ other (please identify)

Exemption period:

_____ permanent exemption request

_____ temporary exemption request 

           (note time frame ________
            _____________________)


	Medical reason(s):

_____ severe egg allergies

_____ previous Guillain-Barre syndrome within 6 weeks
           of  getting an influenza vaccine

_____ previous severe reaction to an influenza
           vaccination

_____ chronic medical condition (details required – add
           below)

_____ other (details required – add below)

	
	


Details:  ____________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________

Health Care Provider Signature:

______________________
Date:  ____________
Health Care Provider Name – Printed:
_________________________________________
Health Care Provider office address/phone number:  ___________________________________

_____________________________________________________________________________
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Forward completed application and/or address questions to:
  

Health Care Human Resources, C110 GH, 6-2008.
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Following Review by the University Employee Health Clinic, this request for immunization exemption for medical reasons has been:
_____
Approved

Signature: ___________________________
Date: _________

_____
Not Approved

Title:

08-31-09 Health Care Human Resources
3

