


[bookmark: _GoBack]Request for Medical Exemption/Accommodation
Related to COVID-19 Vaccine

This facility (the “Company”) is committed to providing equal employment opportunities with regard to any protected status and a work environment that is free of unlawful harassment, discrimination, and retaliation.  
To request an Exemption/Accommodation related to the Company’s COVID-19 Vaccination Policy, please complete this form and return it to Human Resources Representative or Administrator.  This information will be used by the Human Resources Department and protected by HIPAA to engage in an interactive process to determine eligibility for, and to identify, possible accommodations.  In some cases, we may need to obtain additional information and/or documentation about or may need to discuss the nature of your medical conditions as it relates to a possible exception. It is important that you quickly reply to all follow-up questions, if any, so we may appropriately assess your request. If an employee refuses to provide such information, the employee’s refusal may impact the Company’s ability to adequately understand the employee’s request or effectively engage in the interactive process to identify possible accommodations.




Part 1 – To Be Completed by Employee:
Name: ______________________________________________
Date of Request: _______________________

Medical Exception: For staff members who request a medical exemption from vaccination, all documentation confirming recognized clinical contraindications to COVID-19 vaccines, and which supports the staff member’s request: 	
To be completed by your Medical Provider:
1. Please specify which of the authorized COVID-19 vaccines are clinically contraindicated for the staff member to receive: 
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
2. Please identify what are the clinical reasons for the contraindication(s): 
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
3. Please provide a statement authenticating that you as a practitioner of this patient are recommending that this employee be exempt from the facility’s COVID-19 vaccination requirements based on the recognized clinical contradictions stated above. 
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
4 _______________________________________			________________________________
Print Name							Signature

_______________________________________			_________________________________
Phone Number							Date
ALL 5 PIECES ARE REQUIRED FOR THIS EXCEPTION TO BE REVIEWED.  
In granting such exemptions or accommodations, employers must ensure that they minimize the risk of transmission of COVID19 to at-risk individuals, in keeping with their obligation to protect the health and safety of patients. Therefore anyone granted this exception shall be tested weekly for COVID19.  


Verification and Accuracy
5. I verify that the information I am submitting in support of my request for an accommodation is complete and accurate to the best of my knowledge, and I understand that any intentional misrepresentation contained in this request may result in disciplinary action up to and including the termination of my employment.  
I also understand that my request for an accommodation may not be granted if it is not reasonable, if it poses a direct threat to the health and/or safety of others in the workplace and/or to me, or if it creates an undue hardship on the Company. 

Signature: _____________________________________________________________ 
Employee 


Date: _________________________________________________________________ 

Print Name: ____________________________________________________________


Part 2 – To be completed by Company
Date this Request Form was received by Human Resources Representative: _______________
Interactive Discussion Date(s) if applicable: 


Exemption/Accommodation granted? _____________Yes _____________ No 
Describe Exemption/Accommodation: 


If Exemption/Accommodation granted, list required alternative safety precautions required: 



If Exemption/Accommodation not granted, explain why: 



Name of Representative: ________________________________ 
Signature of Representative: _____________________________ Date: _______________
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