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Influenza Vaccination 
Medical Exemption Request Form – Part A

Instructions 
1. Complete and sign this page. 

2. Present Part B to your health care provider to complete the medical information.  

3. Return both completed forms to [INSERT WHERE FORMS SHOULD BE RETURNED TO] by [INSERT DEADLINE FOR SUBMISSION OF FORMS].
Name: _______________________________________
Date of Birth: _________________________

Position Title: ________________________________
Department: _________________________

Employee ID: _______________________________
[ORGANIZATION NAME] is committed to protecting our patients, health care workers, volunteers, medical staff practitioners, students [THE CATEGORIES OF HEALTH CARE WORKERS LISTED HERE SHOULD MATCH WHAT IS LISTED IN THE POLICY] 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 in [ORGANIZATION NAME] facilities, to colleagues, and to family members. [ORGANIZATION NAME] requires all health care personnel as defined in policy [INSERT POLICY NAME AND/OR NUMBER] to be vaccinated against influenza on an annual basis, unless granted an exemption. This form is used to request a medical exemption. Pursuant to policy [INSERT POLICY NAME AND/OR NUMBER], 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 severe egg allergy. 

3. Individuals with a history of Guillain Barré Syndrome. 

4. Individuals with other compelling medical need for an exemption. 

Individuals who do not receive a vaccination because they are granted an exemption must [INSERT ORGANIZATIONAL REQUIREMENTS, IF ANY, IF A VACCINE IS NOT RECEIVED] 

With knowledge of the above, I am requesting an exemption from the influenza vaccination for medical reasons. 
Signature: ______________________________________

Date: __________________



Section below is to be completed by [NAME OF REVIEW BODY]
This was reviewed by the Exemption Committee on ______________ and determined that














 Date

· Qualifies for exemption.

         (   Does not qualify for exemption.

Further actions to be taken include: 












The person requesting the medical exemption was notified of the results of the review on _____________ (date) 

by _____________________________________________
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Influenza Vaccination 
Medical Exemption Request Form – Part B

To be completed by requestor’s personal health care provider 
Patient Name: ____________________________________
Date of Birth_____________________ 

[ORGANIZATION NAME] is committed to protecting our patients, health care personnel and the community from influenza. Our influenza vaccination safety initiative requires our health care personnel, without sincerely held religious objections or medical contraindications, to receive an annual influenza vaccine. Your patient is requesting a medical exemption from receiving the influenza vaccination. Medical exemptions are granted for recognized contraindications. 

Guidance for medical contraindications can be obtained from the Center for Disease Control and Prevention publication, Morbidity and Mortality Weekly Report (MMWR) August 17, 2012/61(32): 613-618, Prevention and Control of Influenza with Vaccines: Recommendations of the Advisory Committee on Immunization Practices (ACIP) – United States, 2012-13 Influenza Season.  This can be found at the following website, http://www.cdc.gov/vaccines/pubs/ACIP-list.htm 

____________________________________________________________________________________ 

Please clarify your patient’s contraindications 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. 

Description of Reaction: ____________________________________________________________

Date of Reaction: _________________________

☐ Severe Egg Allergy (note recent ACIP recommendations below)

· If patient can eat a lightly cooked egg (e.g. scrambled egg) without reaction then administer vaccine per usual protocol. 

· If after eating eggs or egg containing foods, the patient experiences ONLY hives then administer TIV and observe for reaction for at least 30 minutes after vaccination. 

· If a patient experiences cardiovascular changes (e.g. hypotension), respiratory distress (e.g. wheezing), gastrointestinal symptoms (e.g. nausea/vomiting), reaction requiring epinephrine or reaction requiring emergency medical attention then refer to a physician with expertise in management of allergic conditions for further evaluation. 

Description of Reaction: ____________________________________________________________

Date of Reaction: _________________________

☐ History of Guillain Barré Syndrome 

  Date Patient had GBS:______________________________ 

· Patient may still receive vaccine if they desire 

 ☐  Other – (please describe reaction and date): 

To a responsible degree of medical certainty, it is my opinion that my patient referenced above has the influenza contraindication as identified. 
Provider’s Signature _____________________________________________________
Date __________________

Provider’s Name _______________________________________________________________ 

Address _________________________________________

Phone ________________________


