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

____________________________ (“_____________ or “Company”) is an equal opportunity employer and is committed to complying with all laws protecting individuals with disabilities or medical conditions. When requested, the Company will provide an exemption/reasonable accommodation for any known medical condition or disability of a qualified individual which prevents the employee from receiving a COVID-19 vaccine, provided the requested accommodation is reasonable and does not create an undue hardship for the Company and/or pose a direct threat to the health or safety of others in the workplace and/or to the requesting employee.

To request an Exemption/Accommodation related to the Company’s COVID-19 vaccination policy, please complete Part 1 of this form, have your healthcare provider complete Part 2 (the certification portion), and return them to Human Resources as soon as possible. This information will be used by Human Resources or other appropriate personnel to engage in an interactive process to determine whether an employee is eligible for a reasonable accommodation and if so, to determine the what reasonable accommodations are available to enable the employee to perform the essential functions of his/her position.  If an employee refuses to provide such information, the employee will be placed on an unpaid leave of absence until such time as the employee either takes the COVID-19 vaccine or provides medical documentation supporting the request for a reasonable accommodation.  

Medical exemptions/accommodations for the COVID-19 vaccine will be considered if the employee provides a written certification by a licensed, treating medical provider [a physician (MD or DO), nurse practitioner (NP), or physician’s assistant (PA)], of one of the following:

· The applicable CDC contraindication for the COVID-19 vaccine, or

· The applicable contraindication found in the manufacturer’s package insert for the COVID-19 vaccine, or

· A statement that the physical condition of the person or medical circumstances relating to the person are such that immunization is not considered safe, indicating the specific nature and probable duration of the medical condition or circumstances that contraindicate immunization with the COVID-19 vaccine.
 









Part 1 – To Be Completed by Employee:


Name:  ____________________________________________	

Date of Request: ____________________________________ 	

Verification and Accuracy

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.

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: _____________________________________	Date: _________________________	

Print Name:  ______________________________________
 









Part 2 – To be completed by Employee’s Medical Provider:

Company Name: _________________________________________

Employee Name: _________________________________________

Attention Medical Provider: _________________________________

COMPANY requires a COVID-19 vaccination as a condition of employment. The above- named employee is requesting an exemption from this vaccination requirement. A medical exemption from the COVID-19 vaccination may be allowed for certain recognized contraindications.

Please complete the form below. Should you have any questions, please contact ______________________ at ________________.  Thank you.


The above person should not be immunized for COVID-19 for the following reasons (Please check all that apply.):

☐ History of previous allergic reaction to indicate an immediate hypersensitivity reaction to a component of the vaccine.

☐  The physical condition of the person or medical circumstances relating to the person are such that immunization is not considered safe. Please indicate the specific nature and probable duration of the medical condition or circumstances that contraindicate immunization with the COVID-19 vaccine.

☐  Other – Please provide this information in a separate narrative that describes the exemption in detail.

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________


I certify that _______________________ has the above contraindication and request a medical exemption from the COVID-19 vaccination.

Medical Provider Signature:  _________________________________  Date:________________		
Medical Provider (Print Name): _________________________________

Address: ______________________________________________________________________
Phone number:  ________________________________
Part 3 – To be completed by Human Resources Representative

Date Form Received in Human Resources: ___________________________________________

Interactive Discussion Date(s) if applicable: __________________________________________



Exemption/Accommodation granted?   ☐ Yes    ☐	No 

If yes, describe Exemption/Accommodation: __________________________________________



If Exemption/Accommodation granted, list required alternative safety precautions required (if applicable):

______________________________________________________________________________


If Exemption/Accommodation not granted, explain why:

______________________________________________________________________________


Name of HR Representative: ______________________________________________________

Signature of HR Representative:  	________________________________________________

Date:  	____________________________________

