


Waukesha County Technical College
Request for Medical Exemption from Clinical Site Influenza Vaccination Requirement
To request an exemption from required Influenza vaccinations, please complete section 1 below and have your current treating medical provider complete section 2 before returning this form to the Student Accessibility Office at SAO@wctc.edu. 
Section 1 – For Completion by Student 
	Name (print):

	Student ID:

	E-mail Address:

	Phone Number:



I am requesting a medical exemption from a Clinical Site Influenza vaccination requirement. I verify that the information I am submitting to substantiate my request for exemption is true and accurate to the best of my knowledge. I understand that any falsified information can lead to denial of my exemption request and/or disciplinary action. I further understand that WCTC may deny my exemption request if it would result in an undue hardship to the College, fundamentally alter the nature of the College’s educational programming, result in the lowering or substantial modification to the College’s academic or program standards, or create a direct threat to the health/safety of others.

___________________________________________________		____________________________
Student Signature								Date


Section 2 - Medical Certification for Vaccination Exemption
Student Name: _________________________________________________
Dear Medical Provider, 
A Clinical Site to which the above-referenced student has been assigned requires vaccination against Influenza as a condition of participating in the clinical experience at that location. The individual named above is seeking a medical exemption to this policy. 
Please complete this form to assist WCTC in determining whether an exemption may be provided. Should you have any questions, please contact the Director of WCTC’s Student Accessibility Office at SAO@wctc.edu or (262) 691-5318.

	The person named above should not receive the Influenza vaccine for the following medical reasons: 






(Please attach supporting documentation, if available.)


	The person named above is restricted from receiving the Influenza vaccine:
· Temporarily, expiring on: __/__/____, or when _________________________________
· Permanently




I certify the above information to be true and accurate, and request medical exemption from the Influenza vaccination for the above-named individual. 
	Medical Provider Name and Title (print):


	Medical Provider License Number:

	

	Medical Provider Signature:

	Date:

	Practice Name & Address:





	Provider Phone:





Section 3 - COLLEGE USE ONLY
Student Name:_______________________		Student ID: ________________________
Date of initial request: __/__/____			Date certification received: __/__/____
Evaluation of impact (if any): 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Exemption request:
· Approved __/__/____  	
Describe specific accommodation/alternative safety precautions required: 

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

· Denied    __/__/____		
Describe why exemption is denied: 

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________				________________________
	Director – Student Accessibility (or representative)		Date

	






