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    REQUEST FOR IMMUNIZATION EXEMPTION

Student Name:  Click or tap here to enter text.
Student ID:  Click or tap here to enter text.   
Program (Check only one):  
     ☐ Pharmacy    ☐ Physician Assistant   ☐  Health Sciences   ☐  Nursing   ☐   Respiratory Therapy 
Date:  Click or tap to enter a date.

1. Indicate which of the following immunizations for which you are requesting an exemption (Check all that apply):
☐ COVID-19			☐ MMR			
☐ Hepatitis B			☐ Tdap
☐ Influenza			☐ Varicella

2. Indicate which type of exemption you are requesting:
☐ Medical Exemption*
*To be considered for a medical exemption, please include a provider statement from a licensed physician, PA, or NP practicing under a current and valid license.  Documentation must include all of the following:
· Identification of the specific vaccine(s) for which a contraindication exists.
· Clinical reason(s) for contraindication.
· Signature of licensed practitioner and date of documentation completion.
☐ Religious Exemption 

3. Validate understanding of benefits and risks of vaccination, as well as rights and potential consequences of declination:
☐  I have read and understand the CDC Vaccine Information Statements (https://www.cdc.gov/vaccines/hcp/vis/current-vis.html) including the benefits and risks of the vaccines for which I am requesting exemption.
☐  I understand that I have the right to decline immunizations.  I also understand that clinical education sites establish their own immunization requirements, and while clinical education sites located in Indiana are subject to Indiana law, clinical education sites located in states outside of Indiana are subject to the laws of the state in which they operate, and their requirements regarding immunizations, exemptions, and student eligibility for clinical education may differ from those applicable in Indiana.  
☐  I understand that if a clinical education site accepts me while having declined to receive certain immunizations, I may be required to comply with additional infection prevention measures to protect myself and others from infection while participating in clinical education at the site. 
☐  I understand that I may be required to submit additional clinical site-specific exemption documentation for review by the clinical education site, in accordance with the site’s policies and applicable state law. 
☐  I certify that the information I have provided is true and accurate. 

Student Signature: _________________________________________________________________

(After signing, please return the completed Request for Immunization Exemption form, along with any additional supporting documentation, to your program-specific Experiential Education Director/Coordinator.)

Butler Representative Signature: ________________________________________________  Date: ______________         Form Updated 7/1/26
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