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[bookmark: _GoBack]Request for Medical Accommodation Related to COVID-19 Vaccine
Section 1: To be completed by student
Name: ___________________________ 
Student ID#: ___________________________
Date of request: _________________________________
Program/ Clinic Impacted: __________________________________
I am requesting a medical accommodation related to the COVID-19 vaccine mandate at _________________ (name of clinical site) .	Comment by Duran, Kate: Michele: if you want to use this for HR, I think you can delete this and change the line above to an ask about the office/ department
I verify that the information I am submitting to substantiate my request for an accommodation is true and accurate to the best of my knowledge.  

___________________________		_____________________
Student Signature					Date

Authorization for Release of Protected Information
I understand that this vaccine mandate relates to my clinical placement at an outside healthcare facility.  I hereby authorize the University of Montana to release a copy of this form and any supporting paperwork to the organization hosting my clinical placement (the “Organization”) if such is requested by the Organization in order to ensure compliance with the mandate.
___________________________		______________________
Student Signature					Date

Section 2: To be completed by Healthcare Provider
Student name: ___________________________________
The person named above should not receive the COVID-19 vaccine due to (specify the individual’s diagnosis and why the COVID-19 vaccine may be detrimental to the individual’s health or is otherwise medically contraindicated for the individual):
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
This exemption should be:
[  ] Temporary, expiring on:______________, or when___________________________
[  ] Permanent
I certify that I have a professional provider/ patient relationship with the individual names above and that the above information is true and accurate, and I request exemption from the requirement to submit confirmation of COVID-19 vaccination for the above named individual.
Medical Provider Name (print):
Medical Provider Signature:___________________		Date: ________________
Practice Name & Address: ________________________________________________
Provider Phone: ________________________________________________________

[Name of Office]] Use Only
[[ add in the information you normally use of your forms here—do you add in certain dates?]]
[  ] Approved: _____________
Describe specific accommodation details:	Comment by Duran, Kate: Shuana: I have this here as UM will have some on campus clinics that Amy will need to work with in determining the accommodation.  You can remove this for your students, since St. James is implementing the accommodation.  

______________________________________________________________________
[  ] Denied: _______________
Describe why accommodation denied:
______________________________________________________________________
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