
MEDICAL EXEMPTION REQUEST FORM

Full Name of Student______________________________________      Phone#________________________

Student’s CSUEB NetID ID#_______________                       Student’s Date of Birth:_____________________

I,__________________________________(Name of Licensed, US board certified MD, DO, PA, NP) have
reviewed the CSU immunization requirements and hereby certify that the above named student has a medical
condition that contraindicates their vaccination with the following vaccine(s): (mark all that apply)

☐ MMR ( Measles, Mumps and Rubella)      ☐ Tdap (Tetanus, Diphtheria and pertussis)       ☐ Hepatitis B

☐ Meningococcal conjugate  (Serogroups A, C, Y, & W‐135)       ☐ Varicella (chicken pox)

The physical condition of the person or medical circumstances relating to the person are such that immunization is
not considered safe. The specific nature of the medical condition or circumstances that contraindicate immunization
with this vaccine(s) are indicated below.

REQUIRED: Description of contraindication:
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