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COVID-19 Student Vaccination Exemption Request Form – Religious Beliefs 
 

PLEASE COMPLETE THE FOLLOWING INFORMATION: 

Student Name: Student DOB: 

School/University Name: Student Phone Number: 

School Program (RN,RT, etc.):  Dates of Rotation: 

Date of Request: Hospital: 

Student Email Address: School faculty email: 

 
I am requesting an exemption from the Palm Beach Health Network’s requirement of taking the COVID-19 
vaccination for the following reason: 
 
□ My sincerely held religious beliefs: 

I affirm that I have a sincerely held religious belief as part of the _____________________________ (religious 
affiliation) faith/religion that exempts me from the vaccination requirement.  I acknowledge that this exemption 
is religion or faith based in nature and is not based on perceived efficacy or safety of vaccinations.  

 
By signing below, I verify that the above information is complete and accurate. I understand that the facility may 
evaluate my immunization history to confirm consistent vaccination behavior.  I also affirm my understanding that 
providing false or misleading information on this or any other document is a violation of policy that could result in 
removal from my clinical rotation. I also acknowledge and agree that, if my request is approved, I will need to sign 
an exemption attestation which includes my agreement to practice specific safety rules for unvaccinated students, 
including but not limited to, wearing a mask at all times while at the hospital, even if social distanced 6ft, except if 
you are in a room by yourself, and PCR or antigen-based testing at the discretion of the facility.  
 
Signature:  ______________________________________     Date:  _______________________________ 

Name (print): ____________________________________     Email address:_______________________ 

 
 

Please email all documents to Beth.Wheelerdelgado@tenethealth.com 
 
 
 
 
 
  

COVID-19 Vaccine Religious Exemption  
 
Granted:____ COVID-19 Vaccine Exemption Denied: ____ 
 
Tenet designee (Print Name) _______________________________ 
 
Signature ______________________________________________Date_________________ 
 

☐ Form emailed back to student and school          Date:_____________  Initials:_______ 
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COVID-19 Student Vaccination Exemption Request Form – Medical Exemption  

 
PLEASE COMPLETE THE FOLLOWING INFORMATION: 
 

Student Name: Student DOB: 

School/University Name: Student Phone Number: 

School Program (RN,RT, etc.):  Dates of Rotation: 

Date of Request: Hospital: 

Student Email Address: School faculty email: 
 

INSTRUCTIONS: Palm Beach Health Network (PBHN) is committed to providing a safe environment by 

requiring mandatory COVID-19 vaccinations of non-employed students. A medical exemption may be 

granted upon receipt of a completed form signed and certified by a physician or advanced practitioner, not 

related to the student, and whose specialty is appropriate to the associated condition. Exemptions will be 

accepted for evaluation from all students. Each submitted request will be fairly and objectively evaluated 

by the Employee Health Nurse of each PBHN Human Resources Department. Students  with an approved 

exemption may be required to comply with additional screening, testing and other requirements aimed at 

preventing the spread of Covid-19. After your request has been reviewed, you will be notified via email, 

whether an exemption has been granted or denied. 

Please email your completed form to Beth.Wheelerdelgado@tenethealth.com . Please include “COVID 

Medical Exemption” in the subject title. If granted, your exemption will expire 1 year from the date of 

determination unless your provider clears you to receive the vaccine sooner. 

I verify that the information I am submitting to substantiate my request for exemption from Tenet Healthcare, 

immunization policy is true and accurate to the best of my knowledge. I understand that any falsified 

information can lead to disciplinary action, up to and including loss of PBHN clinical rotations. 

By signing below, I authorize Tenet Palm Beach Health Network to contact my healthcare provider to discuss my 
medical condition related to this request, and if necessary verify that the information is complete and accurate. I 
understand that the facility may evaluate my immunization history to confirm consistent vaccination behavior.  I 
also affirm my understanding that providing false or misleading information on this or any other document is a 
violation of policy that could result in removal from my clinical rotation. I also acknowledge and agree that, if my 
request is approved, I will need to sign an exemption attestation which includes my agreement to practice specific 
safety rules for unvaccinated students, including but not limited to, wearing a mask at all times while at the 
hospital, even if social distanced 6ft, except if you are in a room by yourself, and PCR or antigen-based testing 
at the discretion of the facility.  

Student Signature:: _________________________________________ Date:      /           / _         /                
 
 
 
 

  

COVID-19 Vaccine Medical Exemption  
 
Granted:____ COVID-19 Vaccine Medical Exemption Denied: ____ 
 
Tenet Employee Health/Designee (Print Name) _______________________________ 
 
Signature ______________________________________________Date_________________ 
 

☐ Form emailed back to student and school    Date:_____________  Initials:_____________ 

 

mailto:Beth.Wheelerdelgado@tenethealth.com
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TO BE COMPLETED BY YOUR PROVIDER: 

Attention Health Care Provider: Tenet Healthcare Palm Beach Health Network (PBHN) requires that 

all students receive a COVID-19 vaccination. 

 ____________________________________ (Insert patient’s name) is requesting a medical exemption 
from this vaccination requirement. Please certify below the medical reason that your patient should not be 
immunized for COVID-19 by completing this form and attaching available supporting documentation. 
Information provided on this form will be reviewed by Employee Health of the PBHN hospital in 
consideration of the exemption request. Please indicate the timeframe of this exemption if less than 1 
year.  

Option 1 - Severe allergic reaction (e.g., anaphylaxis) after a previous dose or to a component of the 
COVID-19 vaccine 

Please indicate to which vaccine the patient had a reaction, the date of the vaccine and type 
of reaction: 

 Moderna - Date of vaccine and reaction: 
_________________________________________________________ 

 Pfizer - Date of vaccine and reaction: 
__________________________________________________________ 

 Janssen/Johnson & Johnson - Date of vaccine and reaction: -
_________________________________________ 

Option 2 – Immediate allergic reaction of any severity to a previous dose or known (diagnosed) allergy 
to a component of the vaccine 

Please circle the ingredient(s) to which your patient has demonstrated an allergy
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Option 3 – Physical Condition/Medical Circumstance 

The physical condition of the patient or medical circumstances relating to the individual are such that 

immunization is not considered safe. Please state, with sufficient detail for independent medical review, the 

specific nature and probable duration of the medical condition or circumstances that contraindicate 

immunization with the COVID-19 vaccine: 

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 

Health Care Provider Certification 

I certify that _______________________________ (patient name) has the above contraindication and 
support the request for a medical exemption from the COVID-19 vaccine requirement at Tenet Palm 
Beach Health Network. 
 
Provider Information: 
 
Medical Provider Name: _______________________________________________________ 
 
Medical Provider Specialty: _____________________________________________________ 
 
Medical Provider Signature: _____________________________________________________ 
 
Medical Provider License Number: ______________________________Date:  ___________ 
 
Email:  _________________________ Phone Number:__________________________ 
 
 


