


DEPARTMENT OF DEFENSE EDUCATION ACTIVITY
Immunization Exemption Request for Medical or Religious   Reasons

The public reporting burden for this collection of information is estimated to average two minutes per response, including the time for reviewing instructions, searching existing data sources, gathering and
maintaining the data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of this collection of information, including 
suggestions for reducing the burden, to the Department of Defense, Washington Headquarters Services, Executive Services Directorate, Information Management Division, 4800 Mark Center Drive, 
Alexandria, VA 22350-3100 (0704-0495). Respondents should be aware that notwithstanding any other provision of law, no person shall be subject to any penalty for failing to comply with a collection of
information if it does not display a currently valid OMB control number. RETURN COMPLETED FORM TO THE SCHOOL IN WHICH THE STUDENT IS ENROLLING.

PRIVACY ACT STATEMENT
AUTHORITY: 10 U.S.C. section, 2164 (Department of Defense Domestic Dependent Elementary and Secondary Schools) and 20 U.S.C. sections 921-932 (Defense
dependents’ education system).
PRINCIPAL PURPOSE: Obtain health-related information about a student enrolling or enrolled in Department of Defense Education Activity (DoDEA) schools and programs to 
protect and enhance student health and promote a safe school environment. Determine services to be provided for a student in an equal opportunity to participate in public 
education.
ROUTINE USES: DoDEA may release information without prior consent within the Department of Defense (DoD) when needed to perform an official DoD duty, in accordance with 
5 U.S.C. section 552a (b) (1). DoDEA also may release information outside the DoD, in accordance with 5 U.S.C. section 552a (b) (2-12), and the “Blanket Routine Uses,” 
published at http://dpcld.defense.gov/Privacy/SORNsIndex/BlanketRoutineUses.aspx. Examples of release may include for valid medical, law enforcement or security purposes, or
for use in litigation involving the DoD.
DISCLOSURE: Voluntary. However, failure to provide the requested information may result in the delay or denial of student services.

School (enternameofschool)

Name of Student: (Last, First, MI) Date of Birth: Grade:

Print Name of Sponsor/Parent/Guardian:

Request for exemption from (name vaccine) _________________________________________________________________

Sponsor/Parent/Guardian: pleasereadPARTA. Formedicalexemption,pleasehaveyourprimarycare
provider sign PARTB. Forreligious exemption, sign PARTC. Pleasereturn completed form tothe school
nurse.

PART A: EXCLUSION FROM SCHOOL: I understand that since my child has not been protected against the vaccine-
preventable disease, in the event of an outbreak or epidemic of a vaccine-preventable disease in the community, my 
dependent’s school along with the local military medical authority may order my dependent's exclusion from school, sport  
activities, and community events for the duration of the outbreak for my dependent's own protection and public safety. 

PART B: MEDICAL EXEMPTION: requires the signature of the primary care provider if a physician/primary care provider
deems that immunization may be detrimental to the health of the child. When the physician determines that immunization is 
no longer detrimental to the health of the child, the child shall be immunized according to this subchapter. If natural
acquired immunity is the reason, written documentation is required stating the date and specific disease history.
Immunity documented on the MTF computer-generated printed immunization record is acceptable in lieu of
this waiver.

The physical condition of the above-named student is such that immunization would endanger life or health or is medically contraindicated 
due to other medical conditions. If natural acquired immunity is the reason for exemption, provide date of disease or titer.

Medical exemption to the following vaccine(s): 

Physician/PCM Signature and Stamp Date

PART C: RELIGIOUS EXEMPTION: Sponsor/Parent/Guardian of the above-named student or the student himself or
herself is an adherent to a religious belief that is opposed to immunizations.

I have received information on the risks associated with the diseases for which immunizations are required for school admittance and 
attendance and have requested exemption from these requirements for religious reasons.  I have been informed and understand that since 
my dependent has not been protected against the vaccine-preventable diseases, he/she may be excluded from attending school, sports, and 
all school-related activities for the duration of a vaccine-preventable disease outbreak, as determined by the medicalauthority/ public 
health/infection control, which may last up to 21 days. This request must be completed annually for the duration of the dependent's 
attendance at the DoDEA school.

Signature of Sponsor/Parent/Guardian Date

Religious exemption requested:   Dtap HepA HepB MMR Mening OPV/IPV Tdap/Td Varicella 

Date Revised: Previous version is obsolete. 



DEPARTMENT OF DEFENSE EDUCATION ACTIVITY 
STUDENT RETENTION OF MEDICATION 

The public reporting burden for this collection of information is estimated to average 15 minutes per response, including the time for reviewing instructions, searching existing data sources, gathering and 
maintaining the data needed, and completing and reviewing the collection of information.  Send comments regarding this burden estimate or any other aspect of this collection of information, including suggestions 
for reducing the burden, to the Department of Defense, Washington Headquarters Services, Executive Services Directorate, Information Management Division, 4800 Mark Center Drive, Alexandria, VA 22350-
3100 (0704-0495).  Respondents should be aware that notwithstanding any other provision of law, no person shall be subject to any penalty for failing to comply with a collection of information if it does not display 
a currently valid OMB control number.  RETURN COMPLETED FORM TO THE SCHOOL IN WHICH THE STUDENT IS ENROLLING.

PRIVACY ACT STATEMENT 
AUTHORITY:  10 U.S.C. section, 2164 (Department of Defense Domestic Dependent Elementary and Secondary Schools) and 20 U.S.C. sections 921-932 (Defense dependents’ 
education system).       
PRINCIPAL PURPOSE:  Obtain health-related information about a student enrolling or enrolled in Department of Defense Education Activity (DoDEA) schools and programs to 
protect and enhance student health and promote a safe school environment.  Determine services to be provided for a student in an equal opportunity to participate in public 
education.       
ROUTINE USES:  DoDEA may release information without prior consent within the Department of Defense (DoD) when needed to perform an official DoD duty, in accordance with 5 
U.S.C. section 552a (b) (1).  DoDEA also may release information outside the DoD, in accordance with 5 U.S.C. section 552a (b) (2-12), and the “Blanket Routine Uses,” published 
at http://dpcld.defense.gov/Privacy/SORNsIndex/BlanketRoutineUses.aspx.  Examples of release may include for valid medical, law enforcement or security purposes, or for use in 
litigation involving the DoD.       
DISCLOSURE:  Voluntary.  However, failure to provide the requested information may result in the delay or denial of student services.

Permission for Student to Retain Control of Emergency Medication 
All sections must be completed and signed.  Return completed document to the School Nurse.  

Section 1  To be completed by primary care manager/provider. 

Name of student: _______________________________________________________  DOB: ______________________ Grade:_______ 

Diagnosis: _____________________________________________________________ Duration of treatment:  _____________________  

Emergency Medication:  ______________________________ Exp date: _______ Dosage:  _____________________ Route:  _________ 

Possible side effects: ______________________________________________________________________________________________ 

Times of day/circumstances under which medication is to be given:_________________________________________________________ 

Reason student must have possession of emergency medication at all times:__________________________________________________
Expected results from using the medication:____________________________________________________________________________ 

What student should do if the expected results are not obtained and in case of adverse reaction: _________________________________ 

Types of emergency medications: epinephrine, bronchodilators, insulin, and anti-seizure medications.
I have instructed the student and the sponsor/parent/guardian in the proper use and method of administering this emergency 

medication and the legal consequences of using the medication inconsistently with the prescription or of sharing the medication with 
anyone else.  I have provided the student and his/her sponsor/parent/guardian with the following instructions regarding the symptoms of 
possible adverse reactions, contraindications, and what to do if student experiences difficulty with or while taking the medication. 

The student has a chronic medical condition that requires the immediate use of the emergency medication to stop emergent 
symptoms from progressing to a life-threatening situation.  Because of the emergent nature of the student's health condition, it is in the 
student's best interest to be always in possession and control of the emergency medication and be free to administer it, if needed, 
without delay.  In my opinion, the student possesses sufficient maturity and responsibility to understand and follow my 
instructions. 

 PCM signature & stamp: __________________________________________ Phone: ______________ Date: ___________ 

Section 2  To be completed by sponsor/parent/guardian. and return to school nurse  

I have read the physician’s statement and hereby consent to my dependent’s retaining possession at all times of the above 
prescribed emergency medication.  I understand, and have informed my dependent that any illegal use of the medication by the him/her 
(including the use of the medicine inconsistent with the prescription or sharing the medication with another) will result in disciplinary action.  
I will provide a back-up of this emergency medication to be kept in the school nurse’s office for my dependent. 

     Sponsor/Parent/Guardian signature:  _________________________________________________  Date:  _______________ 

Section 3 To be completed by student. 

I understand that I am required to retain possession and control of my prescribed medication in accordance with the terms set forth 
in Section 1 above.  I have been advised of my responsibility to use my medication only in strict accordance with the 
prescription.  I understand that any use of my medication inconsistent with the terms of my prescription is an illegal use, as is the sharing 
of my medication with another person.  I agree to carry a pharmacy-labeled container of the medication, to keep a record of the times I use 
my medication, and to share the information with the nurse/teacher/coach who will help evaluate and monitor the effects of my medication.  
During school hours, I will take my medication under the supervision of the School Nurse or the school personnel 
designated by the School Nurse and Principal. 

Student’s signature:  ______________________________________________________________  Date:  ______________ 

Instructions reviewed by School Nurse with student:  _______________________________________________ Date:  _______________
                                     School Nurse’s name, signature, and credentials

Supplement D (DoDEA Form 6000.01), MAY 2023 Previous Edition is Obsolete



DEPARTMENT OF DEFENSE EDUCATION ACTIVITY 
SPORTS PHYSICAL 

The public reporting burden for this collection of information is estimated to average 10 minutes per response, including the time for reviewing instructions, searching existing data sources, gathering and 
maintaining the data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of this collection of information, including 
suggestions for reducing the burden, to the Department of Defense, Washington Headquarters Services, Executive Services Directorate, Information Management Division, 4800 Mark Center Drive, 
Alexandria, VA 22350-3100 (0704-0495). Respondents should be aware that notwithstanding any other provision of law, no person shall be subject to any penalty for failing to comply with a collection 
of 
information if it does not display a currently valid OMB control number. RETURN COMPLETED FORM TO THE SCHOOL IN WHICH THE STUDENT IS ENROLLING. 

PRIVACY ACT STATEMENT 
AUTHORITY: 10 U.S.C. section, 2164 (Department of Defense Domestic Dependent Elementary and Secondary Schools) and 20 U.S.C. sections 921-932 

(Defense dependents’ education system). 
PRINCIPAL PURPOSE: Obtain health-related information about a student enrolling or enrolled in Department of Defense Education Activity (DoDEA) schools and programs 

to protect and enhance student health and promote a safe school environment. Determine services to be provided for a student in an equal opportunity to participate in 
public education. 
ROUTINE USES: DoDEA may release information without prior consent within the Department of Defense (DoD) when needed to perform an official DoD duty, in 
accordance with 5 U.S.C. section 552a (b) (1). DoDEA also may release information outside the DoD, in accordance with 5 U.S.C. section 552a (b) (2-12), and the 
“Blanket Routine Uses,” published at http://dpcld.defense.gov/Privacy/SORNsIndex/BlanketRoutineUses.aspx. Examples of release may include for valid medical, law 
enforcement or security purposes, or for use in litigation involving the DoD. 
DISCLOSURE: Voluntary. However, failure to provide the requested information may result in the delay or denial of student services. 

Sports Physical Clearance Form 

School 

I. Completed by STUDENT

Student Name (Last, First, MI): Date of Birth: Grade: 

II. Completed by Examining Physician/PCM

Cleared for sports participation: 

Yes 

No 

Restrictions:   

Medical Condition: ____________________________________________________ 

Medication required:  __________________________________________________ 
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Supplement E to DoDEA Form 6000.01 - August 2022 Previous Edition is Obsolete

This clearance is valid for one calendar year following the completion date of this Sports Physical medical examination.

X
Physician's Printed Name, Signature, and Stamp

X
Date Signed

This Sports Physical medical examination was performed on ________________________.
      Date Completed

Aviano Middle High

http://dpcld.defense.gov/Privacy/SORNsIndex/BlanketRoutineUses.aspx
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