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Request for Reasonable Accommodation Vaccination Exemption 
 
First Name (Print): __________________ Last Name (Print): ___________________ ID: ________________ DOB: ________________ 
 
Position: ______________________________ Supervisor’s Name: ____________________________ Location: __________________ 
 
State Center Community College District is committed to protecting the health and wellbeing of students, employees, and the 
communities it serves while providing access to higher education.  California law requires the Board of Trustees to cooperate with local 
health officials in taking measures necessary to prevent and control the spread of communicable diseases among its student body.  
Remaining free from communicable disease is a condition of employment for all academic employees. 
 
Consistent with the directives and guidance from federal, state, and local public health authorities and to protect the health and 
wellbeing of students, employees, and the community, the Board of Trustees has implemented COVID-19 vaccintation requirements.  
Medical exemption from this requirement may be requested.  If you wish to request a medical exemption, please submit this completed 
document to Ms. Sandi Edwards, Human Resources Analyst, Accommodations at sandi.edwards@scccd.edu or by fax at (559) 499-6006. 
 

 
I request a medical exemption to the COVID-19 immunization requirement.  I understand that my failure to submit acceptable medical 
certification may result in my request for an emption being denied.  I further understand that my request for an exemption will be 
reivewed and I will be contacted with a decision regarding my exemption request. 
 
 
Signature: ____________________________________________________________ Date: ___________________________________ 
 

Healthcare Provider Questionnaire 
 
Your patient is in the process of requesting an exemption from the SCCCD COVID-19 Vaccine Mandate, which is currently required to 
enter into any State Center Community College District (SCCCD) worksite and/or property.  In compliance with the Fair Employment and 
Housing Act (FEHA) (Government Code § 12940) and Title I of the Americans with Disabilities Act (42 U.S.C. § 12101, et seq.), your 
assistance is requested to provide information in support of this request. Please answer the following questions and provide the 
completed questionnaire to your patient, who will return it to the District’s Human Resources Analyst, Accommodations for use in their 
interactive process.  
 
Healthcare Provider’s Name: _________________________________________                                                                        

Healthcare Provider’s Phone Number: _________________________________                                                                              

Date of Examination: _______________________________________________  

Employee’s Name: _________________________________________________ 

  
[Note: The healthcare provider is not to disclose the underlying diagnosis without the consent of the patient.] 

 
Please answer the following questions as they relate to a qualifying medical condition under the Americans with Disabilites 
Act (ADA) or Fair Employment and Housing Act (FEHA).  Please provide the following clarification on their request: 
 
(Check boxes as appropriate.  Additional comments may be added under number 5)  
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1. Does your patient have a medical and/or psychological impairment that limits their ability to engage in a major life activity, such as 

the ability to work, care for themself, perform manual tasks, walk, see, hear, eat, sleep, or engage in social activities?  Pursuant to 
the FEHA amendments that went into effect on January 1, 2001, a condition can be said to “limit” one if the condition makes the 
achievement of the major life activity more difficult. 
 

 No, my patient does not have a medical and/or psychological impairment that limits their ability to engage in a major life 

activity.  

 Yes, my patient has a  medical and/or  psychological impairment that limits their ability to engage in a major life activity. 
  

2. Does your patient’s medical condition, disability or impairment or currently affect your patient’s ability to receive a COVID-19 
vaccine? 
 

 No, my patient’s condition does not affect my patient’s ability to receive a COVID-19 vaccine.  

 Yes, my patient’s condition does affect my patient’s ability to receive a COVID-19 vaccine. 
 
 

3. If yes to number two (2), is your patient medically expected to be eligible to receive a COVID-19 vaccine? 
 

 No, my patient is medically restricted from being administered a COVID-19 vaccination due to their personal medical condition.  
 Yes, my patient’s limitation is temporary and they will be medically able to receive a COVID-19 vaccination on or about 

  
____          _________________            .  

      (date)  
  
4. If no to number three (3), please indicate what limitations your patient has that incapacitates their ability to receive a COVID-19 

vaccination. (Please do not list any private or protected medical information.)  
 

 

 

 

 

 

 
5. Please use the space below to include any additional information that you believe would be helpful to the interactive process for 

this employee.  
 

 

 

 

 

 
 
 

 
Physician Signature       Date  

 
Please return this completed form to your patient and/or fax to Sandi Edwards, Human 

Resources Analyst at (559) 499-6006 
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