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Immunization Waiver
I _______________________________ have been informed of the Health Occupations Department requirement regarding immunizations. Based on personal beliefs or medical condition, I choose not to have the following vaccinations.  (Please initial which immunizations you are choosing to waive)
_________ Hepatitis B

_________ Tetanus

_________ Rubella

_________ Rubeola

_________ Mumps

_________ Varicella
I understand that in making this choice, I absolve Mission College and/or any employee of West Valley-Mission Community College District or any clinical agency of any responsibility, should I contract the disease. I understand that I am required to have a blood titer level drawn and in the event that the titer is negative for immunity, and if a clinical agency requires immunity or the immunization prior to admission into the facility, I will at that time be required to make a choice to either have the immunization or drop from the program.  

_________________________________                  _________________________________

Print Name





 Witness Name

__________________________________                _________________________________

Signature                    
                                                          Signature 

__________________________________                _________________________________

Date

                                                                        Date

_________________________________                   _________________________________

Director, Health Occupations Programs

                Date
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