Exemption from Health Assessment

This document certifies that the individual named below is exempt fiom the health assessment requirements as outlined by our organization's policy.

Full Name: ’ ‘

Date of Birth: ’ ‘

Reason for Exemption: ’ ‘

Authorizing Physician/Official: | |

Date of Issuance: ’

Submit

By submitting this form, you affirm that all information provided is true and accurate to the best of your knowledge.
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