STUDENT REQUEST FOR MEDICAL EXEMPTION FROM MANDATORY
COVID-19 VACCINATION POLICY AND BOOSTER REQUIREMENTS

Case Western Reserve University (CWRU) is committed to providing all students with opportunities to take full
advantage of the university's educational, academic, and residential programs. We recognize that students with
documented disabilities may need assistance or accommodations in order to achieve this objective. CWRU'’s
Mandatory COVID-19 Vaccination Policy requires that all faculty, staff, and students whose work or study
requires their presence on campus must establish that they are fully vaccinated with an approved COVID-19
vaccine. Please complete this form if you are seeking a medical exemption from CWRU’s Mandatory COVID-19
Vaccination Policy and/or the mandated booster requirement.

To request an accommodation, 1) print and sign the first part of this form, 2) have the second part completed by
your health care provider, and then 3) email the completed forms to disability@case.edu.

Name:

Student ID Number: Network ID:
Phone #: ( )

Email: @case.edu

Do you live on-campus or intend to live on-campus?

I:IYes I:INo

If you live or intend to live on-campus, please note that unvaccinated students who want to live on campus will
be required to live with other unvaccinated students on-campus in a specific location designated by University
Housing.

Are you in a health education program that requires a clinical placement/rotation?

[ ]Yes[ ]No

Are you in a program that requires work with vulnerable or immunocompromised people or animals?

I:IYes |:| No

If you answered yes, to either of these questions, you should know that clinical placements require vaccination
against the COVID-19 virus. Students planning to participate in clinical education settings should contact their
program advisor/society dean as
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