	CCA-1163A FORFF (9-11)
	ARIZONA DEPARTMENT OF ECONOMIC SECURITY 

Child Care Administration
	

	AFFIDAVIT OF IMMUNIZATION EXEMPTION
For Household Members Age 13 and Younger

	General Information

	CHILD’S NAME (Last, First)
	DATE OF BIRTH (M/D/YYYY)

	     
	     

	Medical Exemption Reason(s)

	I hereby request an exemption from the immunization requirements for the child named above due to the medical condition that causes the required immunizations to endanger the child’s health.

	Length of exemption:
 FORMCHECKBOX 
 Permanent
 FORMCHECKBOX 
 Temporary until:
	     


	HEALTH CARE PROVIDER’S NAME (Last, First)
	LICENSE OR CERTIFICATE NO.
	ISSUING STATE AND/OR COUNTRY*

	     
	     
	     

	HEALTH CARE PROVIDER’S ADDRESS (No., Street, City, State, ZIP)
	PHONE NO.

	     
	     

	TYPE OF HEALTH CARE PROVIDER

	 FORMCHECKBOX 
 Physician
 FORMCHECKBOX 
 Physician’s Assistant
 FORMCHECKBOX 
 Registered Nurse
 FORMCHECKBOX 
 Registered Nurse Practitioner

	HEALTH CARE PROVIDER’S SIGNATURE
	DATE

	
	     

	*The license or certificate issued by another state or country may not be accepted if it cannot be verified.

	Religious Beliefs

	I hereby request an exemption from the immunization requirements for the child named above due to my religious teachings.

	PROVIDER’S NAME (Print)
	PROVIDER’S SIGNATURE
	DATE

	     
	
	     

	Exemption is given for the following: (check ‘x’ all that apply)

	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    Diphtheria
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    Haemophilus Influenzae Type b
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    Measles

	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    Mumps
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    Pertusis
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    Poliomyelitis

	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    Rubella
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    Tetanus
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    Hepatitis A

	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    Meningococcal
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    Hepatitis B
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    Varicella

	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No 
 FORMCHECKBOX 
 Other:
	     


	In-Home Providers Only

	In accordance with R6-5-5202(L) and R6-5-52025(M), I hereby request a waiver from the immunization and TB requirements for the child named above. I will be certified as an in-home provider, and I attest my household members will not be present when child care services are provided.

	PROVIDER’S NAME (Print)
	PROVIDER’S SIGNATURE
	DATE

	     
	
	     

	   
	I understand that in the event of an outbreak of a vaccine preventable disease for which I cannot provide proof of immunity for the child, the child will be excluded from the DES certified home until the risk period ends.



Initials
	   
	I will notify all parents/guardians that one or more of my child-household members are granted immunization exemption before child care services are provided.



Initials
	PROVIDER’S NAME (Print)
	PROVIDER’S SIGNATURE
	DATE

	     
	
	     


Equal Opportunity Employer/Program • Under Titles VI and VII of the Civil Rights Act of 1964 (Title VI & VII), and the Americans with Disabilities Act of 1990 (ADA), Section 504 of the Rehabilitation Act of 1973, the Age Discrimination Act of 1975, and Title II of the Genetic Information Nondiscrimination Act (GINA) of 2008; the Department prohibits discrimination in admissions, programs, services, activities, or employment based on race, color, religion, sex, national origin, age, disability, genetics and retaliation. The Department must make a reasonable accommodation to allow a person with a disability to take part in a program, service or activity. For example, this means if necessary, the Department must provide sign language interpreters for people who are deaf, a wheelchair accessible location, or enlarged print materials. It also means that the Department will take any other reasonable action that allows you to take part in and understand a program or activity, including making reasonable changes to an activity. If you believe that you will not be able to understand or take part in a program or activity because of your disability, please let us know of your disability needs in advance if at all possible. To request this document in alternative format or for further information about this policy, contact 602-542-4248; TTY/TDD Services: 7-1-1. • Free language assistance for DES services is available upon request.
