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ARCHDIOCESE OF WASHINGTON – Catholic Schools

ALL PARENTS OF STUDENTS ATTENDING ARCHDIOCESAN CATHOLIC SCHOOLS IN MARYLAND MUST READ THIS FORM, SIGN BELOW, AND RETURN IT TO YOUR CHILD’S SCHOOL WITH THE MARYLAND DEPARTMENT OF HEALTH AND MENTAL HYGIENE IMMUNIZATION CERTIFICATE (ADAPTED FOR USE BY ARCHDIOCESAN SCHOOLS).

To All Parents of Students in Archdiocesan Catholic Schools in Maryland

It is the policy of the Archdiocese of Washington that all students attending schools in the archdiocese must be fully immunized in accordance with the immunization requirements against contagious diseases published by the local department of health.  If your child has a valid medical contraindication to being immunized, and such contraindication is documented by a physician, an exemption may be permitted for the length of time certified as necessary by the child’s physician.

Immunization in accordance with the Archdiocese of Washington’s policy is a condition for admission into all archdiocesan Catholic schools. To be admitted to attend classes, there must be two forms related to immunization on file at your child’s school by the first day of school, and they are: 

1. THIS FORM, completed and signed; and 
2. Maryland Department of Health and Mental Hygiene Immunization Certificate, (adapted for use by Archdiocese of Washington’s Catholic Schools in Maryland) signed by a medical provider and parents (Pages 2, 3, and 4). 

	Acknowledgment

	To All Parents/Guardians: Please provide the following information and sign below to acknowledge that you understand and agree to this policy.

	Child’s Name:
	     
	     
	  
	   

	
	Last
	First
	M.I.
	 (Jr,. III)

	School:
	     
	Sex:
	|_| 
	|_| 
	Date of Birth:
	     

	
	
	              Male         Female                                   mm/dd/yyyy

	Parent/Guardian Name:
	     
	Home Phone:
	(     )         -       

	Home Address:
	     
	     

	
	Street Address
	Suite #

	
	     
	  
	     

	
	City
	State
	ZIP Code

	I have read and understand the Archdiocese of Washington’s Immunization policy listed above:

	Parent/Guardian Signature:
	
	Date:
	

	
	Please Sign
	
	mm/dd/yyyy
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| GIVE MY PERMISSION FOR THE HEALTH PRACTITIONER TO COMPLETE PART Il OF THIS FORM. | UNDERSTAND IT IS
FOR CONFIDENTIAL USE IN MEETING MY CHILD'S HEALTH NEEDS IN CHILD CARE.

I ATTEST THAT INFORMATION PROVIDED ON THIS FORM IS TRUE AND ACCURATE TO THE BEST OF MY KNOWLEDGE
AND BELIEF.
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PART Il - CHILD HEALTH ASSESSMENT
‘Tobe completed ONLY by Physician/Nurse Practitioner
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This is found on Page 2 o the Archdiosese of Washington Form 3
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MARYLAND DEPARTMENT OF HEALTH AND MENTAL HYGIENE IMMUNIZATION CERTIFICATE
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"To the best of my knowledge. the vaccines listed above were administered as indicated. Clinic / Office Name
Office Address/ Phone Number

1

Signaure Tide Date
eiclprvader, oca Benkth deparment ofSicia school oficial, o childcare providr uly)
Signafure Tile Dae
3
Signaure Title Date

Lines 2 and 3 are for certification of vaccines given after the initial signature

COMPLETE THE APPROPRIATE SECTION BELOW IF THE CHILD IS EXEMPT FROM VACCINATION ON MEDICAL

OR RELIGIOUS GROUNDS. ANY VACCINATION(S) THAT HAVE BEEN RECEIVED SHOULD BE ENTERED ABOVE

MEDICAL CONTRAINDICATI

Please check the appropriate bos to describe the medical contraindication.

Thisisa: [] Permanent condition QR [J Temporary condition uatil

Date
The above child has a valid medical contraindication to being vaccinated at this time. Please indicate which vaccine(s) and the reason for the

contraindication,

Signed:

Date

“Medical Provider / LHD Official





