
REQUEST FOR RELIGIOUS EXEMPTION FROM IMMUNIZATIONS 

I am requesting a Religious Exemption from Immunization/s for the following child. 

Name: ________________________________________________________________ 

Date of Birth: _____________________   Race: _______________   

Male  /  Female     Hispanic  /  Non-Hispanic  

Address:______________________________________________________________ 

City: ______________________ State: __________ Zip Code: __________________ 

Telephone Number: _____________________________________________________ 

Parent / Guardian Name: _________________________________________________ 

Signature: _____________________________________________________________ 
(Parent or Legal Guardian) 

Date: ____________________________ 



                                                                                                  

Original to file; Copy to client 
 
DH8001‐IT‐01/2017 

INITIATION OF SERVICES 

 

PART I.            CLIENT – PROVIDER RELATIONSHIP CONSENT 
    Client Name: ______________________________________________                 

Name of Agency: Florida Department of Health in St. Johns County                   

Agency Address: 200 San Sebastian View, St. Augustine, FL. 32084               
 

I consent to entering into a client‐provider relationship. I authorize Department of Health staff and their representative to render routine health care. I 
understand routine health care is confidential and voluntary and may involve medical office visits including obtaining medical history, examination, 
administration of medication, laboratory test and/or minor procedures. I may discontinue this relationship at any time. 
 

PART II.   DISCLOSURE OF INFORMATION CONSENT (treatment, payment or healthcare operations purposes only) 
I consent to the use and disclosure of my medical information; including medical, dental, HIV/AIDS, STD, TB, substance abuse prevention, 
psychiatric/psychological, and case management; for treatment, payment and healthcare operations. 
 

PART III.    COMMUNICATIONS 
I understand the Florida Department of Health (DOH) uses a patient portal to communicate with me about my healthcare. In order to receive electronic 
communications about my health care. I need to provide my email address to the department and then I will be contacted by email to create a portal 
account. 
I understand that I must agree to the terms and conditions of use associated with the portal when I create my account. I understand that the portal is 
password protected and that I am responsible for maintaining the confidentiality of my user name and password and for all activities that are conducted 
through my portal account. I understand that I will receive emails letting me know that DOH has sent information to the portal. 
 

____Initial here to authorize and give my express consent to the DOH to make your health care information available to you through the portal. 
Email Address: __________________________________________.I understand that I have a right to stop participation in the portal at any time by either 
removing my email address or closing my portal account. 
____Initial here to remove your email address from the DOH system and stop receiving information through the portal. 
 

PART IV.     MEDICARE PATIENT CERTIFICATION, AUTHORIZATION TO RELEASE, AND PAYMENT REQUEST (Only applies to Medicare Clients) 
 

As Client/Representative signed below. I certify that the information given by me in applying for payment under Title XVIII of the Social Security Act is 
correct. I authorize the above agency to release my medical information to the Social Security Administration or its intermediaries/carriers for this or a 
related Medicare claim. I request that payment of authorized benefits be made on my behalf. I assign the benefits payable for physician’s services to the 
above named agency and authorize it to submit a claim to Medicare for payment. 
 

PART V.     ASSIGNMENT OF BENEFITS (Only applies to Third Party Payers) 
 

As client/Representative signed below. I assign to the above named agency all benefits provided under any health care plan or medical expense policy. The 
amount of such benefits shall not exceed the medical charges set forth by the approved fee schedule. All payments under this paragraph are to be made to 
above agency. I am personally responsible for charges not covered by this assignment. 
 

PART VI.   COLLECTION, USE OR RELEASE OF SOCIAL SECURITY NUMBER (This notice is provided pursuant to section 119.071(5) (a). Florida Statutes.) 
 

For health care programs the Florida Department of Health may collect your social security number for identification and billing purposes, as authorized by 
subsections 119.071 (5)(a)2.a. and 119.071(5)(a)6., Florida Statutes. By signing below, I consent to the collection, use or disclosure of my social security 
number for identification and billing purposes only. It will not be used for any other purpose. I understand that the collection of social security numbers by 
the Florida Department of Health is imperative for the performance of duties and responsibilities as prescribed by law. 
 

PART VII.   MY SIGNATURE BELOW VERIFIES THE ABOVE INFORMATION AND RECEIPT OF THE NOTICE OF PRIVACY RIGHTS 
 

 
 
____________________________________________________                        _________________________________________________________                                                       ____________________________________ 
Client/Representative Signature                                   Self or Representative’s Relationship to Client                                       Date 
 
___________________________________               _______________________________  
Witness (optional)                                                             Date 
 

PART VIII.      WITHDRAWAL OF CONSENT 
 

1.__________________________________     WITHDRAW THIS CONSENT, effective __________________________ 
       Client/Representative Signature                                                                                                 Date    
 
____________________________________      _______________________________                                                 Client Name: _______________________    
 Witness (optional)                                                     Date                                                                                                           ID#:_______________________________ 
                                                                                                                                                                                                           DOB: _____________________________ 
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What If You Don’t Vaccinate Your Child?
Your child is at risk for developing  
a vaccine-preventable disease
Vaccines were developed to protect people from danger-
ous and often fatal diseases. These diseases remain a 
threat. Vaccines are safe and effective protection.

Influenza or “flu” is a serious respiratory disease that  
can be deadly. Healthy babies and toddlers are especially  
vulnerable to complications from influenza. Every year 
children in the United States die from influenza.

Pertussis or “whooping cough” is an extremely dangerous 
disease for babies. It is not easily treated and can result 
in permanent brain damage or death. Since the 1980s, 
the number of cases of whooping cough has increased, 
especially among babies younger than 6 months of age and 
adolescents. Since 2010, several states have reported an 
increase in cases and outbreaks of whooping cough, includ- 
ing statewide epidemics in California and Washington. 
Whooping cough has killed many babies since 2010; most 
deaths were in those younger than 3 months of age.

Measles is a highly contagious disease that can lead to  
serious complications, including death. It remains com-
mon in many countries and has been brought into the 
United States by returning vacationers and foreign visitors. 
Vaccination caused measles to decline rapidly during  
the 1990s. Recently, vaccine hesitancy among parents in 
the United States and abroad has led to a growing num-
ber of children and teens who are not vaccinated and are 
unprotected from measles. This has led to outbreaks of 
measles in the United States, Canada, and other countries.

Chickenpox is very contagious. Before the development 
of a vaccine, chickenpox killed approximately 100 people 
every year in the United States. Most were previously 
healthy. Children infected with chickenpox must be kept 
out of day care or school for a week or more so they don’t 
spread the disease to others.

Your child can infect others in the 
community
Children who are not vaccinated can transmit vaccine- 
preventable diseases at schools and in the community.

• �Unvaccinated children can infect babies who are too 
young to be fully immunized.

• �Unvaccinated children can infect people of any age who 
can’t be immunized for medical reasons. This includes 
children and adults with leukemia and other cancers, 
immune system problems, and people of all ages receiv-
ing treatments or medications that suppress their 
immune systems.

Your child may have to be excluded 
from school or child care
During disease outbreaks, unvaccinated children may be 
excluded from school or child care to protect them and 
others. This can cause hardship for the child and parent.

Next steps. . .
We strongly encourage you to vaccinate your child. Please 
discuss any concerns you have with a trusted healthcare 
provider or call the immunization coordinator at your 
local or state health department. Your vaccination deci-
sion affects not only the health of your child, but also 
your family, your child’s friends, their families, and your 
community. 

• �For more information about vaccines,  
visit these websites:
American Academy  
of Pediatrics
www.healthychildren.org  

Centers for Disease Control 
and Prevention
www.cdc.gov/vaccines/parents

Every Child by Two 
www.vaccinateyourfamily.org 
and www.ecbt.org 

Immunization Action Coalition 
www.immunize.org and  
www.vaccineinformation.org

Vaccine Education Center  
at the Children’s Hospital  
of Philadelphia 
www.vaccine.chop.edu 
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