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ANTILLES SCHOOL ILLNESS POLICY  
SCHOOL YEAR 2021-2022 
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GOVERNMENT OF 

THE VIRGIN ISLANDS OF THE UNITED STATES 
-------○------- 

DEPARTMENT OF HEALTH 

 
 

 

 

 

 

PROCEDURE FOR IMMUNIZATION EXEMPTIONS 

 
Medical and Religious Exemptions will be granted annually for the school year and  

summer program beginning in August and ending in August of the following year.  

Clients will not be exempted for selective vaccines, except for medical reasons. 

 

 

PROCEDURE: 

 

1. The parent or guardian shall bring to the Immunization Office the following  

Documents: 

a. An original letter signed and dated, within the last three months, from 

his/her group / church / or religious organization stating that vaccines are  

contrary to his/her religious beliefs. (RELIGIOUS) 

b. An original letter signed and dated, within the last three months, from  

his/her licensed physician, indicating a medical need for exemption. The 

letter must indicate that vaccines are contraindicated or the client has 

experienced adverse effects previously. (MEDICAL) 

c. The birth certificate and /or Social Security card of the child needing the 

exemption 

d. Copy of the child’s immunization record 

 

2. The parent or guardian will complete an application form for each child requesting 

an exemption. 

 

3. An authorized person from the Department of Health Immunization Clinic will 

review the above information and, if it is complete, the Medical or Religious 

exemption will be issued as approved by the Commissioner of Health.  

 

4. Only a signed, embossed original exemption document on letterhead of the 

commissioner of Health will be accepted as valid. 
 

 

  

Immunization Program                                                                                                                                                          
Community Health Services 

Roy L. Schneider Hospital       

#48 Sugar Estate 

St. Thomas, Virgin Islands 00802 

Telephone: 340-774-7477 Ext 2120 

 

 



 
 

 
 

CTION 1TO BE COMPLETED BY PARENT{S) /GUARDIAN 
 

(  ) Male  ( ) Female  I  I 
I 

( ) Yes ()No 
Parent I Guardian Name Home Telephone Number Work Telephone or Cell Phone Number 

Parent I Guardian Name Home Telephone Number Work Telephone or Cell Phone Number 

I give consent for  my child's Health Care Provider & Child Care Provider/School Nurse to discuss information on this form. 
Signature I Date  his form may be release to the V.I. DeRartment of Human Services 

( ) Yes ( ) No 

 

Vaccine ("}If Vaccine Series is Completed If NOT Completed,Date of Next Dose Due 
Dtap   
Hepatitis A   
Hepatitis B   
Hib   
Influenza   
MMR   
Polio   
Prevnar   
Rotavirus   
Varicella   

Result 

Height: Weight: 
Abnormalities Noted: 

 
 

MEDICAL CONDITIONS 
Chronic MedicalConditions/Related Surgeries 

*List medical conditions & ongoing surgical concerns 
( ) None 

( ) Special Care Plan Attached 
Comments: 

Medications/Treatments 

*List medications/treatments 
(  ) None 

( ) Special Care Plan Attached 
Comments: 

Limitations to Physical Activity 

*List limitations/specialconsiderations 
( ) None 

( ) Special Care Plan Attached 
Comments: 

Special Equipment Needs 

*List items needed for daily activities 
( ) None 

( ) Special Care Plan Attached 
Comments: 

Allergies/Sensitivities 

*List allergies 
( ) None 

( ) Special Care Plan Attached 
Comments: 

 
Special Diet 

*List dietary  specifications 
( ) None 

( ) SpecialCare Plan Attached 
Comments: 

Behavioral Issues/Mental Health Concerns 

*List behavioral/mentalhealth issues 
( ) None 

( ) SpecialCare Plan Attached 
Comments: 

Emergency Plans 

*List emergency plan that might be need and the 

signs/symptoms to watch for: 

 
( ) None 

( ) SpecialCare Plan Attached 

 
Comments: 

 

Universal Child Health Record 

Endorsed by the Virgin Islands Department of Human Services 
 

Child's Name (Last)  (First)  IGender IDate of Birth 

Does the child have health insurance  I f yes, Name of Child's Health Insurance Carrier 

 
 
 
 
 
 
 
 
 
 
 

 
(  ) A catch-up schedule for immunizations has been initiated 

 
 
 
 
 
 
 
 
 
 

Date of PhysicalExamination: I 
 
 
s of physicalexamination normal?    (  ) Yes   ()No 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

.. 
( ) I have exammed the ch1ld hsted above &  rev1ewed h1s/her health h1story.It IS my op1mon that he/she 1s med1cally cleared to 

participate fully in all child care/schoolactivities,including physical education & competitive contact sports, unless noted above. 

 
A copy of the child's Immunization Record must  be attached and the Physician completing this form must print and sign 

name below 

Address of Health Care Provider  Phone Number of Health Care Provider 

Physician Name:  (Please Print)  Physician Name:  (Signature)  IDate: 

 

 
Distribution: Original - Child Care Provider  Yellow Copy- Parent/Guardian Pink Copy - Health Care Provider 
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AFTER SCHOOL ACTIVITIES MEDICAL CERTIFICATION 
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