
Greensburg Community Schools 

900 Big Blue Avenue 

Greensburg, IN  47240 

(812)663-8112 

Fax:  (812)662-6516 

 
STUDENT’S NAME ______________________________________________________ 

 

DATE OF BIRTH ________________________________________________________ 

 

 

 

I, the physician of the child named above, hereby object to the child being immunized 

due to medical reasons described below: 

 

 

 

 

 

 

 

 

SIGNATURE OF PHYSICIAN______________________________________________ 

 

NAME OF PHYSICIAN (please print)________________________________________ 

 

DATE __________________________________________________________________ 

 

This document needs to be signed yearly. 




