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Adults and young people aged 16 or over

STATUTORY DECLARATION
COVID-19 VACCINATION EXEMPTION FORM

Full name (first name and surnames: | have a personal and/or familial medical history of allergic,

anaphylactic or seriously debilitating reactions to foods,
medications, vaccines or environmental chemicals

Home address:
| have a personal and/or familial medical history of one or more
autoimmune conditions or diseases

| have a personal and/or familial medical history of chronic fatigue
syndrome (CFS), myalgic encephalomyelitis (ME) or
other post-viral condition(s)

City: County/state:

| have a personal and/or familial medical history of a neurological

Postal/zip code: Country: or inflammatory disease or condition

| have learning difficulties, autism spectrum disorder or another
developmental disability

Contact telephone: Contact email:

| am under medical supervision for an acute, serious or
long-term disease

Date of birth (dd/mm/yyyy) [if relevant]:
| have serious concerns about the as-yet unknown long-term effects

of COVID-19 vaccines on fertility, immune dysfunctions including
ADE, auto-immunity, allergy or their potential to induce other
complications

Nationality [if relevant]:

| have declined COVID-19 vaccination given inadequate available
long-term safety data, and/or religious or philosophical reasons

Passport number [if relevant]:
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| have, or | believe | have previously had COVID-19 and have, or
am likely to have, acquired natural immunity

Declared at [city/town]: in the county, state or region:

this [date]: day of [month]: [year]:

Before me,

Name: Signature: Signature

Name and signature of Solicitor, Notary of the Public, Justice of the Peace, of declarant:
Commissioner for Oaths or other qualified person who has witnessed this statutory declaration






