
 
 

*Submission of this form does not guarantee approval of the exemption. 
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HEALTH DEPARTMENT 
  

Mask Exemption Waiver Form* 
 

Dear Pediatrician/Primary Care Provider, 
 
In the effort to prevent the spread of COVID-19 in the school setting, the Centers for Disease Control and Prevention 
recommend cloth face coverings as a simple barrier to help prevent respiratory droplets from traveling into the air and 
onto other people when the person wearing the cloth face covering coughs, sneezes, talks, or raises their voice. 
 
COVID-19 can be spread by individuals who do not have symptoms and do not know that they are infected making it 
very important for everyone to wear a cloth face covering in public and practice social distancing.  The CT State 
Department of Education requires the use of face coverings for all students while on the bus traveling to and from 
school and inside the school building, with the following exceptions: 
 

 Anyone who has a medical condition resulting in trouble breathing 

 Anyone who is unconscious, incapacitated, or otherwise unable to remove the mask without assistance 

 Anyone who as a medical reason making it unsafe to wear a face covering 

Please check one of the above if your patient is unable to wear a cloth face covering on the bus to and from school 
and/or in the school setting. Then complete the form below to provide additional information as to the item checked 
above.  

1) I certify that ___________________________ is medically exempt from wearing a cloth face covering because  
                                    Child’s Name  

of the following medical condition: 
 

• _______________________________________________________________________ 
                                                                                
2) The following steps are being taken to address the condition indicated above to encourage cloth face covering use in 
the school setting: 
 

• ______________________________________________________________________________ 
 
3) Date of anticipated compliancy with cloth face covering use in the school setting:  _________ 
 
           Temporary Waiver (will expire in 30 days)                Extended Waiver (provide additional                     
                               documentation for justification) 
     
________________________  ____________   
 Signature of Pediatrician/PCP           Date                  Provider Office Stamp: 
 
________________________  _____________ 
  Signature of School Nurse           Date 
 
I give permission for release and exchange of health information on this form between the school nurse and health care 
provider. 
 
________________________  ______________    
Signature of Parent/Guardian                            Date               


