
 

Schuylkill Valley School District 

Universal Face Covering Order Exemption Request / Consent to Disclose Records 

 

Name of Student: ___________________________  Grade:______  Date of Birth: ___________ 

 

I, parent/guardian of the above student, am requesting an exemption for my student from the PA Department 

of Health Order requiring universal face coverings at school. 

 

My child has the following medical condition or disability: ___________________________________ 

___________________________________________________________________________________ 

 

The following information on a medical certification from a licensed physician can assist us with 

determining any accommodations that may be needed: 

 

1. What is the patient’s medical diagnosis, and how does it impact his/her major life activities? 

2. Is it safe for the patient to wear a mask for any length of time? 

3. If no to question 2, what is the reason the patient cannot safely wear a mask?  

3. If yes to question 2, how long is the patient able to safely wear a mask? 

4. If no to question 2, could the patient safely wear an alternative face covering, such as a  plastic 

face shield, or other covering which would not be a risk to his/her health? 

5. If no to question 4, what is the reason the patient cannot safely wear an alternative face covering, 

such as a face shield?  

Once received, the District will convene a team meeting to determine if additional information is necessary 

and to review accommodations that may be available to the student. 

 

I understand that the School District must evaluate all available evidence to determine whether my child has 

a medical condition or disability that would entitle my child to the protections of Section 504 of the 

Rehabilitation Act of 1973. I further understand that I am not obligated to provide medical information 

concerning my child to support my request for a mask-wearing exemption. The absence of such information, 

however, could impair and possibly delay the ability of the School District to evaluate my exemption 

request. 

 

Additionally, I, parent/guardian of the above student, authorize the _________________ School District and 

___________________________________ (M.D./D.O.) to provide student records and medical information 

to each other related to the medical diagnosis and the request for an exemption from the Universal Face 

Covering Order.  

I understand that I have the right to inspect and receive a copy of the said records via a conference.  I also 

understand I have the right to revoke consent at any time. The permission is valid for the one calendar year 

from the date signed.   

 

 

Printed Name of Certifying 

Physician: 

 

Phone:  



 

Address:  

 

 

 

 

I am providing the foregoing information subject to the penalty for making unsworn falsification to public 

officials, 18 Pa. Cons. Stat. § 4904 

 

Parent/Guardian Name: _______________________________ 

(Or student, if over 18) 

Signature of Parent/Guardian: _____________________________ Date: __________ 

(Or student, if over 18) 


