
  

 

 

  
 

 
 

 
     

  
   

      
  

 
           

 
 

   
  
   

 
 

  
   

 
   
     

  
 

      
 

 
 

 
  

  
  

 
 
 
 
 
 

 
   

  
   

 
 
 

     
 

           
 

          
 
 
  

__________________________________________________________________________ 
__________________________________________________________________________ 
__________________________________________________________________________ 
__________________________________________________________________________ 
__________________________________________________________________________ 

PROTECTED B (when completed) 

Medical Statement 

I, ______________ am a licensed Physician/Nurse Practitioner in the province/territory of 
______________.  I hereby certify that ________________  (indicate at least one of the following)  

� 1) Has a medical contraindication to full vaccination against COVID-19 with an mRNA vaccine 
(Pfizer-BioNTech or Moderna vaccines) based on recommendation of the National Advisory 
Committee on Immunization (as follows based on NACI advice as of September 10, 2021): 

• History of anaphylaxis after previous administration of an mRNA COVID-19 vaccine 
• Confirmed allergy to polyethylene glycol (PEG) which is found the Pfizer-BioNTech and 

Moderna COVID-19 vaccines 
(Note that if the patient is allergic to tromethamine which is found in Moderna, they can receive 
the Pfizer-BioNTech product) 

This medical reason is (please indicate only one) 
� Permanent 
� Time limited and will be in effect until ________________________ 

� 2) Has a medical reason for delay of full vaccination against COVID-19 as described by the  
National Advisory Committee on Immunization (as follows based on NACI advice as of 
September 10, 2021): 

• A history of myocarditis/pericarditis following the first dose of an mRNA vaccine 
• Due to an immunocompromising condition or medication, waiting to vaccinate when 

immune response can be maximized (i.e., waiting to vaccinate when 
immunocompromised state / medication is lower) 
(Note: Consideration should be given to benefit/risk when vaccination is delayed) 

This medical  reason will be in effect  until ________________________ 

� 3) Has a medical reason precluding full vaccination against COVID-19 (not covered above) as 
described below (for privacy reasons, only include information related to why the medical 
reason precludes vaccination): 

This medical reason is (please indicate only one) 
� Permanent 
� Time limited and will be in effect until ________________________ 

Signature:  ____________________________ Date: _______________________ 

Name: _______________________________   Telephone number: _______________________ 

License Number: _______________________ Province/Territory: _______________________ 

https://www.canada.ca/en/public-health/services/immunization/national-advisory-committee-on-immunization-naci/recommendations-use-covid-19-vaccines.html#a7.9
https://www.canada.ca/en/public-health/services/immunization/national-advisory-committee-on-immunization-naci/recommendations-use-covid-19-vaccines.html#a7.9
https://www.canada.ca/en/public-health/services/immunization/national-advisory-committee-on-immunization-naci/recommendations-use-covid-19-vaccines.html#a7.9
https://www.canada.ca/en/public-health/services/immunization/national-advisory-committee-on-immunization-naci/statement-september-10-2021-additional-dose-covid-19-vaccine-immunocompromised-following-1-2-dose-series.html#a5
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