
 Medical Certification for COVID-19 High Risk Exemption 

Student name: Campus: 

Individual at Higher Risk: Individuals at higher risk for severe illness from COVID-19 are those individuals with 
certain underlying heath conditions as designated by the CDC, which provides as follows: 

Those individuals who are at higher risk of severe illness, as designated by the Centers for Disease Control 
(CDC), are those with conditions such as asthma, chronic lung disease, compromised immune systems (including 
from smoking, cancer treatment, bone marrow or organ transplantation, immune deficiencies, poorly 
controlled HIV or AIDS, or use of corticosteroids or other immune weakening medications), diabetes, serious 
heart disease (including heart failure, coronary artery disease, congenital heart disease, cardiomyopathies, and 
hypertension), chronic kidney disease undergoing dialysis, liver disease, or severe obesity. 

 

Health Care Provider’s Name:    ___________________________________________________________

Health Care Provider’s Address: ___________________________________________________________ 

Type of practice / Medical specialty: _______________________________________________________ 

Telephone: ____________________________                 Fax: _________________________________ 

1. Does the named student have an underlying medical condition deemed to be high risk for severe illness

from COVID-19 as determined by the CDC and listed above? □ Yes □ No

2. If yes, please provide the medical diagnosis of the underlying condition (as identified by the CDC) for

this student.

____________________________________________________________________________________

____________________________________________________________________________________

3. Is the named student approved to participate in any extracurricular activities on the student’s physical

campus?  □ Yes □ No

4. If yes, please describe the type of activities the named student is approved to participate in:

____________________________________________________________________________________

____________________________________________________________________________________

_____________________________________                                        ___________________________

Signature of Health Care Provider                                                                   Date

Healthcare Providers: Please fax this form to the FBISD Virtual Learning Program at 281-327-1075. 

Return to in- person instruction medical certification exemption: 

If a student has a high-risk medical condition as defined by the Centers for Disease Control, a medical 
certification form will need to be completed. 

Healthcare Providers will need to fax this form to the FBISD Virtual Learning Program at 281-327-1075. 

To be completed by the Health Care Provider 


