
  

  

  

  

Azusa Pacific University Health Center 

901 E Alosta Avenue 

Azusa CA   91702 

(626)815-2100 

FAX:  (626) 815-2102 

  

  

  

  

This is to certify that  ______________________________ has requested to waive  

  

the Azusa Pacific University recommended immunization of  ______________ and  

  

agrees to accept the risk associated with such action. 

  

  

_______________________________________________ 

Print Name                                                       Date 

  

  

_______________________________________________ 

Signature 

  

  

  

______________________________  ________________ 

Address 

  

  

  

_______________________________________________ 

Witness 

  

  

  

  

  


