
 

 

  TODAY’S DATE: ________________ 

 

 

COVID-19 BIVALENT VACCINE ATTESTATION FORM  

 
NAME: ______________________________ CONTACT INFORMATION: ____________________ 

 

DEPARTMENT: ____________________________ TITLE: ________________________________ 

 

 

I HAVE NOT RECEIVED A COVID-19 BIVALENT VACCINE  

FROM OCTOBER, 2023 TO PRESENT     Please check box 

________________________________________________________________________________ 

 

 

I HAVE RECEIVED A COVID-19 BIVALENT VACCINE  

FROM OCTOBER, 2023 TO PRESENT  

PLEASE PROVIDE: 

VACCINATION DATE (MONTH/YEAR): _______________________________________________ 

 

MANUFACTURER: ________________________________________________________________ 
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