
Please select the statement below that accurately describes your vaccination status: 

County of Lake 

Certification of Vaccination Status

Department Name:   

Employee First Name:  

Employee Last Name:  

 

 

 

Per Cal OSHA COVID-19 Prevention Emergency Temporary Standards we are required to collect 

information about your vaccination status.  Please fill out this form, and send it to Human 

Resources.   

Please note that you are required to provide accurate information about your vaccination status in 

response to the questions below, or you may decline to provide your vaccination status. If you                          

decline to provide information about your vaccination status, we will be required to assume you 

are unvaccinated for purposes of rules or requirements in the workplace that are different for 

vaccinated or unvaccinated employees. For example, if requirements on face coverings allow fully 

vaccinated employees not to wear face coverings in certain settings, the information collected 

below will be used to determine whether you will be required to wear a face covering in those 

settings. 

For purposes of this certification, you are considered “fully vaccinated” two weeks after completing 

the second dose of a two-dose COVID-19 vaccine (e.g., Pfizer or Moderna) or two weeks after 

receiving a single dose of a one-dose vaccine (e.g., Johnson & Johnson/Janssen). 

I am fully vaccinated. 

I received my second dose of the Pfizer or Moderna vaccine or my single 

dose of a Johnson & Johnson vaccine less than two weeks ago. 

I received my first dose of Moderna or Pfizer, and my second 

appointment is scheduled. 

I have not yet been vaccinated, but I have already scheduled an 

appointment to receive my first dose of vaccine. 

I have not been vaccinated. 

I decline to answer whether I have been vaccinated. 

I understand that I am required to provide accurate information in response to the question above. I 

hereby affirm that I have accurately and truthfully answered the question above.  

Signature__________________________________________________Date:______________________ 
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