Pick-up Authorization/Medication Receipt Form
Greater Manchester Public Health Network
	Facility/Organization Name:
	[bookmark: Text1][bookmark: _GoBack]     
	Date: 
	     

	
	
	
	
	


I,         authorize the following people to pick up medications/vaccinations at the Greater Manchester Public Health Network pick-up site on behalf of this facility:
	Primary
	[bookmark: Text25]       
	(   )   -      

	
	Name
	Telephone

	Secondary
	       
	(   )   -      

	
	Name
	Telephone

	Tertiary
	       
	(   )   -      

	
	Name
	Telephone


The above representative(s) will present this letter at the pick-up site with picture identification (work I.D. Badge and valid state issued DMV driver’s or non-driver’s picture identification.)  I acknowledge that anyone who appears at the pick-up site without this authorization form will not be eligible to pick-up medications/vaccinations and will be turned away.  I also acknowledge that once the medications/vaccinations leave the pick-up site, our facility is responsible for their security and proper storage.  I attest that I have been given authority by my facility to sign this document.  Please contact me if you have any questions as to the validity of this document.
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	(   )   -      

	
	Signature
	Telephone

	
	
	

	
	
	


	Picked Up:
	
     
	
     

	
	Name of Medication
     
	# of Adult Doses
     

	
	Name of Medication
	# of Pediatric Doses

	For: (Check all that apply)
	☐	Employees:
	
	☐  Family        Members:
	

	
	
	# of Doses
	
	# of Doses

	
	☐	Residents/ Clients:
	
	☐  Other:
	

	
	
	# of Doses
	
	# of Doses


	
	     
	       

	
	POD Staff Signature
	Facility Representative Signature

	
	
	

	
	
	


Returned/Additional Doses Requested:
Date/Time:      
	Returned/Additional Requested:
	
     
	
     

	
	Name of Medication
     
	# of Adult Doses
     

	
	Name of Medication
	# of Pediatric Doses


	
	     
	       

	
	POD Staff Signature
	Facility Representative Signature
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