
Delaware Division of Public Health Office of the Medical Director 
30 Sunnyside Road 

DPHL Administration Building 
Smyrna, DE 19977 

MEDICATION DELIVERY / TRANSFER FORM 

   For Transfer of Supplied Medication or Vaccine to External Partners 

INSTRUCTIONS 

This form documents the transfer of medications or vaccines supplied by the Delaware Division of Public Health (DPH) 
to an approved external healthcare provider or organization. It is to be completed by designated DPH staff. 

 Please complete all sections and return a copy to DPH via Pharmacy@delaware.gov 

1. DPH AUTHORIZATION 2. RECEIVING ORGANIZATION

DPH Authorizer Representative:  __________________ 

May only be approved by: Medical Director, Nursing Director, 
Pharmacy Director, or Immunization Director.   

Date of Authorization: _____________________ 

Signature: ____________________________________ 

Organization/Facility Name: ________________________ 

Address: _______________________________________ 

Authorized Recipient: _____________________________ 

Credentials (MD, DO, NP, PA, DDS, DMD, PharmD, Other): _________ 

License : ___________________ 

Phone: ______________   Email: __________________ 

3. MEDICATION/ VACCINE INFORMATION

Medication/ Vaccine Name: Strength/ Presentation: Dosage Form/Route: 

Lot Number (s): Expiration Date(s): Quantity Transferred: 

Unit (e.g., syringes, vials, doses): NDC (if applicable): Storage Requirements: (check all that apply) 

☐ Refrigerator (2 – 8°C / 36 – 46°F) 

☐ Freezer (-50 – -15°C / - 58 – 5°F)

☐ Room Temperature 

☐ Special Handling/ Monitoring: 

Comments:

mailto:Pharmacy@delaware.gov


Delaware Division of Public Health Office of the Medical Director 
30 Sunnyside Road 

DPHL Administration Building 
Smyrna, DE 19977 

4. REASON FOR TRANSFER 5. DELIVERY/ PICK UP RECEIPT INFORMATION

☐ Disease outbreak response

☐ Prophylaxis (post-exposure or pre-exposure)

☐ Community vaccination clinic

☐ Public health emergency response

☐ School or childcare vaccination event

☐ Long-term care facility response

☐ Healthcare facility response

☐ Mobile health unit or community outreach event

☐ Routine public health immunization program

☐ Travel-related public health response

☐ Other: ______________________________

Transfer Method: ☐ DPH Delivery ☐ Receiving 

Organization Pickup 

Date of Transfer: ____________________________ 

Released By (DPH): _________________________ 

Date Received: _____________________________ 

Temperature Upon Receipt (if applicable): _______ 

Comments/Notes: ___________________________ 

6. ACKNOWLEDGEMENT AND AGREEMENT

By signing below, the receiving organization agrees to: 

• Provider will not charge patients for the cost of vaccine or medication provided by DPH.
• Store and handle the medication/vaccine according to manufacturer requirements, including required temperature

monitoring.
• Do not redistribute without Delaware DPH approval.
• Maintain inventory and administration records.
• Return unused, expired, damaged, or recalled vaccine/medication when requested or no longer needed.
• Cooperate with any inventory reconciliation or audit requested by Delaware DPH.
• Comply with application federal (including HRSA 340B program), state, and local laws regarding the handling and

use of medication.
• Use medication only for intended public health purposes.

7. DPH RELEASING REPRESENTATIVE 8. RECEIVING ORGANZATION ACCEPTANCE

DPH Representative: ____________________________ 

Credentials: _____________ 

DPH Program/Clinic/Storage Location: _________________ 

Signature: _________________________________ 

Date: ________________    Time: ______________ 

Receiving Representative: ________________________ 

Title: ________________________________ 

Signature: _________________________________ 

Date: ________________    Time: ______________ 

A copy of this completed form must be retained by the receiving organization and returned to DPH within 48 hours 
of receipt of the medications and/or vaccines. 
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