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

DPHL Administration Building
Smyrna, DE 19977 

medaccess@delaware.gov

Medication & Vaccine Request Form 

Purpose

This form is used to request medications and/or vaccines from the Delaware Division of Public Health (DPH) 

for approved public health response activities. 

Requesting Organization Information 

Organization Name: ________________________________ 

Department/Program: _______________________________ 

Request Date: ____/____/_____ 

Requesting Provider Name: __________________________ 

Requesting Provider Credentials (check one):

☐ MD  ☐ DO  ☐ APRN  ☐ PA  ☐ DDS  ☐ DMD  ☐ PharmD

Contact Information 

Primary Contact Name: ___________________________________ 

Phone Number: _________________________________ 

Email Address: __________________________________________ 

Organization Address: _____________________________________ 

Request Details Reason for Request (Check all that apply): 

Type of Request (Check One): 

☐ Vaccine(s)

☐ Medication(s)

☐ Both

☐ 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: ______________________________

Sean Dooley
Highlight



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

DPHL Administration Building
Smyrna, DE 19977 

medaccess@delaware.gov

Brief Description of Request (Required): 

Requested Vaccine(s) / 

Medication(s): 

Vaccine/Medication: Quantity Requested: Unit (Doses, Vials, Boxes, etc.) 
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