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FOR STAFF USE ONLY
After completion, please Fax this to 510-268-2333 or send copies to ACPHD, Attn: Leslie Greenwood, 1000 Broadway, Suite 500 — Oakland CA 94607

Vaccine type: Dose: Manufacturer:

Lot #: Expiration Date: Injection Site:

Clinic/Site Name and City Credential:
Dispensing Health Care Provider’s Name and Signature: MD RN LVN NP/PA Paramedic

Name: Signature: DATE:




