Has the site been signed off by the DHB CE?

Please tick if yes

Location details section

Please attach a copy of signed authorisation

yQOd Please tick to confirm

Site Only complete Section A if a site is being set up. Note: Sites are where vaccines are administered
DHB Enter the DHB in which the vaccination facility/site is located
Site name Please provide the site name

Site address

Please provide the delivery address. Please include floor number/building number/gate number
if relevant.

Confirm

Suburb and post code of this site

City

Enter city in which this site is located

Site type details

Please tick

Is this vaccination site also a facility? YO N O

Vaccine type

O Covid-19 O Influenza [ Both Covid-19 & Influenza

Site type O GP [ Hospital [ Marae [ Off-Site [1 On-Site [ Mobile or Pop-up Site (short term

Please tick vaccination site) (1 Mass Vaccination Event [ Permanent Vaccination Centre (long term
vaccination site) (1 Drive-Through [ School [0 Community Pharmacy [ Urgent Care Clinic
O Residential Facilities (e.g. Aged Care Facility, Residential Care etc.) [0 Place of Worship
0 Workplace (Vaccination for staff and whanau) [ Bus [ Other:

Equity focus O Not applicable [ Maori O Pacific Island [ Disability [ Mixed

The following information

relates to the Provider(s) responsible for the site.

Primary Provider name

Please provide the name of the primary provider

Provider type

0 DHB [ Occupational Health O Community Pharmacy [ GP O PHO [ Hauora
O Pacific Health Provider [ Urgent Care Facility (0 Other If other, please add details

Provider equity focus

O No Specific Equity Focus (General population) [0 Maori [ Pacific Island [ Disability

Collaborating provider
name

Please provide the name of the collaborating provider (if applicable)

Collaborating provider
type

0 DHB [ Occupational Health O Community Pharmacy [ GP O PHO [ Hauora
O Pacific Health Provider [ Urgent Care Facility [J Other If other, please add details

Collaborating provider
equity focus

0 No Specific Equity Focus (General population) [ Maori [ Pacific Island [ Disability
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Facility details section New site set up — part two of three

Facility  Please provide Facility or Associated Facility details.
Note: Facilities are where vaccines are shipped, stored and distributed to sites.

|
‘ DHB Please provide the DHB where the facility is located
|
‘ Facility name Please provide the facility name if different to site name in Section A
|
‘ Facility type Please provide the facility type, such as hospital, pharmacy, clinic
>
£
TG“ ‘ Facility address Please include suburb, city and postcode
o
Delivery address Please advise the delivery address - include floor number/building number/gate number if
(if different from relevant.
facility address)
|
‘ Facility ID (HPI ID) What is this facility's ID (if unknown, state ‘'unknown’)

Delivery information

Please provide the available delivery times for the facility, such as 7am to 5pm, Monday to Sunday.

Available | 0 Mon O Tue O Wed O Thu O Fri [ Sat [ Sun
delivery
times

AM  PM AM PM AM PM AM PM AM PM AM | PM | AM | PM

Delivery | Please add any comments which may assist the delivery driver in successfully
Notes
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Storage, capacity, and contact details New site set up — part three of three

|
Which of the following storage accreditations does the facility provide?
|

Ultra-cold (-70C) YO NO | Ifyes, please provide details of how many vials can be stored
Frozen (-20C) YO NO | Ifyes, please provide details of how many vials can be stored
Cold chain (2-8C) YO NO | Ifyes, please provide details of how many vials can be stored
Cold chain (2-8C) Expiry Date: [DD/MM/YYYY]

accreditation expiry date

Back-up fridge location [Please enter name and address of alternative location]

Ambient YO NO | Ifyes, please provide details of how many vials can be stored
Consumables YO NO | Ifyes, please provide storage details

Is there a data logger YO NO | Ifyes, please provide details about brand/type

reader at location?

Pay per dose contract

Pay per dose contract number If this contract is a Pay per Dose contract — Please provide the contract number.

Regional Anniversary In which region will you be observing Regional Anniversary days?

Pay per dose contract

Named role Please confirm the named role at this vaccination facility/site who will be available and is
authorised to receive the vaccine/consumables upon delivery, for example lead nurse, clinic
manager.

Named role Name Confirm name

name and contact phone

number/s Phone Confirm phone number/s

Alternate Name Confirm name alternate 1

Name and contact phone

number/s Phone Confirm phone number/s alternate 1

of other team members

who fit the named role Name Confirm name alternate 2
Phone Confirm phone number/s alternate 2

Completed/signed by

Name Add name

Title Add title

Signature Insert signature
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