
Oregon Immunization Program
NON-VIABLE Vaccine Return Form

Instructions:
· Fill this form out electronically, making sure to complete all fields except those marked as “State Use Only”.
· Email or fax a copy of the completed form to shelby.a.williams@state.or.us or (971) 673-2465.
· Print a copy of this return form and package with the non-viable vaccine for return. Use the return label, when it arrives, to send the package to McKesson via UPS.  McKesson covers the shipping costs.

	For Return Labels:
|_|	Please have my return label emailed to my organization’s Physician on record in ALERT. 

|_|	Please send return label via USPS addressed to ATTN VFC VACCINE CONTACT.  
Notify staff that receive the mail a vaccine return label is on the way.  It will be addressed to ATTN: VFC VACCINE CONTACT.  (Sample vaccine return label envelope on reverse).


	PROVIDER INFORMATION

	Clinic Name
[bookmark: Text1]     
	VFC PIN
     

	Clinic Street Address
     
	City
     
	Zip Code
     

	Responsible Provider
     
	Phone 
     

	Billing Address (If different than Clinic Address)
     
	City
     
	Zip Code
     

	
NON-VIABLE VACCINE

	Vaccine Trade Name
	# of Doses
	Lot #
	Box NDC #
	Manufacturer
	Expiration Date
	Explanation
	State Use Only
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Short-Dated Vaccine Loss 
If vaccine waste was due to short-dated stock received from another VFC clinic, please mark those doses as “Short-Dated” and include the name of the transferring clinic below: 

Clinic name:                                                              VFC Pin#:           Date of transfer:      



COMPLETED BY:      					DATE:      




Return Label Envelope
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Return Label for Expired Vaccines





