	
	(YOUR COUNTY HERE)
Health Department SNS Distribution 
Chain of Custody Form
	YOUR HEALTH DEPARTMENT AND ADDRESS HERE


The (YOUR HEALTH DEPARTMENT NAME HERE) Health Department hereby transfers medical materials from the county into the custody and control of the receiving authority below. By signing this transfer form, the receiving authority acknowledges receipt of the medical materials listed. The receiving authority accepts full responsibility for the material entrusted into its possession and agrees to abide by the terms, conditions, and responsibilities, of all its applicable agreements between the health department, applicable state and federal laws, and local authorities.
	Distributing Organization
	Contact Name
	Contact Phone #

	
	
	


                                                                                            If Asset is a Medication or Vaccine
	Description of Contents
	# units
	Dose (mg)
	Lot #
	Temperature
	Comments

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


	Receiving organization
	Date
	Time
	Accepted by ( printed name)

( Must be Licensed Medical person or Designee)
	Signature

	
	
	
	
	


	Delivered By ( printed name)
	Signature
	Date 
	Time

	
	
	
	


One copy of this form shall be kept at the (YOUR HEALTH DEPARTMENT NAME HERE) Health Department and one copy given to the Receiving Organization.

YOUR LOGO HERE








