									Local Distribution Site Medication POD Pick List


Name of the POD _________________________________________________ 
[bookmark: _GoBack]Address of the POD ________________________________________________
Date ___________Time___________ am/pm
Open or Closed POD (circle applicable)             Discussed POD site with POD Liaison   YES   or   NO


Initial Supplies or Reorder (circle applicable)    Supplies required for                            clients.
How many hours are present supplies sufficient? ______ 
Name of Pick Lead ____________________________________________ Initials _________
Assigned Repackager __________________________________________ Initials _________  
	Medication 
	Quantity Required  
	Pallet #
	Quantity Packed 
# Of Doses
	Name Of Repackager  and Initials
	Pick List POD Name Attached Date/Time
	Pick Lead Check Initial

	
	# of doses
	Manufacturer Name
	
	
	
	
	

	
	
	Lot Number
	
	
	
	
	

	Doxycycline
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	Ciprofloxacin
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	Amoxicillin
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	



	Supplies
	Estimation Number
	Quantity Required
	Pallet Number
	Quantity Packed
	Pick Number Attached
	Date and Time
	Name Of Repackager


	Consent Forms
	
	
	
	
	
	
	

	Disease Fact Sheets
	
	
	
	
	
	
	

	Drug Fact Sheets
Doxycycline
	
	
	
	
	
	
	

	Drug Fact Sheets Ciprofloxacin
	
	
	
	
	
	
	

	Drug Fact Sheets Amoxicillin
	
	
	
	
	
	
	

	Pediatric Dosing Instruction Sheet
	
	
	
	
	
	
	

	Facial Tissues
	
	
	
	
	
	
	

	Surface Sanitizer
	
	
	
	
	
	
	

	Pens/highlighters

	
	
	
	
	
	
	

	Hand Sanitizer
	
	
	
	
	
	
	

	Gloves 
Small
	
	
	
	
	
	
	

	Gloves 
Medium
	
	
	
	
	
	
	

	Gloves 
Large
	
	
	
	
	
	
	

	Latex Free Gloves Small
	
	
	
	
	
	
	

	Latex Free Gloves Medium
	
	
	
	
	
	
	

	Latex Free Gloves Large
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	



Approved by Pick Lead _______________________________Date_________ Time________
