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Department of Health
2025/26 Seasonal Influenza Vaccination School Outreach Programme
Public-Private-Partnership Vaccination Teams
Clinical Waste Temporary Storage Handover Form

Notes:

1. This form is only applicable to the condition that same day collection by licensed clinical waste collector

immediately after the activities cannot be arranged. Vaccination team shall keep original copy while school

shall keep a copy of the completed form for their record.

2. Clinical waste should store properly in the temporary storage area, until collection by licensed clinical waste

collectors. For more details, please refer to Schools’ Guide part 4.

3. School staff please verify the number and weight of the sharps box(es), sign and stamp the clinical waste

transport record for confirmation.

Part A: Contact Information

Name of Participating Doctor:

Service Provider ID:

Name of Medical Organisation:

Name of School:

School Code:

Date of Handover:

NS, AR WD

Part B: Details of Handover of Clinical Waste

Estimated Sharps Containers Collection Date:

Vaccination Activity

(Please put a "v'"" as appropriate)

No. of Sharps Box(es)

OFirst Dose (Day 1)

OSecond Dose (Day 1)

OFirst Dose (Day 2) (For Primary Schools only)

unit(s)

Part C: Signature of Medical Organisation and School Representative

To be filled by staff of Medical Organisation

Signature:

Name:

Position:

Tel:

Chop

To be filled by School Representative

Signature

Name:

Position:

Tel:

Chop



