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(Insert organization name)

Fixed Facility Oral Medication 
Distribution Plan
(Organization name)
MEDICATION DISTRUBTION PLAN

Goal of the Program

The goal of the program is to establish the procedure for the pick-up and distribution by (organization name) of medication for all employees, family members and patients/residents in the event of a public health emergency.  
Scope of Distribution

This plan will be activated by Monmouth County Office of Emergency Management, in conjunction with the Monmouth County Health Department, during a declared Public Health Emergency. This will allow for the prompt distribution of medication to employees, household members and their residents (if applicable).   

Contact Person
 (Name/Title) will serve as the Medication Distribution Program Manager and point of contact for  (Organization Name), to the Monmouth County Health Department. In their absence, (Name/Title of alternate) will direct the program. It is recommended that (Title of person) appoint a team of employees (list name/titles below) to assist with program.  
1. ________________________________________________________________
2. ________________________________________________________________
3. ________________________________________________________________
4. ________________________________________________________________
Responsibilities
This plan will be reviewed annually and revised, if necessary, by the Medication Distribution Manager

(Organization Name) must complete the Fixed Facility Prophylaxis Request Form (Appendix A pg.5) and send (updated yearly) Form to the Monmouth County Health Department.

Memorandum of Agreement (Appendix B pgs.6-9) Update only when necessary 

All staff participating in the distribution of the medication must understand their roles and be prepared to activate the distribution process of the medication during an emergency once it is retrieved or received by (Organization Name). 
Recipients of medication must determine if they can safely consume Doxycycline or Ciprofloxin prior to the day of an event. If they are unsure, they must consult their Physician. If either medication is unsafe for them, they should prepare in advance to seek an alternate medication.  

Employee Program Education

The Education Program will be conducted by the (title of person) or (designee).  This plan will be reviewed and updated annually with employees of the (Organization Name).  
Activation Procedure

1. The Monmouth County Health Department will initiate the Fixed Facility Distribution Plan through the Monmouth County OEM
2. Monmouth County OEM will activate the Medication Distribution Plan.
3. (Title of person) representing (Organization Name) will receive an alert message from the Local Information Network & Communication System (LINCS) coordinator
4. Information will include an update of the public health emergency and information on the medication pick- up locations and times.
Identify three persons authorized to receive and distribute medications (24/7 contact info required)
	Authorized Personnel*
	Title
	Telephone/E-mail 

	1 
	
	

	
	
	

	2 
	
	

	
	
	

	3 
	
	

	
	
	


(Organization Name) is responsible for contacting their employees to implement this plan. Please have an updated resident and/or employee list available in your plan to enable you to accurately track the distribution of the medication.

Medication Receipt Procedure

(Organization Name) is responsible for arranging the receipt of their pre-determined portion of the medication. Explain procedure for receiving medication from your local Office of Emergency Management. 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Medication Distribution Procedure
(Organization Name) is responsible for distributing the medication to its employees. Explain procedure for distributing the medication.

 Include how you will notify employees and the location (building name and address) where employees will report to pick-up their medication. Identify staff assigned to assist. 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Security

The following security personnel (1-2 people) will be stationed at the medication distribution area and any area deemed necessary.


NAME:  ________________________________________________________________
Contact Information: ____________________________________________

NAME:  ________________________________________________________________
Contact Information: ____________________________________________
Material Recovery

Undistributed medication will be properly (temperature sensitive) secured in the (location) until arrangements are made by the Medication Distribution Manager for return to the Monmouth County Health Department.  

Appendix A
Fixed Facility Medication Request Form TC "Appendix 1A: Fixed Facility Prophylaxis Request Form" \f C \l "2" 
Facility Name: _____________________________________ Date: ______________________
Address: __________________________________________Town: ______________________

Phone: ____________________________________________Fax: _______________________

Other facilities covered by this agreement: ______________________________________________________________________________
______________________________________________________________________________
Daytime Contact: _________________________________ Phone: ___________________

             Cell Phone: __________________________________________________________
           
        E-mail: __________________________________________________________
Secondary Contact: _______________________________ Phone: ____________________
Off Hours Contact: ________________________________Phone: ____________________
              Cell Phone: __________________________________________________________
                    E-mail: ___________________________________________________________         

Additional Numbers: _________________________________________________________
Alternate Contact: ___________________________Phone: __________________________

           
    Cell Phone: __________________________________________________________
                      E-mail: ___________________________________________________________
Total # of Employees/family members/residents needing medication: ____________
______________________________________________________________________________
Person(s) responsible to receive medication: (at least 3 people)

(Name)









(Number)
(Name)









(Number)
(Name)









(Number)
Specify exact location at your facility where medication will be stored: 
____________________________________________________________________________________________________________________________________________________________
Program Manager: __________________________________Cell: ______________________





(Name)

Other Information: ____________________________________________________________
APPENDIX B

Agreement With

The Monmouth County LINCS Agency, Monmouth County Office of Emergency Management,
Local Health Departments, 

And

Private Facility Representatives for Mass Prophylaxis/Vaccinations in

Fixed Facilities

WHEREAS professional and support staff from the public and private sector represent the frontline resources and local foundation for preparedness and response to public health threats and emergencies, as well as for local public health system assessment and planning, in accordance with good public health practices, and 

WHEREAS during any such emergencies, personnel and facilities must be identified as being available to the greatest extent possible, to be used to dispense prophylactic medications and/or vaccinations to prevent illness and stop the spread of disease, and

WHEREAS the Public Health Emergency Response Plan, requires the identification of private and public facilities which can be used on a temporary basis, in emergent situations, such as natural disasters or bioterrorism attacks, to provide mass distribution sites for medications/vaccinations, and 

WHEREAS it is critical that these resources and their capacities and performance be thoroughly prepared for, and on call, as a recognized community resource to ensure the safety and welfare of the public, and  

WHEREAS these facilities are being identified, coordinated and their capabilities enhanced in close collaboration with the Monmouth County Health Department LINCS agency, local health department, the New Jersey Department of Health and other public health care partners within each local region and on a statewide basis as part of the Public Health Emergency Response Plan to provide the appropriate medical services within the local region and the State of New Jersey.

NOW THEREFORE, the parties identified below agree:
1. In the event of a bioterrorism or a natural occurring emergency, which occurs within the jurisdiction of Monmouth County, the Primary Public Health Official named herein and/or designee will contact the principal of the facility or facilities, also named herein.  

2. Each participating facility shall provide around-the-clock emergency telephone numbers for at least three contact persons.  This facility information will be provided in writing to the Monmouth County Health Department LINCS agency designated below.  

3. All security during this time of need shall be provided by the participating facility

We, the undersigned agree for the benefit of our community, to be partners to the greatest extent possible, in the event of a public health emergency, and have read and agree to the terms of this Emergency Facility Access Agreement:

Representing Facility: __________________________________________________________


Name: _________________________________


Address: _______________________________


 ______________________________________


 ______________________________________


Primary Phone: __________________________


Secondary Phone: ________________________








____________________________________

Administrative Signature of Representative 








____________________________________

Date:

Representing Facility: __________________________________________________________

(Alternate)

Name: _________________________________

Address: _______________________________

 ______________________________________

 ______________________________________

Primary Phone: __________________________

Secondary Phone: ________________________

__________________________________

Administrative Signature of Secondary Representative

__________________________________

Date:
LINCS Health Officer: Monmouth County Health Department

(Primary Public Health Official)

Name: _________________________________

Address: _______________________________

 ______________________________________

 ______________________________________

Primary Phone: __________________________

Secondary Phone: ________________________








___________________________________
Signature LINCS Health Officer 








___________________________________

Date:

Monmouth County OEM Coordinator
Name: _________________________________

Address: _______________________________

 ______________________________________

 ______________________________________

Primary Phone: __________________________

Secondary Phone: ________________________








_________________________________


 





Signature County OEM Coordinator








_________________________________

Date:

Local Health Officer

Name: _________________________________

Address: _______________________________

 ______________________________________

 ______________________________________

Primary Phone: __________________________

Secondary Phone: ________________________







____________________________________







Signature Local Health Officer

Appendix C
Monmouth County Department of Health

Chain of Custody Form
	Item Number


	Item Description
	Quantity
	Units (#/case)
	Lot #
	Lot expiration
	Item  category
	Comments

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


Relinquished By: ________________________________ Date: _________________________Time: __________

Received By:   _________________________________   Date: _________________________Time: __________    

Delivery To: __________________________________________________________________________________


(Facility name and address)

Received By:   ___________________________________ Date: ________________________ Time: __________
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