
Arizona Vaccines for Children Program

Power Outage Report

Date of Report:                                                 Time of Report:                           VFC Representative Completing Form:                                  
Name of Facility/Provider                                                                                                                                PIN:                     
Contact Person:                                                                       Phone:                            
Type of Outage
Outside Power Failure



Yes    No

Unit Unplugged




Yes    No

Circuit Breaker Shut Off



Yes    No

Unit Break Down




Yes    No

Date and time of the last temperature reading:__________________________________________

Last recorded temperature reading in refrigerator:__________________________________________

Last recorded temperature reading in freezer:__________________________________________

Length of time power disrupted:__________________________________________

Current Temperature of Refrigerator:__________________________________________
         






Current Temperature of Freezer:__________________________________________

Are there water bottles in the Refrigerator?


Yes
No

Are there ice packs in the freezer?



Yes
No

How does the refrigerator vaccine feel?


Warm
Cool 

Frozen

How does the freezer vaccine feel?



Warm
Cool

Frozen

Does the office have an emergency plan in place?

Yes
No

Has the manufacturer been called (by provider)?

Yes
No

Action Taken

Was vaccine returned?





Yes
No
Was replacement Vaccine shipped?



Yes
No
If yes, date
:                                          
Was provider billed for vaccine wasted?



Yes
No     
If yes, amount :                                          
Is a letter on file from provider?                


Yes
No

Was CDC contacted?





Yes
No
Why

:                                          
Supervisor Signature:_________________________________      Date:_______________________
Physical Vaccine Inventory
Power Outage

Date Inventory Taken:                                                                                       
Person Completing Inventory:                                            Supervisor:                        

Name of Facility/Provider                                                                                   
PIN:_____________________                     

Contact Person:                  




Phone: 


Fax:                                            

	Vaccine
	Manufacturer
	Lot #
	Doses

on Hand
	CDC

Contacted
	Manufacturer

called
	Disposition
	Comments

	
	
	
	
	Yes
	No
	Yes
	No
	Viable
	Non-Viable
	

	DTAP
	
	
	
	
	
	
	
	
	
	

	DTaP
	
	
	
	
	
	
	
	
	
	

	DT (peds)
	
	
	
	
	
	
	
	
	
	

	Td (>7 yrs)
	
	
	
	
	
	
	
	
	
	

	DTaP/HB/IP
	
	
	
	
	
	
	
	
	
	

	Hib
	
	
	
	
	
	
	
	
	
	

	Hib
	
	
	
	
	
	
	
	
	
	

	Hep B-Hib
	
	
	
	
	
	
	
	
	
	

	Influenza
	
	
	
	
	
	
	
	
	
	

	E-IPV
	
	
	
	
	
	
	
	
	
	

	MMR
	
	
	
	
	
	
	
	
	
	

	MMR
	
	
	
	
	
	
	
	
	
	

	Hep B
	
	
	
	
	
	
	
	
	
	

	Hep B 
	
	
	
	
	
	
	
	
	
	

	Hep B 
	
	
	
	
	
	
	
	
	
	

	Hep B
	
	
	
	
	
	
	
	
	
	

	Hep A
	
	
	
	
	
	
	
	
	
	

	Varicella
	
	
	
	
	
	
	
	
	
	

	PCV 7
	
	
	
	
	
	
	
	
	
	

	PPV 23
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