% COVID-19 VACCINATION REQUEST FORM

E For Community Healthcare Providers and Staff
QUEEN'S NORTH HAWAI'

COMMUNITY HOSPITAL and First Responders

Organization or Provider Name

Point of Contact Name

Point of Contact Phone Number

Point of Contact Email

Please list members of your group interested in receiving the COVID-19 vaccination:

Please email this completed form to QNHCHVaccine@Queens.Org
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