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Order Date:


     
Requesting Organization:
     
Program: 



     
Shipping Address:

     
City:



         State: MA  
Zip Code:      
Contact Person: 

     
Phone: 



          Email Address:      
Deliveries cannot be made to P.O. Boxes or Residential Addresses

What are your hours

to receive deliveries? 

 FORMCHECKBOX 
Mon-Fri, 9-5   FORMCHECKBOX 
Mon-Fri, 8-4  FORMCHECKBOX 
Other   List Day/Hours     
Are you closed for lunch?   
 FORMCHECKBOX 
Yes      FORMCHECKBOX 
No   If Yes, list time(s) closed     
Special delivery information:     

Enter quantity of requested condoms and supplies.  Many items have expiration dates do not order more than a year’s supply.

Male Condoms:  Lubricated:   case(s)           
      Dry:   cases(s)                 


Bleach Kits:             English:   case(s)  

Spanish:   case(s) 

   Portuguese:   case(s)


Other Supplies:    Lubricant:   case(s)


                Female Reality Condoms:   case(s)


Describe your program’s client population.
     

What is the total number of clients served?      

Is this number:   FORMCHECKBOX 
Actual
 FORMCHECKBOX 
Estimated


Population Risk Categories:  Select all categories served by your organization.
 FORMCHECKBOX 
Men who have sex with Men (MSM)



 FORMCHECKBOX 
 Injection Drug User (IDU)

 FORMCHECKBOX 
Men who have sex with Men/Injection Drug User

 FORMCHECKBOX 
Sexual Partner of Injection Drug User
 FORMCHECKBOX 
HIV+


 FORMCHECKBOX 
Sexual Partner of HIV+

 FORMCHECKBOX 
Heterosexual

Office of HIV/AIDS Condom and Supplies Order Form
What type of program/organization are you?  (Select one)
 FORMCHECKBOX 
AIDS Service Organization

 FORMCHECKBOX 
City, State or Local Government
 FORMCHECKBOX 
College/University

 FORMCHECKBOX 
Community Health Center


 FORMCHECKBOX 
Corrections Program

 FORMCHECKBOX 
Hospital

 FORMCHECKBOX 
Needle Exchange Program


 FORMCHECKBOX 
Secondary School


 FORMCHECKBOX 
Shelter

 FORMCHECKBOX 
Social Service Organization






 FORMCHECKBOX 
STI Clinic




 FORMCHECKBOX 
Substance Abuse Treatment/Residential Program




 FORMCHECKBOX 
Other


Does your organization currently receive funding from the Office of

HIV/AIDS at the Department of Public Health?




 FORMCHECKBOX 
Yes

 FORMCHECKBOX 
No


Does any part of your organization have a contract with the Office of

HIV/AIDS Counseling, Testing and Referral or Prevention & Education

programs and therefore already receive an allocation of supplies?


 FORMCHECKBOX 
Yes

 FORMCHECKBOX 
No


How will your organization/program make use of the medical supplies you are requesting?

     
To E-Mail: Save form and submit as an attachment.  E-Mail completed form to: aids.dph@state.ma.us 
To FAX: Print Form and Fax to 617-624-5399

To Mail:  Supplies Distribution, MDPH Office of HIV/AIDS, 250 Washington St. 3rd Fl., Boston MA 02108

MDPH USE ONLY   Received from Program:     

Sent to Distributor:     
Massachusetts Department of Public Health


Office of HIV/AIDS
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Ver 3





This form must be filled out completely before order can be processed.


Type your responses in the grey boxes using Microsoft Word.  Click on check boxes to select.








1 case    


= 1000





1 case   


= 1000





1 case    


= 100





1 case    


= 100





1 case    


= 100





1 bag    


= 100





1 case    


= 100
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