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St John Ambulance
INTERNAL CLINICAL WASTE TRANSFER NOTICE

Producer Details

Name of Contact ___________________________________________

Division               ____________________________________________

Delivery Date      ____________________________________________

DETAILS

	Waste item/bag No
	Substance  / Material
	Quantity

	
	
	


Delivery and Collection Details

Delivery Accepted By ____________________________________

Signature                  ____________________________________

Date                         ____________________________________

THIS FORM MUST ACCOMPANY ALL CLINICAL WASTE BEING TRANSFERRED TO COUNTY HEADQUARTERS OTHERWISE IT CANNOT BE ACCEPTED.
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