[bookmark: _GoBack]Child Care Connection MASK Distribution Survey

*PLEASE PRINT
Date of Request: _____/______/_______	

Provider/Program____________________________________________________Name______________________________________________________________
Care Address:_______________________________________________________

City: _________________Zip Code________

Phone: _______________________Email: _________________@_____________
Do you provide care at multiple locations (centers)?  YES     NO   
If yes, how many sites: ______  and where:
_________________________________________________________________________________________________________________________________________________________________________________________________________
Number of children served: ____________________________________________

Number of Masks Requested: __________________________________________


*BRING THIS COMPLETED FORM TO THE DRIVE THRU OR COMPLETE A FORM ONSITE


IN OFFICE ONLY: 

Date of Distribution: ____/____/____
Method of Delivery:  Pick Up    or Shipped
Number of Masks provided: ______________________
Staff Completing: _______________________________
