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Government of Ontario
Ministry of Health
Vaccine Policy and Programs Branch 
Office of Chief Medical Officer of Health, Public Health
Prequalification Form for Organizations Requesting Publicly Funded Influenza Vaccine for the 2024/2025 Universal Influenza Immunization Program (UIIP)
Submission deadline: June 30, 2024 11:59 pm EST ("Deadline Date") 
Form Requirements
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Form Requirements***
Form Requirements*** (***Note in this Prequalification Form, the term “I”, “me” or “my” refers to the organization which you represent and is intended to refer to all persons in your organization. If you sign this Prequalification Form, you must have authority from your organization to do so and must be able to bind your organization to the requirements as set out in this Form.} 
1.         I agree that if any of the following statements apply to my organization, I shall contact my local public health unit for information on how to obtain publicly funded influenza vaccine for the 2024/2025 UIIP:
         a.         My organization is already in receipt of publicly funded vaccine(s) other than publicly funded influenza vaccine.
         b.         I receive reimbursement for administering publicly funded influenza doses administered through the Ontario Health Insurance Plan (OHIP);
         c.         My organization will hire/invite another organization/health care provider to handle, store and/or administer publicly funded influenza vaccine;
         d.         I am one of the following organizations:
         •                  Community Health Centre (CHC);
         •                  Family Health Team (FHT);
         •                  Federal or provincial correctional or youth justice facility;
         •                  Home and Community Care Support Services / Ontario Health atHome (Government of Ontario Crown agency);
         •                  Long-Term Care Home (LTCH);
         •                  Public Hospital; or
         •                  Pharmacy (submit a User Agreement, which can be found at www.ontario.ca/page/universal-influenza-immunization-program) 
2.         
3.         Select the box that most appropriately describes your organization: *
Application Submission
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Application Submission
4.         I shall ensure that my completed Prequalification Form is:
         •         Current (i.e., 2024/2025 version);
         •         Completed electronically using Adobe Acrobat Reader software; and
         •         Submitted according to the instructions detailed on the ministry’s UIIP website on or prior to the June 30, 2024 deadline (“Deadline Date”).
5.         I agree that the Ministry of Health (“the ministry”) will not accept Prequalification Forms that do not meet the requirements (as stipulated in paragraph 4), including:
         •         Forms submitted by email attachment, mail, courier or fax; or
         •         Previous versions of the Prequalification Form (e.g., 2023/2024 or earlier).
6.         I agree that should my Prequalification Form be submitted after the Deadline Date it will not be accepted, unless the ministry determines, in its sole discretion:
         •         that individuals requiring influenza immunizations are institution or home bound; and
         •         submission occurs prior to October 31, 2024.
In these events, I agree that the ministry will specify a revised submission deadline for the Prequalification Form with which I agree to comply. If I fail to meet the revised submission deadline provided by the ministry, I agree that I will not be permitted to resubmit my Prequalification Form.
Ministry communication to inquiries and submitted Prequalification Forms
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Ministry communication to inquiries and submitted Prequalification Forms
7.         I agree that all emails inquiries submitted to the ministry at UIIP.MOH@ontario.ca shall receive an email response within two (2) business days.
8.          I agree that all submitted Prequalification Forms will receive two (2) emails within two (2) business days confirming: 
         •         A tracking number at the time of submission; and
         •         The status of my Prequalification Form, specifically that my application has been reviewed to determine if it is complete or incomplete.
9.         I shall notify the ministry at UIIP.MOH@ontario.ca if I do not receive a response from the ministry within two (2) business days (as stipulated in paragraph 7 and 8).
General
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General
10.         I shall ensure publicly funded influenza vaccines that are received as a part of the ministry’s UIIP shall be administered by authorized individuals (as stipulated in paragraph 23) to persons who are six (6) months of age and older and who live, work or attend school in Ontario, unless medically contraindicated based on an individual clinical assessment (“eligible recipients”).
11.         I shall ensure that publicly funded influenza vaccines are administered free of charge to all eligible recipients.
12.         I shall ensure that all adverse events following immunization (AEFIs) are reported to the local medical officer of health as required by the Health Protection and Promotion Act within seven (7) days after the reportable event is recognized by completing the AEFI report form located on Public Health Ontario's website.
13.         I shall act in accordance with any direction in writing from the ministry respecting the timing and manner of immunization of all eligible recipients receiving the publicly funded influenza vaccine, including high risk persons, other categories as identified by the ministry, and the general population.
14.         I shall provide the ministry with any information that may be requested in connection with the administration of publicly funded influenza vaccines as part of the UIIP. I shall provide this information to the ministry according to the timeline and manner requested by the ministry. I agree that this information will be used for purposes as authorized by the Health Protection and Promotion Act and in accordance with the Personal Health Information Protection Act, 2004.
Vaccine Storage and Handling Requirements
0,0,0
normal
runScript
xfa.form.eForm.variables.oUtility.goBookMark(xfa.form.eForm.Page.Body.VacineStorage.sectionHeader5.subHeader.somExpression)
Vaccine Storage and Handling Requirements
15.         I shall follow the ministry's Vaccine Storage and Handling Guidelines.
16.         I shall not remove publicly funded influenza vaccine from the physical boundaries of my organization (as provided in paragraph 18) unless the requirements in paragraph 27 are met.
17.         I shall ensure that my vaccine refrigerator(s) that will be storing publicly funded influenza vaccines (as provided in paragraph 18) are:
         •         physically located within the geographical boundaries of my local public health unit;
         •         physically located within my organization’s premises;
         •         not located in a private dwelling house, a community pharmacy or a remote dispensing location;
         •         monitored by my employees;
         •         equipped with a calibrated digital temperature monitoring device;
         •         not used to store publicly funded vaccine that I have not ordered/received for my organization location; and
         •         not leased from or shared with another provider/organization.
18.         I shall provide the details below of the organization’s vaccine refrigerator(s) that could be used to store publicly funded vaccine. I shall notify the ministry at UIIP.MOH@ontario.ca should any of the information contained within this paragraph (paragraph 18) change while this Prequalification Form is in effect.
Fields marked with an asterisk (*) are mandatory.
Location of Refrigerator(s)
Address
Designated Manager 
Organization Contact Information
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Organization Contact Information
19.         I shall provide the contact information for the individual(s) at my organization who will be primarily responsible for the storage and handling of publicly funded influenza vaccines. I shall have an active email account that is able to receive email from the ministry and the local public health unit. I shall notify the ministry at UIIP.MOH@ontario.ca should any of the information contained within this paragraph (paragraph 19) change while this Prequalification Form is in effect.
Fields marked with an asterisk (*) are mandatory.
Primary contact at organization
Secondary contact at organization 
20.         I agree that the ministry will disclose the vaccine refrigerator(s) information (provided in paragraph 18) and the contact information (provided in paragraph 19) to my local public health unit, where my organization is located, who will be conducting the required cold chain inspection of my vaccine refrigerator(s).
Medical Directive and/or Orders
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Medical Directive and/or Orders
21.         Select a or b as it applies to your organization *
Fields marked with an asterisk (*) are mandatory.
Affiliated Physician or Nurse Practitioner
22.         If my organization is a paramedic service, I agree that the affiliated physician or nurse practitioner as stipulated in paragraph 21a is not a Base Hospital Physician under the Ambulance Act.
23.         I shall ensure that publicly funded influenza vaccine will be administered by: 
         •         regulated health professionals who are employed by my organization and are authorized to administer influenza vaccine;
         •         paramedics not providing, or on-call to provide, ambulance services; and/or 
         •         regulated health professionals that have been delegated in accordance with the Medicine Act, the Nursing Act and the Regulated Health Professions Act. The regulated health professionals that are authorized to delegate controlled acts include but are not limited to members of the College of Physicians and Surgeons of Ontario (CPSO) and the College of Nurses of Ontario (CNO).
24.         I agree that in order to store publicly funded influenza vaccine, I shall employ at least one (1) paramedic not providing, or on-call to provide ambulance services, or regulated health professional who is authorized by the Regulated Health Professions Act to administer influenza vaccine. I shall contact my local public health unit and the ministry immediately, or at the latest within one (1) business day, if I no longer have at least one (1) paramedic not providing, or on-call to provide ambulance services, or a regulated health professional who can administer influenza vaccine employed at my organization at any time.
25.         I agree that publicly funded influenza vaccine will only be administered within the geographical boundaries of my local public health unit.
26.         For organizations except for health care agencies and paramedic services: I shall only administer publicly funded influenza vaccines within the physical boundaries of my organization.
27.         For health care agencies and paramedic services only: I shall only administer publicly funded influenza vaccines within the physical boundaries of my organization or within the physical boundaries of the organization that has retained my immunization services.
Publicly Funded Influenza Vaccine Availability and Ordering
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Publicly Funded Influenza Vaccine Availability and Ordering
28.         I agree that publicly funded vaccine that is ordered and received by my organization location (as stipulated in paragraph 18) are administered by authorized health professionals (as stipulated in paragraph 23) employed at my organization. I shall ensure that authorized health professionals (as stipulated in paragraph 23) employed at my organization location (as stipulated in paragraph 18) will not administer vaccine that was ordered and received by another organization.
29.         I agree that publicly funded vaccine that is ordered and received by my organization location (as stipulated in paragraph 18) is solely intended for use by this location and will not be given (including leased, loaned, shared or otherwise provided) to:
         •         Any other location within my organization; and/or
         •         Any other health care provider or organization I am and/or my organization is affiliated with.
30.         I agree that there may be unanticipated restrictions on the availability of publicly funded influenza vaccines and/or delays in vaccine delivery. I agree that my organization is not entitled to receipt of publicly funded influenza vaccine on any particular timeline.
31.         I agree that the ministry is committed to minimizing vaccine wastage, specifically to meet the provincial target of 5% or less. I shall make every effort to assist the ministry with achieving this commitment by reducing vaccine wastage at my organization and to follow any ministry and/or local public health unit direction in this regard. I agree that failing to do so may result in the suspension of me or my organization from ordering publicly funded influenza vaccine.
32.         I agree to return vaccine wastage (i.e. any vaccine that cannot be used) at the request of the ministry or local public health unit as per provincial requirements.
33.         I agree to reimburse the ministry for the cost of any part of the vaccine inventory that is lost due to or relating to the negligence or willful misconduct of my organization, its employees or any person for whom the organization is responsible at law in performing their obligations in relation to the UIIP.
Legal
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Legal
34.         I agree that His Majesty the King in right of Ontario as represented by the Minister of Health and its officers, employees and agents shall not be liable to me or any of my personnel for any costs, losses, claims, liabilities and damages howsoever caused (including any incidental, indirect, special or consequential damages, injury or any loss of use or profit) arising out of or in any way related to my participation in the UIIP.
35.         I agree to indemnify and hold harmless His Majesty the King in right of Ontario as represented by the Minister of Health from and against any and all liability, loss, costs, damages and expenses (including legal, expert and consultant fees), causes of action, actions, claims, demands, lawsuits or other proceedings, by whomever made, sustained, incurred, brought or prosecuted, in any way arising out of or in connection with the administration of publicly funded influenza vaccine, unless solely caused by the negligence or willful misconduct of His Majesty the King in right of Ontario as represented by the Minister of Health.
36.         I agree that the ministry will not provide legal counsel or legal advice to my organization for any reason, including any questions about the Prequalification Form. I agree that I shall seek legal advice from my own legal counsel, if required.
Insurance
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Insurance
37.         I shall ensure that my organization that will be administering the publicly funded influenza vaccines has put in effect and shall maintain, at its own costs and expense, a policy of comprehensive general liability insurance providing coverage for a limit of not less than five million Canadian Dollars ($5,000,000 CAD) for each occurrence that will protect and save harmless my organization and employees and His Majesty the King in right of Ontario as represented by the Minister of Health in the case of an adverse event or lawsuit related to the storage, handling or administration of publicly funded influenza vaccines by my organization. The insurance policy must:
         •         Be effective during the time period from September 1, 2024 to August 31, 2025;
         •         Indicate the effective and expiry dates;
         •         Indicate the name of my organization; and
         •         Name His Majesty the King in right of Ontario as represented by the Minister of Health as an additional insured.
38.         I agree that if my insurance policy for my organization does not meet the criteria as stipulated in paragraph 37 my organization will not be able to obtain publicly funded influenza vaccines.
39.         I agree that statements of self-insurance will not be accepted as liability insurance.
Written Consent and Documentation
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Written Consent and Documentation
40.         I shall obtain, or ensure that anyone who is delegated the authority to immunize shall obtain, consent from each vaccine recipient in accordance with the Health Care Consent Act, 1996, and any applicable policies of the CPSO and CNO as a condition for administering publicly funded influenza vaccines.
41.         I shall retain records of every dose of publicly funded influenza vaccine administered. The record shall indicate, at minimum:
         •         Name, date of birth and address of the vaccine recipient;
         •         Name of vaccine administered, strength/dose (if applicable), lot number, expiry date, route and site of administration;
         •         Time, date and location where the vaccine was administered; and
         •         Name, organization address and signature of the person who administered the vaccine.
42.         I shall retain a record of the consent received (as stipulated in paragraph 40) and the record of influenza immunization (as stipulated in paragraph 41) as stipulated by the policies, standards and guidelines provided by the CNO and CPSO. These records shall be subject to review and audit by the ministry without prior notice, at any time during the retention period during regular business hours, at the ministry's own risk and expense, for no less than 10 years from the last recorded service provided to the vaccine recipient, or until 10 years after the day on which the vaccine recipient reached or would have reached the age of 18 years, whichever is longer ("retention period").
43.         I shall provide, or ensure that anyone whom is delegated the authority to immunize shall provide, a written or electronic record of the influenza immunization, which includes my organization's contact information (name of organization, telephone number, address) to each vaccine recipient.
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44.         I agree that my organization’s approval to participate in the UIIP is contingent on:
         a.         Submission of a completed 2024/2025 Prequalification Form;
         b.         Receipt of a ministry email confirming Prequalification Form submission;
         c.         A successful cold chain inspection from my local public health unit where my organization is located; and
         d.         Receipt of a ministry email confirming acceptance to participate in the 2024/2025 UIIP.
45.         I agree by submitting this Prequalification Form:
         •         That I have authority to bind my organization;
         •         That the information provided in this Prequalification Form is true and accurate;
         •         To contact the ministry and submit an updated Prequalification Form to UIIP.MOH@ontario.ca if any information provided in paragraphs 18, 19 or 45 of my Prequalification Form changes;
         •         To contact my local public health unit and the ministry immediately, or at the latest within one (1) business day, if I no longer have an affiliated physician or nurse practitioner who can provide a medical directive at any time (if 21a is selected);
         •         To contact my local public health unit and the ministry immediately, or at the latest within one (1) business day, if I no longer have at least one (1) paramedic not providing, or on-call to provide ambulance services, or a regulated health professional who can administer influenza vaccine employed at my organization at any time;
         •         That the ministry and/or my local public health unit, at their sole discretion, and for any reason, may suspend my organization from ordering additional publicly funded influenza vaccine at any time; and
         •         To comply with all the terms and conditions as set out in this Prequalification Form. Failure to comply with all terms and conditions may result in removal from the UIIP.
Fields marked with an asterisk (*) are mandatory.
Individual submitting Prequalification Form who is authorized to bind the organization
***Note in this Prequalification Form, the term “I”, “me” or “my” refers to the organization which you represent and is intended to refer to all persons in your organization. If you sign this Prequalification Form, you must have authority from your organization to do so and must be able to bind your organization to the requirements as set out in this Form. 
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