


MAINE SYRINGE SERVICE PROGRAM (SSP)
APPLICATION CHECKLIST


	REQUIREMENT
	CHECKLIST

	
	Included
	Missing
	Sufficient
	Deficient

	1. Name of SSP: ___________________________________________
	☐	☐	☐	☐
	2. Organization Type 
(Circle only one: 2a, 2b, or 2c):
a. Proprietary corporation: Full name and address of each person, firm or corporation having an ownership interest of 5% or more in the SSP.
b. Business entity: Full name and contact information of owner or each partner.
c. Not-for-profit: Full name and contact information of the President of the Board of Directors or appropriate municipal government representation. 
	☐	☐	☐	☐
	3. Administrator:
	☐	☐	☐	☐
	4. Description of Service Models 
(Circle all that apply: 4a, 4b, and 4c):
a. Brick-and-Mortar Sites
b. Mobile Sites
c. Delivery Services	
	☐	☐	☐	☐
	5. Biomedical Waste Generator Registration:
	☐	☐	☐	☐
	6. Municipal Zoning Compliance Demonstration:
	☐	☐	☐	☐
	7. Proof of Public Notice:
	☐	☐	☐	☐
	8. Attestation of Compliance with SSP Rule:
	☐	☐	☐	☐
	9. Consumer Confidentiality Protocol: 
	☐	☐	☐	☐
	10. Consumer Education and Referral Plan:
	☐	☐	☐	☐
	11. Syringe Disposal Plan:
	☐	☐	☐	☐
	12. Staff Training Plan:
	☐	☐	☐	☐
	13. Data Collection Protocols:
	☐	☐	☐	☐
	14. Policy and Procedures Manual:
	☐	☐	☐	☐
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