
For Immediate Release

(Date and time) 

Contact: (Name), (Title)
Phone: (number)
Cell phone: (number - OPTIONAL)
Pager: (number - OPTIONAL)
(Medication or type of vaccine) Clinic at (location) to Cease Operations at (time) on (day), (date)

The (medication or type of vaccine) clinic at (location), (address), (city) will close permanently at (time) on (day), (date).  

(Provide reason for closure, explain basis for decision).

(Anyone who has not yet received (drug name or type of vaccine) may do so at the following clinics still operating: - OPTIONAL)

(List names, locations and operating hours of alternate clinics - OPTIONAL)

Health officials will provide further information as it becomes available.
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