Attachment 1-A

____________________________________________________

EMERGENCY MANAGEMENT PROGRAM

INCIDENT REPORT


DATE:  __________

TYPE OF EMERGENCY:  __________________________________________  

CAUSE:   ________________________________________________________

DEATHS:       NO _____ YES ______   IF YES,  PATIENTS: __________  STAFF: __________

INJURIES:     NO _____ YES ______   IF YES,  PATIENTS:  __________  STAFF: __________

OPERATIONAL STATUS OF FACILITY:  


_____    GREEN (Fully Operational) 


_____    YELLOW (Operational but with emergency systems (e.g., power) functioning)   


_____    RED (Partial Operation)


_____    BLACK (Non-Operational) 

LOCATION OF EMERGENCY:  ______________________________________

EMERGENCY/DISASTER PLAN ACTIVATED?   Y _____  N _____  

ICS IMPEMENTED?  Y _____  N _____

SYSTEM FIXED/PROBLEM CORRECTED?    Y _____  N _____   IF NO, ANSWER THE FOLLOWING:

CURRENT STATUS (Describe): _________________________________________________________ __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

ESTIMATED DATE AND TIME THAT SYSTEM 

WILL BE OPERATIONAL/ OR PROBLEM CORRECTED:    ______________________
NARRATIVE COMMENTS  ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

SUBMITTED BY: NAME _____________________________________

PHONE   _________________ CELL PHONE ____________________ FAX  _________________

PAGER   _________________

