Attachment 1-C

Emergency Management Program

Operating Status Checklist and Report
Event: ____________________________ 
Date:  ________________ Time: ________



Questions


    Y      N   
         Comments


1.    Can you continue to treat incoming patients?  


If NO, why not?


2.    Any patient evacuated to outside the hospital?


If YES, where









______  Total evacuated









______  # of unstable/critical


3.    Any fatalities?





If YES,









______  Patients









______  Staff


4.   Any patients/staff injured?




If YES, 









______  Patients









______  Staff






5.    Any structural damage:




Partial Collapse?












Total Collapse?


6.    Any major non-structural problems?



If YES, what are the problems?


7. Power from any source?


8.    Can you communicate with the outside world?


If YES, how?


9.   Access to all essential areas of the hospital?


If NO, is anyone trapped?


10. Sufficient number of elevators working?


11. Water lines intact to essential areas?


12. Natural gas lines intact to essential areas?


13. Medical gas lines intact to essential areas? 


14. Adequate staff at the hospital?


15. Adequate supplies and equipment


16.  Outside assistance needed?




If YES, what?


17.  Need structural engineer sent to hospital?


18. Number of Critical Care Beds?


19. Number of Medical/Surgical Beds?


20. Number of Psychiatric Beds?


21.  Other specialty beds available (state number and type)?


21. Number of OR suites open and ready for surgery?


22. Number of Patients Admitted Since Last Report (Date/Time)?              Total:  ___________

Med/Surg:          __________

Critical Care:
__________

Psychiatric:        __________

Other (Type):     __________


23.  Number of Patients Seen in ER Since Last Report (Date/Time)?
Total:  ____________

       Number of ER Patients Admitted:
                ____________

       Number of ER Patients Transferred:
                ____________

       Number of ER Patients Treated & Released:     ____________


23. Do you have at least a 3-day operational capacity

        in each of the following areas?            


Y         N

COMMENTS


a. Communications?


b. Electrical Power?


c. Natural Gas?


d. Diesel Fuel (Generator)?


e. Water?


f. Sewage/Refuse Disposal?


g. Supplies? (Specify)


   

Oxygen?


   

Pharmaceuticals?

   

 

 Other Medical Supplies?

  

  

 Non-Medical Supplies?

  

  

 Equipment?

 

  

 Food?




Other ?  (Specify)

  

