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Location: Date: 
 

CONTACT INFORMATION 
 
(please indicate staff in command of your disaster response system both medical and operational) 
 

Organization/Hospital: 
 
 
Contact Person/s:  ____________________________________     Title: ________________________________________ 
 
Phone: Office:________________________________    Mobile:_______________________________________ 
   
 Pager:________________________________     Fax: _________________________________________ 
         
 
Contact Person/s:  ____________________________________     Title: ________________________________________ 
 
Phone: Office:________________________________    Mobile:_______________________________________ 
   
 Pager:________________________________     Fax: _________________________________________ 
 
 
Contact Person/s:  ____________________________________     Title: ________________________________________ 
 
Phone: Office:________________________________    Mobile:______________________________________ 
   
 Pager:________________________________     Fax:  _______________________________________ 
 
 
GENERAL INFORMATION:  
 
Circle Incident Type : Disaster – General    MCI  Chemical    Biological/ Infectious Disease   Radiological  
 
Estimated Number of Patients Received and/or Expected:          (          )  Percentage of Pediatrics: (          ) 

 
Extra Medical Staff Required within Hospital:             Yes         No   

 
Numbers and type of Medical Staff Required:                            (          ) MD     (        ) RN     (        ) Paramedic    (        )  Rad. 
Tech. 

 
Number of Patients Requiring Mechanical Ventilation:               (          )     

 
Number of Functional Operating Rooms:             (          )  

 
Number of General Surgeons Available                            (          )  

 
Blood Bank Available             Yes          No Number of units   O pos.  (         )    O neg.  (       ) 

 
Orthopedic or Neurosurgery Capabilities:            Yes          No 
 
Additional Medical Equipment Required:            Yes          No  
 
If yes, please specify: 
 
__________________________________________________________________________________________________________________ 
          
__________________________________________________________________________________________________________________ 
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List other agencies that have been notified or are currently involved:  
 
(please document incident commanders from any other agencies working in this disaster response i.e.  EMS, Fire, Public Health) 
 
 
Organization/Hospital: ______________________________________________________________________________ 
 
 
Contact Person/s:  ____________________________________     Title: ________________________________________ 
 
 
Phone: Office:   ____________________________________    Mobile:_______________________________________ 
   
             
               Pager:______________________________________     Fax: _________________________________________ 
 
 
Organization/Hospital: ______________________________________________________________________________ 
 
 
Contact Person/s:  ____________________________________     Title: ________________________________________ 
 
 
Phone: Office:   ____________________________________    Mobile:_______________________________________ 
 
 
               Pager:______________________________________     Fax: _________________________________________ 
 
 
Organization/Hospital: ______________________________________________________________________________ 
 
 
Contact Person/s:  ____________________________________     Title: ________________________________________ 
 
 
Phone: Office:   ____________________________________    Mobile:_______________________________________ 
 
 
               Pager:______________________________________     Fax: _________________________________________ 
 
 
Organization/Hospital: ______________________________________________________________________________ 
 
 
Contact Person/s:  ____________________________________     Title: ________________________________________ 
 
 
Phone: Office:   ____________________________________    Mobile:_______________________________________ 
 
 
               Pager:______________________________________     Fax: _________________________________________ 
 
 

BIOLOGICAL/INFECTIOUS DISEASE – ADDITIONAL INFORMATION: 
 
 
Specific Infectious Agent Identified: _______________________________________ 
 
 
Negative Pressure Room Available:  Yes          No   # used  (          )  # available  (          ) 
 
 
Current antibiotic / antiviral treatments in use: 
 
________________________________________________________________________________________________________ 
 
________________________________________________________________________________________________________ 
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CHEMICAL – ADDITIONAL INFORMATION: 
 
 
Type of Chemical Identified: ___________________________________________ 
 
 
Distance of Facility from Hot Zone:  _______km 
 
 
PPE being used in hospital:    Yes No 
 
 
What Level of PPE is in use:   A B C D 
 
 
Emergency Washdown or Decontamination Capabilities:  Yes No 
 
 
Reported Cases of Cross Contamination:  Yes No 
 

 


