
Departmental Disaster Status Report Form

	(  

URGENT NEED
(Check for Life Safety Issue)


1. Hospital: Clinical/Patient Care
	Date:
	Time:
	Campus/Facility:
	Department/Unit:


	Person in Charge (Name/Title):



	Primary Phone#:


	Secondary Phone#:
	Red Phone #:
	Fax#:


	Total # Injuries:
	# Staff
	# Volunteers 
	# Patient
	# Visitor

	Minor (First Aid Only)
	
	
	
	

	Moderate
	
	
	
	

	Major
	
	
	
	

	Fatalities
	
	
	
	

	Mental Health Issues
	
	
	
	


	Staff Census:
	On Duty
	Available Now
	Available in 2 Hours

	Clinical (Nurses, LVN/LPN, RT, etc)
	
	
	

	MD/Surgeons/DO/PA/Residents
	
	
	

	Supervisors/Managers/Directors
	
	
	

	Clerical/Support 
	
	
	

	Other (please specify title or type)
	
	
	


	General Patient Census:                ( N/A                                                                                                                                                             
	#’s
	General Patient Census:   ( N/A                                                                                                                                                             
	#’s

	Number of Occupied Beds including Treatment Rooms in your Department/Unit 
	
	How many patients can be Rapidly Discharged/Transferred 
	

	
	
	Number of patients too critical for Rapid Discharge/Transfer
	

	Number of Empty Beds in your unit
	
	Number of patients which Waiting to be Triaged?
	

	Number of individuals requiring assistance: 
	No assistance:
	
	Some assistance:
	
	Maximum assistance:
	


	Surgery/Radiology                                                                                                             ( N/A                                                                              
	Total #’s

	Number of Suites Available
	

	Numbers of Cases in Progress
	


	Cardiopulmonary/Respiratory Therapy                                                                            ( N/A                                                                              

	Ventilator
	Total #’s
	Available Equipment
	Total #’s

	Adult patients on ventilators
	
	Total ventilators units available
	

	Pediatrics patients on ventilators
	
	Total pediatrics capable ventilators units available
	

	Total BIPAP/CPAP units available
	
	Total emergency ventilators available
	


	Laboratory/Blood Bank                                                                                                      ( N/A                                                                              

	Blood Type
	# Units Available
	Blood Type
	# Units Available
	Blood Type
	# Units Available
	Blood Type
	# Units Available

	A+
	
	B+
	
	AB+
	
	O+
	

	A-
	
	B-
	
	AB-
	
	O-
	


	Utility Issues
	Operational (Yes/No)
	Utility Issues
	Operational (Yes/No)

	Telephone/Faxes
	
	Electricity/Lighting
	

	Sewage System
	
	Overhead Paging System
	

	Water
	
	Oxygen
	

	Computers
	
	Medical Vacuum
	

	Network (LAN)
	
	Other
	


	What are the department’s immediate equipment needs?  (fill in blank:)                      ( N/A                                                                              

	Resource Needed
	# Required
	Resource Needed
	# Required
	Resource Needed
	# Required

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


	Facility Operational Status
	Yes/No

	Can your department/unit remain operational for the next 8 hours?
	


	Department/Unit Immediate Needs or Safety Concerns (use back of paper if more space is needed):

	(write in needs here):

	Department/Unit Delayed Needs (use back of paper if more space is needed):

	(write in needs here):

	Planning Section Received By:
	Date

	
	


Downtime Departmental Disaster Status Report Form

	(  

URGENT NEED
(Check for Life Safety Issue)


2. Hospital: Non-Clinical/Office Environment
	Date:
	Time:
	Campus/Facility:
	Department/Unit:


	Person in Charge (Name/Title):



	Primary Phone#:


	Secondary Phone#:
	Red Phone #:
	Fax#:


	Total # Injuries:
	# Staff
	# Volunteers 
	# Other

	Minor (First Aid Only)
	
	
	

	Moderate
	
	
	

	Major
	
	
	

	Fatalities
	
	
	

	Mental Health Issues
	
	
	


	General Census:                                                                                                                 ( N/A                                                                                                                                                             

	Number of individuals requiring assistance: 
	No assistance:
	
	Some assistance:
	
	Maximum assistance:
	


	Staff Census:
	On Duty
	Available Now
	Available in 2 Hours

	Professional 
	
	
	

	Technical
	
	
	

	Clerical/Support
	
	
	

	Supervisors 
	
	
	

	Managers 
	
	
	

	Directors
	
	
	

	Other (please specify title or type)
	
	
	

	Other (please specify title or type)
	
	
	


	Utility Issues
	Operational (Yes/No)
	Utility Issues
	Operational (Yes/No)

	Telephone & Faxes
	
	Computers
	

	Electricity/Lighting
	
	Water
	

	Sewage
	
	Network (LAN)
	

	Overhead Paging
	
	Radios
	

	Security Systems
	
	Other (Please specify):
	


	What are the department’s immediate equipment needs?  (fill in blank:)                      ( N/A                                                                              

	Resource Needed
	# Required
	Resource Needed
	# Required
	Resource Needed
	# Required

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


	Facility Operational Status
	Yes/No

	Can your department/unit remain operational for the next 8 hours?
	


	Department/Unit Immediate Needs or Safety Concerns (use back of paper if more space is needed):

	(write in needs here):

	Department/Unit Delayed Needs (use back of paper if more space is needed):

	(write in needs here):

	Planning Section Received By:
	Date

	
	


3. Department Status Summary
	Department:
	# of Injuries:
	Staff Census:
	Patient Census:
	
	Operation Status:

	
	Staff
	Patient
	Visitor
	LVN
	RN
	MD
	Clerical
	Supervisors/ Managers/ Director
	Others
	# of Occupied Beds in Department/ Unit
	# of Empty Beds in Unit
	# of patients too critical for Emergency Discharge/ Transfer
	How many patients can be Rapid Discharged
	# of patients which Waiting to be Triaged?
	# of patients requiring assistance:
	Utilities Issues:
	Can your department remain operational for the next 8 hours?
	Immediate Needs or Safety Concerns:

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	No Assistance 
	Some assistance
	Maximum assistance
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	
	 
	 
	 
	 
	 
	 
	 



