Date of contact ___________________
Name of Facility ______________________________________
Address _____________________________________________
            _____________________________________________
Phone number ________________________________________
Type (Hosp/ESRD/FEC) _________________________________
Person Contacted ______________________________________
Title of person contacted _________________________________
______________________________________________________
1. Hurricane damage?       NO         YES (extent) __________________
___________________________________________________

2. Evacuated?                  NO         YES (How long?) ________________

3. Patients sent where? ______________________________________ 
                   Coming back?   NO           YES

4. Alternative powers/generators?    NO        YES 

5. How long without power? _____________


6. Water damage?          NO      YES (extent) _____________________

7. Potable water-water supply? _________________________________


8. Adequacy/availability of staff? ________________________________

9. All departments opened?   YES       NO 
[bookmark: _GoBack]Which departments remain closed? __________
Staff member ___________________________________
Return this form to: Frank Arch at HHSC/DSHS Frank.Arch@hhsc.state.tx.us



