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PREFACE 

 
This plan is intended to be utilized in emergency mass casualty situations involving multiple 
casualties within Kane County and the operational boundaries of the participating EMS systems. 
 
This plan should be implemented whenever a mass casualty incident develops which requires 
resources beyond the normal day-to-day operation, mutual aid or which may overwhelm an 
individual department, service, hospital or community. 
 
This plan provides a uniform operational guideline for handling mass casualty incidents within the 
structure of the Incident Command System. 
 
The understanding and interpretation of Incident Command structure and terminology differ 
widely between the various public safety and public health agencies that use ICS. 
Therefore, FEMA publication 501-8, ñ NIMS BasicéThe Incident Command Systemò 
published March 27, 2006 was used as the NIMS / ICS  structural and terminology standard 
for this document. 
 
 

PURPOSE 
 
This plan defines and coordinates the medical and ancillary resources within the Kane County 
Area to achieve the following: 
 
1. Effective utilization of services in the area, 
 
2. To define common terms and language, 
 
3. To provide effective response to the scene of a mass  casualty incident, to save lives and 

limit casualties. 
 
 

DEFINITIONS 
 
ALS:  Advanced Life Support: Advanced pre-hospital services utilizing Basic Life Support plus 
definitive therapy, including the use of invasive procedures, drugs, and defibrillation. 
 
ASSOCIATE HOSPITAL: A hospital participating in an EMS System under agreement with the 
system Resource Hospital. 
 
BLS:  Basic Life Support: Pre-hospital emergency service utilizing basic, non-invasive emergency 
care, treatment and transport. 
 
COMMAND:  The radio designation for the Incident Commander.  Refers to the person, functions 
and the location of the Incident Commander. 
 
COMMAND AIDES: That person(s) appointed by the Incident Commander to assist with the 
functions at the command post as assigned by the Incident Commander. 
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COMMAND POST: The standard position for the Incident Commander, usually stationary, inside a 
command vehicle or in a specified area as designated by the Incident Commander.  It is identified 
by a green flashing light or an orange flag. 
 
COMMAND VEHICLE: Vehicle used for the transportation of Command Officers and for the 
storage of pre-incident plans and other significant incident data.  Generally used as the command 
post. 
 
COMMUNICATIONS UNIT LEADER: Responsible for handling the communications between the 
Incident Commander and MABAS dispatch and all other incident radio sections. 
 
EMA:  Emergency Management Agency: 
 
FORWARD CONTROL POINT: An identifiable location established for a hazardous materials or 
radiological incident beyond which is the "point of no return" without decontamination procedures 
being established for those exiting the area. 
 
HEOC:  Hospital Emergency Operations Center is the resource hospital that coordinates the 
medical facility response to the incident. 
 
IFERN:  Illinois Fire Emergency Radio Network, 154.265 MHz.  A common frequency for the 
dispatch of fire equipment and agencies for management of large emergencies. 
 
INCIDENT COMMANDER: The individual in charge of the overall incident. 
 
IREACH:  Illinois Radio Emergency Assistance Channel, 155.055 MHz.  A frequency to be used 
between police, fire, public works, EMA or other emergency agencies. 
 
ISPERN:  Illinois State Police Emergency Radio Network, 155.475 MHz.  A common police 
channel to be used for communication between police agencies. 
 
KCOEM:  Kane County Office of Emergency Management 
 
LEPC:  Local Emergency Planning Committee, mandated by the federal Superfund Act to 
coordinate information pertaining to hazardous materials incidents. 
 
MABAS:  Mutual Aid Box Alarm System: An automatic system of requesting mutual aid with pre-
planned response and communications. 
 
MASS CASUALTY: A mass casualty incident exists when the: 
 

1. Number of patients and the nature of their injuries make the normal level of 
stabilization and care unachievable; and/or 

 
2. The resources that can be brought to the field within primary and secondary 

response times is insufficient to clear the scene in 20 minutes; and/or 
 

3. Stabilization capabilities of hospitals that can be reached within 25 minutes are 
insufficient to handle all the patients. 
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MED CHANNEL: Ultra High Radio Frequency (UHF) utilized for communications and data 
transmission in advanced life support medical treatment. 
 
MEDICAL BRANCH DIRECTOR: A person designated by the Incident Commander  or the 
Operations Chief that coordinates the triage, treatment and transportation of patients.  That person 
should be of paramedic level when available. 
 
MEDICAL TEAM: A team of medical personnel (one doctor and two RN's) from the Resource 
Hospital who respond to the scene when requested by the Medical Branch Director.  They are to 
report to Staging for assignment. 
 
MERCI:  Medical Emergency Radio Communications in Illinois, 155.340 MHz (primary) or 155.400 
MHz (secondary). 
 
: Medical Emergency Triage Tag: A system of categorizing patients, utilizing uniform, multicolored 
patient tags to identify the patientsô condition. 
 
MULTIPLE PATIENT INCIDENTS: Most incidents involving 2-3 vehicles and fewer than 6 patients 
with varying levels of injury or illness from minor to serve. 
 
PATIENT TREATMENT AREA: The area designated for treatment that is used to treat and load 
patients into transporting ambulances.  This area should be located in such a position that it allows 
for coordinated ingress and egress of ambulances. 
 
PUBLIC INFORMATION OFFICER: The ONLY person designated by the Incident Commander to 
provide ALL information to the media. 
 
RECEIVING FACILITY: A facility approved by the Resource Hospital to receive mass casualty 
patients. 
 
REHABILITATION AREA: An area outside the fire ground perimeter where crews are assigned for 
rest, nourishment, comfort and medical evaluation. 
 
Resource Hospital: Refers to a hospital with the authority and responsibility for the EMS System as 
approved by the Illinois Department of Public Health. 
 
SAFETY OFFICER: Responsible for assessing and correcting unsafe conditions and/or actions at 
the incident.  Reports directly to the Incident Commander and should be a Chief Officer if possible. 
 
SEARCH AND RESCUE: The function of searching an area or building for victims in an organized 
way. 
 
* PRIMARY SEARCH: The rapid search of the area or building. 
 
*  SECONDARY SEARCH: A thorough search of the area or building after completion of the 

primary search and rescue, triage activities and securing the scene for safe operations.  
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* ALL CLEAR: A signal communicated, after the primary search, by the Search function to 
Command and by Command to MABAS that the area or building has been searched and no 
additional victims were found. 

 
SECTIONS:  Units of the Incident Command System delegated by the Incident Commander to 
provide management and command of specific functions: Operations, Logistics, Planning and 
Administration. 
 
SECTION CHIEF: A person assigned the responsibility of supervision and operation of Operations, 
Logistics, Planning and Administration sections. 
 
SMART TAGÊ   Smart Incident Command System.  A system for determining the severity of injury 
to categorize victims. 
 
STAGING AREA: That location where incoming personnel and equipment are held for orderly 
deployment.  A Staging Manager manages this area. 
 
* LEVEL ONE STAGING: A designated location approximately one block from the scene 

where additional incoming equipment will hold, pending assignment. 
 
* LEVEL TWO STAGING: Used for large, complex, or lengthy operations.    
 Additional units are staged together in specific location.  
 
TECHNICAL ADVISOR: Collects, evaluates and provides information to the Incident Commander 
on specialized issues. 
 
TRANSPORTATION GROUP SUPERVISOR: That person appointed by the Medical Branch 
Director to establish the loading of ambulances and recording patient destinations.  Responsible 
for the direction of ambulances to the appropriate medical facilities in collaboration with the 
Resource Hospital.  Responsible for relaying pertinent patient data to the Resource Hospital. 
 
TRANSPORTATION AIDE: That person appointed by the Transportation Group Supervisor to 
assist them with any task(s) needed to complete the transportation function. 
 
TREATMENT GROUP SUPERVISOR: That person appointed by the Medical Branch Director who 
is responsible to establish and manage the Patient Treatment Area.  This individual determines 
transportation priorities. 
 
TRIAGE:  Sorting of multiple casualties into priorities for emergency care or transportation to 
definitive care depending on the extent of injuries or medical problems. 
 
TRIAGE GROUP SUPERVISOR: That person appointed by the Medical Branch Director to 
separate and categorize casualties, and arrange for transfer of victims to the Patient Treatment 
Area. 
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PLAN ACTIVATION 

 
As defined in the Region IX Standard Operating Procedures, a mass casualty incident exists when 
the: 
 

1. Number of patients and the nature of their injuries make the normal level of stabilization and 
care unachievable; and/or 

 
2. The resources that can be brought to the field within primary and secondary response times is 

insufficient to clear the scene in 20 minutes; and/or 
 

3. Stabilization capabilities of hospitals that can be reached within 25 minutes are insufficient to 
handle all the patients. 

 
 

IMPLEMENTATION 
 

1. The first EMS unit on the scene establishes scene command. 
a. One member begins scene size up and calls for additional resources. 
b. The other member(s) begin(s) primary triage using the SMART or JUMP START 

systems. 
 

2. Attach an appropriate triage tag to each patient. 
 
3. Clearing scene: Transport 2 RED patients to each of the nearest hospitals. Transport 

REDS first. 
 

4. Additional patients & Joint Medical Control: 
a. Call the Resource Hospital directly from the scene with the following information: 

i. Type of Incident 
ii. Number of victims 
iii. General acuity 
iv. General age groups 
v. Special Needs 
vi. ETA 

  Do not disconnect communications with the hospital once established. 
b. The Resource Hospital will access receiving hospital status and relay receiving 

availability to scene. 
c. The Transportation Officer should determine hospital destinations based on time of 

day, available hospital resources and patient acuity. 
d. Make all attempts to evenly distribute remaining patients to area hospitals. This may 

mean transports of longer than 25 minutes depending on patient volume. 
e. While it is preferred to keep families together, it is not always in the best interest of 

patient care to do so. 
f. Trauma Triage criteria to Level I & Level II trauma centers no longer apply in a mass 

casualty incident. 
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5. Follow local System policy regarding contact of EMS MD and/or EMSC. 
 
6. Depending on the nature and magnitude of an incident, the EMS MD or State Medical 

Director may suspend all EMS operations as usual and direct that all care be conducted by 
SOP and/or using personnel and resources as available. 

  
 
 

OVERVIEW OF THE PLAN 
 
 
The Incident Command structure is established according to fire department policy, with higher-
ranking officers assuming command upon their arrival.  Appropriate mutual aid is requested 
through the MABAS system.  Any special equipment such as the Mass Casualty Incident (MCI) 
trailer should be requested as early as the need is identified. 
 
The Medical Branch is established to provide overall patient management including triage, on 
scene treatment, hospital communications and coordination of transport. 
 
If necessitated by the magnitude of the incident, the Medical Branch Director may choose to 
establish triage, transportation and/or patient treatment groups. 
 
Triage is initiated as soon as possible, utilizing the SMART system for adult patients and the 
JUMPSTART system for pediatric patients, and attaching a Smart TagÊ to each victim. 
 
The Medical Branch Director notifies the Resource Hospital via MERCI 155.400 / 155.340 (or the 
best possible means) of the nature of the incident, the approximate number of patients involved, 
the closest hospital and will state ñThis is a Mass Casualty Incidentò.  The Medical Branch 
Director may also request assignment of a MED Channel for further communications. 
 
The Resource Hospital will contact all potential receiving facilities requesting their bed and patient 
capability.  The Resource Hospital will notify these facilities of the nature of the incident and the 
approximate numbers of casualties. 
 
The Medical Branch Director will obtain an updated count of victims and Smart TagÊ categories, 
and forward this information to the Resource Hospital.  A RMERT Team may be requested for 
specific patient needs such as prolonged entrapment or special procedures. 
 
The Resource Hospital notifies the Medical Branch Director of the numbers and types of patients 
that receiving hospitals can accept.  The Resource Hospital will continue to update this information 
to avoid overloading any individual receiving facility.  Determination of patient destination must be 
a collaborative decision between field and hospital personnel to account for uncontrollable 
variables in hospital capability such as an influx of patients arriving by private transportation. 

 
A staging area is established by Command.  Arriving vehicles and personnel will report to staging 
and await assignment. 
 
Any additional branches such as fire suppression, rescue and hazard control will be appointed by 
Command and necessary resources will be assigned to those areas from Command / Operations. 
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The Medical Branch Director requests necessary resources through Command such as personnel 
for triage and patient treatment area and personnel and vehicles will be assigned from Staging.  
Command should consider delegating direct communication between the Medical Branch and the 
Staging Manager for assignment of transporting ambulances. 
 
Patients are triaged and then moved to the patient treatment area for initial treatment and 
assignment to a transporting ambulance.  Each ambulance will be notified by the Medical Branch 
Director (or Transportation Group Supervisor if appointed) of their destination and instructions for 
hospital communication.  Under most circumstances, transporting ambulances will not contact the 
receiving hospital unless medical advice is needed.   
 
The Resource Hospital will be notified by the Medical Branch Director (or Transportation Group 
Supervisor) of the number of patients in the ambulance, their Triage category and their destination.  
The Resource Hospital will notify the receiving facilities. 
 
Transporting ambulances should return to Staging after delivering their patients unless otherwise 
instructed by MABAS at the direction of Command. 
 
When all patients have been transported, the Medical Branch Director will notify the Resource 
Hospital. 

 
 

INCIDENT MANAGEMENT 
 
The Incident Command System (ICS) shall be used as the basis for the command structure used 
at any Mass Casualty Incident. This is in keeping with the Federal requirements of the NIMS 
(National Incident Management System). The ICS can be adapted and expanded to meet the 
demands of the incident. On a countywide scale the incident may expand to a large geographic 
area involving several jurisdictions. A sample ICS system in larger incidents would include 4 
recognized and accepted Sections. These Sections would include Operations, Planning, Logistics, 
and Administration (Finance). The Incident Commander directly supervises each Section Chief. 
The various Branches, Divisions and Groups that would be involved in a mass casualty incident 
would fit under the supervision of one of these Sections. The chart below is a sample of the basic 
Incident Command structure. 
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COMMAND

OPERATIONS

SECTION
LOGISTICS

SECTION

FINANCE / 

ADMINISTRATION

SECTION

BRANCHES

(up to 5)

DIVISIONS or 

GROUPS

(up to 25)

RESOURCES

PLANNING

SECTION

Basic Incident Command System

 
 
 
 
In larger or more complex incidents involving several separate geographic areas, the Medical 
function can expand to an EMS Branch with various geographic Divisions, such as: 
 

OPERATIONS

SECTION

LOGISTICS

SECTION

FINANCE / 

ADMINISTRATION

SECTION

EMS

BRANCH

MEDICAL DIVISION 

ñAò

PLANNING

SECTION

LOGISTICS

SECTION

FINANCE / 

ADMINISTRATION

SECTION

MEDICAL DIVISION 

ñBò

PLANNING

SECTION

 
 

Each Division would have its own supervisor who would be under the supervision of the EMS 
Branch Director. 
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PUBLIC

INFORMATION

OFFICER

COMMAND

FINANCE / ADMIN

SECTION

SAFETY

OFFICER

LIAISON

OFFICER

OPERATIONS

SECTION

STAGING

AREA MANAGER

FIRE / RESCUE

BRANCH

SUPPRESSION

GROUP

RESCUE

GROUP

HAZARD CONTROL

GROUP

TRIAGE

GROUP

TREATMENT

GROUP

TRANSPORT

GROUP

MEDICAL

BRANCH

PLANNING

SECTION

RESOURCE

UNIT

SITUATION

UNIT

DEMOBILIZATION

UNIT

DOCUMENTATION

UNIT

TECHICAL

SPECIALIST(S)

COMPENSATION

CLAIMS UNIT

COST

UNIT

PROCURMENT

UNIT

TIME

UNIT

LOGISTICS

SECTION

COMMUNICATIONS

UNIT

SUPPLY

UNIT

REHAB

UNIT

CISD

UNIT

FOOD

UNIT

Mass Casualty Incident Command System

 
 
 
 
 

UNIFIED COMMAND 
 
When a Mass Casualty incident extends to multiple geographic jurisdictions or involves shared 
management responsibilities with more than one agency in a single jurisdiction, a Unified 
Command is the most effective emergency management structure. 
 
The Unified Command group would include individuals designated by their jurisdictions or by 
various key departments within a jurisdiction. This group is responsible for developing overall 
objectives, strategy and priorities for the incident. In order for effective implementation and 
communication in achieving these objectives, an Incident Commander is selected from this group 
to be in charge of incident operations. 
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Criteria for the selection of an Incident Commander are based on factors such as; 
 
 1. Greatest jurisdictional involvement 
 2. Greatest number of resources involved 
 3. Statutory Authority 

4. Individual Qualifications i.e., knowledge of ICS (Incident Command         
    System) 

 
The Unified Command team assembles at a central location in order to develop their objectives 
and monitor the incident. This location is usually at or near the EOC (Emergency Operations 
Center). In some instances it could be at the Incident Command Post. The designated area should 
afford some privacy from distractions yet it must have communications availability. 
 
A sample structure would appear as follows: 
 

Unified Command (multiple departments, single jurisdiction) 
 

COMMAND

STAFF

FIRE ï POLICE ï MEDICAL

OBJECTIVES

INCIDENT

COMMANDER

OPERATIONS

SECTION

FUNCTIONAL AREAS

(police / fire / EMS

 
 
 
 
 
 

MUNICIPALITY A / B / C

OBJECTIVES

INCIDENT 

COMMANDER

OPERATIONS

SECTION

FUNCTIONAL AREAS

(police / fire / EMS)

COMMAND

STAFF

 
 
 
 

Unified Command (Multiple Jurisdictions) 
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The ICS continues to be the basic framework for the emergency management structure whatever 
the size of the incident. In larger incidents Sections, Branches and other work units are expanded 
to meet the incidentôs needs. The establishment of Command and Command Posts remain the 
same with the exception that direction of the incident becomes a shared responsibility if Unified 
Command is established. 
 
 

Command Procedures 
 
The Officer (or senior member) of the first arriving fire or rescue unit shall establish Command. 
 
The first available EMT or Paramedic shall establish the Medical function and commence triage 
and treatment. 
 
The EMS vehicles of the stricken department will be the first arriving units.  These units should be 
deployed as supply/manpower vehicles rather than transport vehicles. 
 
Higher ranking officers of the stricken department may assume command as they arrive, through 
their normal operating procedure. 
 
The Incident Commander shall establish a Command Post as indicated in their MABAS Divisionôs 
Guidelines.  
 

Command Post 
 
The Command Post shall be a stationary position with access to vehicular (mobile) radios and 
cellular telephones. 
 
The Command Post will be identified by either an orange flag or a green flashing and/or revolving 
light. 
 
The Command Post shall be located in a predictable and conspicuous location to provide the best 
overview of the incident, and should not interfere with apparatus movement. 
 
The Command Post shall be easily accessible to all personnel requiring contact with Command. 
Personnel without command function shall be restricted from the Command Post. 
 
The Command Post staff shall include the Incident Commander (or Unified Command Staff, in the 
event multiple jurisdictions are affected), Operations, Plans, Logistics and Finance Section Chiefs 
(if applicable) and their designated aides as required.  
  
(See Incident Command System General Operating Guidelines for further information about the 
sections and assignments.) 
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Communications 
 
The Incident Commander shall identify and assign radio frequencies to be used during the 
incident. 
 
Communications shall be established, and a Communications Unit Leader appointed as needed.  
Command shall utilize only communications equipment that provides adequate communications 
capabilities with Police, Fire, MABAS and the Resource Hospital. 
 
The County's Mobile Command Post is recommended for this task. 
 
Note: Telephone communications are available via cellular or hard-line systems along with fax 
capabilities. 
 

Operations Section 
 
Command may designate the following functions within the Operations Section as conditions 
require.  The Operations Section may be expanded with Divisions, Branches and Groups if 
necessary.  
 
STAGING: An area used by apparatus, ambulances and personnel awaiting assignment. 
 
MEDICAL: Patient triage, treatment and transportation. 
 
FIRE: Fire suppression, rescue and hazard control. 
 

Communications 
 
Effective operations require a combination of communication forms. 
 
Communication provides the connection between management (the Incident Commander) and 
personnel (the working units), as well as the link between Command and the outside world. 
 
Effective communications in a Mass Casualty Incident are absolutely critical and require discipline 
among all units to assure consistent, error free orders and directions. 
 
FORMS OF COMMUNICATION 
 
1. Face-to-Face:  This is the best communications form because the participants can combine a 

variety of interpersonal methods as they speak. 
 
2. Radio:  Radio communications provide a remote capability when face-to-face communications 

are not possible.  This form of communication, however, can also lead to messages being 
misunderstood or not heard at all. It is critical that radio communications be short, concise and 
made only when necessary as not to tie up the radio frequency and block emergency traffic. 

 
3. Computers / Fax: This advanced form of communication gives the Incident Commander the 

ultimate in information access and instant technical assistance. 
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4. Mobile Telephones (Cellular): Provide for a direct link with fixed facilities or other mobile 
telephones. In times of a disaster, cellular telephone systems become overloaded and hard to 
utilize. For this reason, cellular telephones should not be considered a primary communications 
source. 

 
5. Standard Operating Procedures:  Effective SOP's can reduce the need for verbal 

communications during critical moments of the operation. 
 
 
COMMUNICATION PROCEDURES 
 
As part of the process of establishing a Command Post, the Incident Commander is also 
responsible for establishing, maintaining and enforcing effective uncluttered communications. 
 
Paramount in achieving this objective is a thorough understanding of who is responsible for what 
communications and to whom. 
 
Command therefore, must assign frequencies to operating units, keeping in mind, which functions 
or units need to communicate with each other.  In the event of a large incident, an Aide to 
Command for communications (or Communications Unit Leader) may be appointed to control 
communications.  Since a representative of each agency group (Police, Fire, EMA, etc.) 
responding will be at the Command Post, any interagency communication (in the absence of a 
common frequency) will have to be relayed through Command or the Communications Unit 
Leader.  The following list of frequencies may be consulted: 
 
Agencies Frequency  Backup   Common  
Fire Local IFERN 154.265  Fire Ground Red 153.830 IREACH 155.055  
 
Police Local ISPERN 155.475 IREACH    IREACH  
 
MABAS  IFERN 154.265  Fire Ground Red 153.830 IREACH 
 
Hospital MERCI 155.400  MED Channels 3,5,6,8  Med Channel 8 
  MERCI 155.340  MED Channels 2,8,1,7 
 

 
MedChannel Index 
 
MedChannel  Hospital Tx   Ambulance Tx  
 1     463.000      468.000 
 2     463.025      468.025 
 3     463.050      468.050 
 4     463.075      468.075 
 5     463.100      468.100 
 6     463.125      468.125 
 7     463.150      468.150 
 8     463.175      468.175 
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Fire Ground 
 

RED 153.830 MHz   GOLD 153.8375 MHz* 

WHITE  154.280 MHz     BLACK 154.2725 MHz* 

BLUE 154.295 MHz    GRAY 154.2875 MHz*    

        * Narrow-band Frequency 

 
The MABAS recommended Frequency Use Matrix1 below can be used as a quick reference sheet 
for the Incident Commander or other communications personnel within the Command Post. 
 

  Mass Casualty Fire with MCI Major Disaster 

IC to Local Dispatcher IFERN IFERN IFERN 

IC to MABAS Dispatcher IFERN IFERN IFERN 

Staging IFERN IFERN IFERN 

Scene/First Due Companies RED RED RED 

Interior/Fire Companies   RED RED 

Operations Officer RED RED RED 

Safety Officer RED RED RED 

RIT Team(s)   RED RED 

Accountability RED RED RED 

Water Supply   BLACK BLACK 

Aerial Operations   BLACK BLACK 

Logistics WHITE WHITE GRAY 

Public Information Officer WHITE WHITE GRAY 

Liaison Officer(s) WHITE WHITE GRAY 

Support Functions WHITE WHITE GRAY 

Extrication & Manpower RED   RED 

Triage Sector BLUE BLUE BLUE 

Treatment Sector BLUE BLUE BLUE 

Transport to Ambulances IFERN IFERN IFERN 

Transport to Med Control MERCI MERCI MERCI 

Helicopter Landing Zone IREACH IREACH IREACH 

SRT Entry Teams     GOLD 

Base Camp Operations     IFERN2 

Fire Operations     RED 

SRT Operations     WHITE 

EMS Operations     BLUE 

Interdisciplinary  
Coordination 

IREACH IREACH IREACH 

                                                 
1
 MABAS Tactical Frequency Use Guideline. August 2004 
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Staging 
 
The staging and status of all incoming fire/rescue apparatus, ambulances and other resources is 
the responsibility of the Staging Manager. Incident Command will designate a Staging Area. 
 
The first unit at the Staging Area will assume the role of Staging Manager until such time as he/she 
is released by Command. 
 
This person must maintain communications with the medical branch (either Medical Branch 
Director or Transportation Group Supervisor) to supply necessary ambulances, as well as with 
Command to advise on available resources, and send requested resources to the scene.   
 
The Staging Manager is also in charge of actually managing the Staging Area, assuring orderly 
parking, maintaining clear access to the incident site and maintaining an accurate log of currently 
available equipment, apparatus and manpower.  In a large-scale incident, Staging may need to 
request one or more aides from Command to assist with these functions. 
 
A final responsibility of Staging is to ensure that all incoming units are equipped with a Passport.  A 
Passport make-up kit must be available at Staging to supply proper accountability materials to any 
unit that may be operating at the incident and do not have their own Passport, such as RMERT 
teams or private ambulances. 

 
 

Passport Accountability System 
 
The Passport Accountability System sets standards of responsibility for all participants at an 
emergency incident. It provides a method to track the movement of teams of emergency personnel 
within the "span of control" guidelines required by the Incident Command System. The system 
provides a method of identifying team members and accounts for the location of all teams 
throughout an emergency incident. 
 
All personnel in the hazard areas shall be accounted for by the use of the Passport system.  All 
appropriate Passport, helmet shields, and status boards shall be utilized. 
 
Section Chiefs shall maintain accurate passport status boards for all teams within their section. As 
teams are moved from one section to another, their passport shall be hand delivered to their "new" 
Section Chief. All emergency teams shall operate under the command of one Section Chief at a 
time. This "Unity of Command" principle shall be followed during the entire emergency incident. 
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Fire / Rescue 
 
The Fire/Rescue function may be organized as either a Branch or Group, depending on the scope 
of the incident.  If the span-of-control becomes too great for Command, if numerous specialist 
activities are required, or if the services of different agencies or jurisdictions are needed Command 
should consider establishing the branch/group level of organization.   
 

 
 
Regardless of whether organized as a branch or a group, the primary functions of the Fire Branch 
is outlined below. 
 
Fire Suppression and Hazard Control: The Fire branch is responsible for fire suppression and 
prevention, as well as hazard control on the scene of the incident.  Hazards must be identified (in 
conjunction with the Safety Officer) and neutralized as efficiently as possible for the safety of 
patients and rescuers alike. 
 
Search and Rescue:  Activities relating to the location and rescue of victims will be a responsibility 
of Fire Branch.  This may include not only fire/rescue personnel, but also possibly resources from 
outside agencies, such as search dog organizations or heavy equipment operators.  Concurrent 
with search and rescue operations will be initial triage of victims, which should be coordinated with 
the Medical Branch / Group function. 

 
 

Medical 
 

The medical function can be organized as either a branch or group under the Incident Command 
System depending on the scope of the incident.  Medical functions include:  triage, transportation 
and patient treatment.  These functions may all be coordinated by the Medical Branch Director / 
Group Supervisor at small incidents, or these duties may be delegated as appropriate to Triage, 
Transportation and/or Treatment functions. 
 

Medical Branch Director 

 
The Medical Branch Director, who may be either a Branch Director or a Group Supervisor, 
depending upon the level of the organization, is designated by Command.  If necessary, the 
Medical Branch Director will establish Triage, Transportation and/or Treatment functions.  
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This Medical Branch Director must first determine the number and extent of injuries and 
communicate this information and the nature of the incident to the ñStricken Communityò Resource 
Hospital, advising the hospital that a Mass Casualty Incident has occurred, and which Resource 
Hospitals are closest to the incident site.  A MED Channel may be requested for communications, 
or a cellular phone link may be established and maintained.   
 
If a Transportation function is established it may be directed to communicate directly with the 
resource hospital by whatever means have been established.  The resource hospital must be 
updated regarding numbers and severity of patients, especially if a change occurs, and notified of 
an ambulance's destination and triage category(ies) of patient(s) upon departure from the scene.  
 
The Medical Branch Director must continually assess the need for additional ambulances, 
personnel and equipment, and make any such requests through Command.  The Medical Branch 
Director must also, in consultation with the Resource Hospital, assess the need for medical teams 
and aero-medical transportation.  Medical teams must be requested through the Resource 
Hospital, and Command must be advised of such a request, while helicopters must be requested 
through Command.  If aero-medical transportation is requested, Staging must be notified to set up 
an appropriate landing zone, and Transportation (if established) must also be notified.  
 
The Medical Branch Director will be responsible for determining the extent of documentation that is 
required per incident and will relay that decision to Transportation. 
 
 

Triage 
 
The Medical Branch Director establishes the Triage function when needed.  Additional personnel 
to triage patients are requested as needed through the Medical Branch Director.  Upon the arrival 
of these additional personnel, Triage will provide the coordination necessary for the effective 
categorization of patients.  Personnel assigned to triage will assess victims and attach a Smart 
TagÊ with the appropriate category. 
 
The Triage Supervisor/Leader shall determine and relay the number of patients and their severity 
to the Medical Branch Director and update this information as necessary.  The Triage 
Supervisor/Leader shall report any needs regarding equipment and manpower to the Medical 
Branch Director. 
 
Triage shall confirm that ALL patients have a triage Smart TagÊ present. 
 
Upon completion of triage and movement of all patients to the patient treatment area, Triage shall 
report this information to the Medical Branch Director and Triage staff may be assigned to 
Treatment or Transportation to assist as needed. 
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SMART / JumpSTART 

   
A.  SMART: "Smart Incident Command System" 
 
SMART is an initial triage system developed by Colin Smart to provide guidelines for initial 
classification of Mass Casualty victims.  This classification is intended to produce an incident 
management system that enables rescue services to provide a systematic, structured response to 
multiple casualty incidents.  The SMART Incident Command System assists providers in ranking 
victims by their degrees of urgency.  It provides specific protocols and high-visibility tags for 
displaying a victimôs grouping.  The system groups patients by color code for classification.  The 
tag is a folded design that allows multiple classifications, depending on which side is displayed, 
and contains space for a permanent record of treatments provided and patient details.  The 
SMART TagÊ can withstand weather and decontamination processes.   
 

SMART TRIAGE ï Adult Patients 
 

PRIMARY TRIAGE 
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The SMART system instructs initial rescuers to order those that can ñstand and walkñ to do so.  
These victims are initially categorized a priority three.  People who are walking have at that point in 
time; an airway, adequate respiratory and circularity systems to be ambulatory.  Remember priority 
three patients may have a wide range of injuries that could be potentially be life threatening.  It is 
important to constantly re-assess these people.  . 
 
A rapid assessment of all other victims is performed using the SMART flow diagram. Rescuers 
should "start where they stand" to avoid overlooking victims. 
 
The airway is assessed by performing a simple opening maneuver (chin lift and jaw thrust).  Those 
people who cannot breathe despite this maneuver are dead.  Those who can breathe are 
categorized as priority one.  If an airway has to be maintained then a bystander can be quickly 
instructed how to maintain a jaw thrust and call for help if there are signs of danger.  Patients who 
can breath are now assessed for rate of respiration.  If this is over thirty then we tag the patient as 
priority one. These are the patients that can be helped by immediate intervention and transport.  
They will require medical attention within minutes for survival (up to 60 minutes).  The patients in 
this category are compromised in: airway, breathing, or circulation 
 
Patients whose respiration is normal should be assessed for circulation.  If the capillary refill is over 
two seconds we tag the patient as priority one. If capillary refill is difficult to record due to adverse 
field conditions the radial pulse should be checked.  If this is absent the patient should be tagged 
as priority one.  Any life threatening bleeding should be managed at this stage.  
 
Patients whose circulation is normal should be assessed for level of consciousness.  If they cannot 
obey simple commands we tag the patient as priority one.  
 
Primary triage allows for identification of the most seriously injured patients so they can be treated / 
transported using time and resources effectively.  Patients NEED TO BE REASSESSED to prevent 
missing signs of deterioration.  All patients must be repeatedly assessed in the patient treatment 
area and re-categorized as needed.   
 

SECONDARY TRIAGE 
 
 

Secondary triage is used to help get the right person to the right place in the right time.  Primary 
triage segregates casualties into groups, which allow for organization of personnel and 
resources.  The provider can refine our clinical picture of the individual patient we use 
secondary triage.   
 
Secondary triage uses refined physiological scoring systems and anatomical examination.  It is 
carried out as and when resources become available. This normally is at the casualty clearing 
station.  
 
To accomplish the Secondary triage, there are three elements used.  These are:  
 

1. Glasgow Coma Scale 
2. Respiratory rate 
3. Systolic BP 
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Scoring is used to determine priority 
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B. JUMPSTART 
 
The JumpSTART Pediatric MCI Triage Tool is an objective tool developed specifically for the triage 
of children in the multicasualty/disaster setting. JumpSTART was developed in 1995 to parallel the 
structure of the START system, the adult MCI triage tool most commonly used in the United States 
and adopted in many countries around the world. 
  
 
JumpSTART's objectives are: 
  
1) to optimize the primary triage of injured children in the MCI setting 
2) to enhance the effectiveness of resource allocation for all MCI victims  
3) to reduce the emotional burden on triage personnel who may have to make rapid life-or-death 
decisions about injured children in chaotic circumstances 
 
JumpSTART provides an objective framework that helps to assure that injured children are triaged 
by responders using their heads instead of their hearts, thus reducing over triage that might siphon 
resources from other patients who need them more and result in physical and emotional trauma to 
children from unnecessary painful procedures and separation from loved ones. Under triage is 
addressed by recognizing the key differences between adult and pediatric physiology and using 
appropriate pediatric physiologic parameters at decision points.  
 
JumpSTART has rapidly gained acceptance by EMS agencies and hospitals throughout the US 
and Canada and is being taught in numerous countries internationally. The tool has been 
recognized for use by groups such as the US National Disaster Medical System's federal medical 
response teams and EMS providers in the National Park Service. JumpSTART is referenced in 
numerous EMS and disaster texts and has been incorporated into courses such as Pediatric 
Disaster Life Support (PDLS) and Advanced Pediatric Life Support (APLS).   
 
Please note that JumpSTART was designed for use in disaster/multicasualty settings, not for daily 
EMS or hospital triage. The triage philosophies in the two settings are different and require 
different guidelines. JumpSTART is also intended for the triage of children with acute injuries and 
may not be appropriate for the primary triage of children with medical illnesses in a disaster setting.  
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C. Smart TagÊ: "Medical Emergency Triage Tag" 
 
The Smart TagÊ The tag provides perforated sections to simplify categorization of victims.  The 
codes include color, number and symbol classifications for priority of treatment and transportation. 
 
Used with the SMART triage system, the Smart TagÊ categories are as follows: 
 
 

 
 
 
Once the appropriate category is determined, the tag is affixed to the patient in a safe manner in 
the pouch provided.  The tag is folded so the selected sections/category of the tag is visible. 
 
The time, date, name and address of the victim can be entered and an area is provided for medical 
notes. 
 
The reverse side of the tag includes body diagrams to document sites of injury and a chart to log 
the time, BP, Pulse and respiratory rate of the victim.  Any IV's or medications given should be 
documented in the space provided. 
 
Transportation should remove the smallest section of the tag.  This portion contains various 
identifiers (category, destination and personal identifiers) and will allow for tracking of the patient.  
This information is retained by the Transportation section.  The tag and holder shall remain on the 
patient.   
 
The Smart TagÊ is usable in all conditions and will provide a permanent record of treatment and 
patient details.  The Smart TagÊ has military standard barcodes for tracking patients and is 
resistant to water, chemicals, and body fluids.  Receiving facilities should retain the Smart TagÊ 
as part of the permanent medical record. 
 
 

Smart TagÊ 
Category/Priority 

Color Number 

Immediate Red 1 
Urgent Yellow 2 

Delayed Green 3 

Dead Black  
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Treatment 
 
Treatment is the function established by the Medical Branch Director to manage the patient 
treatment area, secure necessary supplies and personnel for treatment and secondary triage of 
patients. Treatment coordinates with Transportation to perform the orderly removal of patients. 
 
The designation of the Treatment function is intended for use in larger incidents where the Medical 
Branch Director would be unable to coordinate activities in the patient treatment area.  Reasons for 
establishing the Treatment function include, (but are not limited to): the size of the incident, number 
of patients or the location of the treatment area in relation to where Triage is checking patients that 
are being removed from the incident.  The Treatment Group Supervisor repeatedly assesses the 
patients to determine need for re-categorization and prioritizes victims for transport.  
 

Patient Treatment Area 

 
Establishment of the Patient Treatment Area is the responsibility of the Treatment Group 
Supervisor.  This area shall be established at a safe distance from the incident site.  The 
Treatment Area should have appropriate shelter for weather conditions and be located to avoid 
exhaust fumes from transporting vehicles and other equipment. 
 
The EMS vehicles of the stricken department will be the first arriving units.  These units should be 
deployed as supply vehicles rather than transport vehicles.  While treatment is being performed, 
equipment and supplies should be obtained from these vehicles.  When the need arises for 
additional equipment, the Treatment Group Supervisor should relay what is needed to the Medical 
Branch Director who in turn shall secure it through Command/Logistics.  The MABAS Division 2 or 
13 Mass Casualty trailers may be deployed to provide larger quantities of supplies.  Additional 
supplies may also be requested from the Resource Hospital. 
 
It should be remembered that the patient ñDEADò area should be located away from the patient 
treatment area, out of eye sight, and easily accessible by the Coronerôs staff. 
 
 

Transportation 
 
The Transportation Group Supervisor is the person appointed by the Medical Branch Director to 
establish the loading of ambulances and the recording of patient destinations.  The Transportation 
Group Supervisor may request additional personnel from the Medical Branch Director to assist with 
transportation functions if necessary.  Transportation shall request from the Medical Branch 
Director the number and category of casualties to be transported.  
 
Communications with the Resource Hospital, if already established by the Medical Branch Director, 
should at this time be turned over to Transportation, or communications should be established if 
not yet accomplished.  Patient numbers and categories should be reported to the Resource 
Hospital, and the receiving capabilities of area hospitals must be ascertained. 
 
The Transportation Group Supervisor will establish a patient loading area accessible to the 
treatment area that allows for safe and coordinated access and egress of ambulances.  This area 
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should be chosen to avoid hazards such as exhaust fumes blowing toward the patient treatment 
area.  
 
The Transportation Group Supervisor must also establish communications with Staging, and 
request the number and capabilities (ALS, BLS) of available ambulances.  These vehicles should 
be requested as needed and sent to the loading area, where patients will be assigned to 
ambulances based on triage categories.  
 
The Transportation Group Supervisor must retain the section of the Smart TagÊ which contains 
information such as the vehicle ID, sex of the casualty, priority, transport time and destination.  
Before the ambulance leaves, the Transportation Group Supervisor should advise the ambulance 
crew which hospital will be their destination.  As a routine, no radio reports should be given to 
hospitals while en route.  However, the Transportation Group Supervisor will notify the ambulance 
crew if abbreviated reports have been requested by the Resource Hospital.  
 
As the ambulance is loaded, the Transportation Group Supervisor must notify the Resource 
Hospital of the ambulance's destination, number of patients and triage category.  This information 
and time of departure must also be logged.  Contact with the Resource Hospital must be 
maintained and changing conditions on the scene or status change of any receiving hospitals must 
be communicated. 
 
In the event patients are scattered over a wide area or multiple treatment areas have been 
established, Transportation may set up a checkpoint to which all ambulances report for destination 
orders before going enroute to hospitals.  In any case, only one Transportation Group Supervisor 
should communicate with the Resource Hospital to avoid confusion.  At a multiple site incident, an 
aide may be located at each site to fulfill Transportation functions, but a single Transportation 
Group Supervisor must coordinate all patient movement. When all patients have been transported, 
the Medical Branch Director and Resource Hospital must be advised.  

Transporting Ambulances 

 
Upon arrival at the scene, ambulances must report to the Staging Area and turn off vehicle's 
warning lights.  At this point, the paramedic/EMT in charge should report with the vehicleôs 
Passport to the Staging Manager.  The rest of the crew must remain with the vehicle until 
otherwise ordered.  From Staging, the crew may be ordered to perform any number of tasks.  The 
crew must remain together as a team and have appropriate protective gear as required for the 
task.  If assigned to a non-transporting role (such as Triage, Treatment or an aide to a Supervisor) 
the vehicle must be parked in a position that will not cause scene congestion.  Supplies should be 
taken only as ordered. 
 
If assigned to transport patients, the ambulance should report to the patient loading area.   Here 
the Transportation Group Supervisor or Medical Branch Officer will assign patients and a 
destination to the unit.   In a situation with a relatively small number of patients, the crew may be 
directed to give an abbreviated report to the hospital.  Otherwise, no report should be given unless 
a change in patient's condition necessitates direct medical control.  Patient treatment enroute 
should be administered according to System Standing Orders.  Likewise, MABAS should not be 
notified of the units leaving the scene or arrival at the hospital. 
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A list of supplies used or patient charge sheet should be made out and correlated with the patient's 
* Smart TagÊ number.  The ambulance crew should also retain one corner of the Smart TagÊ as 
a record of whom they transported.  The crew of each ambulance should minimize turnaround time 
at the hospital, and in accordance with MABAS guidelines, return to Staging unless directed 
otherwise. 
 

Air Evacuation 

 
In the event of a critically injured or burn patient requiring air evacuation, the Medical Branch 
Director will advise Command of his/her request. Command will arrange for an appropriate air 
ambulance service and provide them with the following information: 
 

1. Patientsô age, sex, and nature of injury. 
 
2. The location of the Landing Zone (LZ) in latitude/longitude coordinates as obtained from 

the Global Positioning Unit (GPS) aboard the County Mobile Command Post or by major 
road reference. 

 
Staging, with assistance from Local Law Enforcement or the County Office of Emergency 
Management will establish and secure an appropriate Landing Zone, away from power lines, 
telephone lines, and any structures by positioning flares at the four corners of the LZ. When 
complete the size of the LZ shall not be less than 100 x 100 feet during daylight hours and not less 
than 150 x 150 feet during night time hours. 
 
A windsock will be positioned in a clear area close to the LZ to assist the pilot in his landing 
procedures. 
 
Upon approach, the air ambulance will contact Incident Command via IREACH, as per MABAS 
policy. Current wind speed and direction will be relayed to the flight crew and if available any 
updates in the patientôs status. 
 
In the event that multiple air ambulances are responding to the scene the County Mobile 
Command Post will assume the function of Air Traffic Control to insure air safety and safe landing 
zone operations. 
 
 

Safety Officer 
 
The Safety Officer reports directly to Command.  This officer is responsible for ensuring the safety 
of rescuers and victims, and must enforce all safety rules on the scene.  This includes wearing of 
appropriate protective clothing, proper protection of patients, and enforcement of no smoking, as 
well as being vigilant for unsafe acts or conditions, either due to the incident itself or secondary 
hazards as a result of the incident.  
 
The Safety Officer has the authority to order any safety hazard corrected immediately, and must 
report any such hazards to Command.  If the incident scene is too large for the Safety Officer to 
personally monitor, aides should be requested through Command.   
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Rehabilitation 

 
A rehabilitation area for responders must be established under the Logistics Section at lengthy 
incidents.  In adverse weather conditions, an ambulance or squad vehicle or an indoor facility 
should be made available to shelter personnel.   
 
At the rehab area, fluids for re-hydration, an area to remove protective gear and rest should be 
available. Food should be considered if the incident is of a long duration.  All responders reporting 
to rehab must also be medically monitored (vital signs, temperature if appropriate, treatment and 
documentation of minor injuries) at this area.  If the incident is of an extremely long duration and 
abnormally high-stress, a Critical Incident Stress Debriefing team (CISD) team may be requested 
to respond to the scene, and should be assigned to the rehab area as well. 
 
 

Public Information Officer 
 
Media presence at the site of the incident requires Command to establish an effective link through 
a Public Information Officer (PIO). This officer provides a regular place for the media to assemble 
away from the Command Post and a single individual to provide the information required for 
complete and accurate reporting, with timely updates on the progress of the incident. 
 
All information provided to the media will be issued through the PIO, and these press releases 
must be approved by Command prior to their release.  Remember that the best relationship is an 
honest one.  Tell what happened, what action was taken and the outcome, always doing this in 
good taste and with compassion toward the victims and their families.  The PIO is also responsible 
for the safety of the media personnel, and must ensure that they are not allowed to be placed in 
any potentially hazardous positions or situations. 
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HOSPITAL RESPONSE 
 

Hospital Emergency Operations Center (Resource Hospital): 

 
In the event that a single incident involves multiple communities, such as a single tornado 
touchdown or a train derailment, the Resource Hospital will be designated by the system from 
which the fire department Medical Branch Director has scene jurisdiction.  
 
If the incident is of significant magnitude to require a response from any combination of EMS 
systems, the Resource Hospitals will be responsible to coordinate their efforts and resources 
between systems. 
 
The Resource Hospital will be notified by the Medical Branch Director of the nature of the incident, 
the approximate number of patients, and the closest potential receiving hospitals.  
 
Communications with the Medical Branch Director may be accomplished on MERCI (155.400 / 
155.340 MHz), assigned telemetry channel or cellular telephone.  MED Channel communications 
are preferred to prevent radio interference by other agencies, however; the best possible method 
at the time should be used.  
 
The Resource Hospital will notify the potential receiving hospital emergency department(s) by 
intercom, telephone or EMnet, and assess their capability to receive patients.  This should include 
how many patients of each category (red, yellow and green) they can accept.   
 
The Resource Hospital will notify the Medical Branch Director of the numbers and types of patients 
each hospital can accept.  The Resource Hospital will continue to update this information to avoid 
overloading any individual receiving facility.  Determination of patient destination is a collaborative 
decision between field and hospital personnel. 
 
The Medical Branch Director may request a RMERT team from the Resource Hospital to respond 
to the scene for specific patient needs.  The Medical Branch Director will update the number of 
injuries and triage category as information becomes available. 
 
The Medical Branch Director or Transportation Group Supervisor will notify the Resource Hospital 
as ambulances are loaded for transport.  A destination will be determined and the Resource 
Hospital will notify the receiving facility of the number of victims and their triage category. 
 
The Resource Hospital will notify all potential receiving facilities when all patients have been 
transported from the scene. 
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REGIONAL MEDICAL EMERGENCY RESPONSE TEAM 
 

The Medical Branch Director may request a medical team respond to the scene of an incident from 
their Resource Hospital. The Region IX RMERT team will be activated by the POD hospital at the 
request of a Resource Hospital.  
 
When a team is requested, the POD Hospital will contact the appropriate hospital emergency 
departments not affected by the incident to request activation of one or more team members until a 
minimum of two nurses and one physician are able to respond to the scene or stricken facilities. 
The Emergency Departments (or other personnel as determined by the hospital) will notify RMERT 
team members to request their response. The team response time may be up to two hours from 
time of activation. 
 
Once on scene the Medical Branch Director will assign a firefighter, with a radio, to the RMERT to 
provide communications. 
 
 
 

RECEIVING HOSPITALS 
 
The Medical Branch Director will identify potential receiving hospitals.  The Resource Hospital will 
notify each hospital by intercom, telephone or EMnet of the nature of the incident and request an 
estimate of the number and severity of patients each facility can accept. 
 
As victims are loaded for transport from the scene, the Resource Hospital will be notified of the 
destination, number of patients and categories.  This information will be relayed to the receiving 
hospital. 
 
The Resource Hospital should be notified frequently of changes in the numbers and severity of 
patients each receiving hospital can accept so this information can be relayed to the Medical 
Branch Director at the incident site. 
 
Under most circumstances, ambulances will not be communicating with the receiving facilities 
unless medical advice is necessary. 
 
In large or prolonged incidents, Associate Hospitals may be asked to provide medical teams to 
respond to the incident site. 
 
After patients arrive at the hospital, the Smart TagÊ number should be recorded and correlated 
with assigned hospital numbers for continuity of patient identification.  Smart TagÊ must be 
retained as part of the permanent medical record. 
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RADIOLOGICAL INCIDENTS 
 

RECOMMENDATIONS FOR DEALING WITH INCIDENTS INVOLVING RADIOACTIVE 
MATERIALS: 

 
The Nuclear Regulatory Commission has set forth the following recommendations as safeguards in 
handling any disaster in which radioactive materials are involved. 
 
In the event that radioactive materials are involved in incidents causing their spillage or release, 
and immediate actions in the involved area are necessary for the preservation of life and health, 
minimum contact with radioactive materials by emergency personnel may be allowed if you 
observe the following precautions: 
 
 1. Notify the divisional Hazardous Materials Team and have them respond to the scene with 

radiological monitors. 
 
 2. Operations on the scene: 
 

A. Approach the scene from the upwind and uphill side. 
 
B. Identify and assess the nature and severity of the incident including whether exposure or 

contamination of victims has occurred. 
 

C. Isolate the hazard area and deny entry to ALL except those actually performing rescue 
procedures. 

 
D. Establish a Forward Control Point. 

 
3. All personnel beyond the Forward Control Point MUST wear appropriate protective 

equipment and self-contained breathing apparatus. 
 
4. Establish a decontamination area and insure that ANY person who entered the 

contaminated area is properly decontaminated prior to leaving the scene. Insure that ALL 
contaminated equipment and clothing is marked and isolated within the decontamination 
area for proper disposal or cleaning. It is vital that contaminated and uncontaminated 
materials not be intermixed. 

 
5. Request Medical Teams or ALS personnel as needed to provide specific antidotes and 

definitive techniques during decontamination. 
 

6. Remove injured from the area of the incident with as little contact as possible. Segregate 
and retain those who have had possible contact with radioactive material. Radiological 
survey equipment must be provided in order to segregate the patients considered 
contaminated from those who simply need medical attention. Obtain names and addresses 
of those involved. 

 
7. Institutes BLS and ALS procedures until assistance is obtained from the radiological team 

physician or other physicians familiar with radiation medicine. 
 



 31 

8. Notify the appropriate hospital of the patient's condition, type and duration of exposure, 
treatment at the scene, decontamination status, and ETA to hospital. Insure that the hospital 
is aware of the possible contamination status of the patient. Contact receiving hospitals via 
Transportation Group Supervisor for routing and location of actual receiving area at the 
hospital. 

 
  Area hospitals with radiation decontamination capabilities are: 

  1. Provena Saint Joseph Hospital 2. Sherman Hospital 
  3. Memorial Hospital - Woodstock 4. Northern Illinois Medical Center 
  5. St. Alexus Medical Center  6. Delnor - Community Hospital 
  7. Central DuPage Hospital  8. Provena Mercy Medical Center 
  8. Rush-Copley Medical Center 

 
9. In radiological incidents associated with fire, fight fire from upwind as far as possible. Keep 

out of dust or smoke arising from the fire. Treat the incident as a fire involving toxic 
materials. DO NOT handle suspected materials until it has been monitored and released by 
radiological survey personnel. If the right of way must be cleared prior to the arrival of the 
Nuclear Regulatory Commission personnel, dike the downhill area and wash the spill to it. 
Make every effort to confine the spillage. 

 
10. Continuously re-evaluate the scene and carefully consider the possible need for evacuation 

of nearby areas. Coordination between fire, police, rescue, EMA, and radiological teams is 
necessary. Remember, the incident is NOT over until everything and everyone is 
decontaminated. DO NOT place equipment or vehicles back in service until complete 
decontamination procedures are completed and that decontamination is CONFIRMED by 
radiological instruments. 

 
11. DO NOT eat, drink or smoke ANYWHERE on the scene. DO NOT use food or water that 

may have been in contact with material from the incident. 
 
 12. Do Not use tape. 
 
 13. Log time in exposure area and proximity to source. 
 
 14. Complete the following notifications: 
 

A. Command shall immediately notify the County Office of Emergency Management. 
 

B. Notify the State Emergency Response Commission (SERC)   800-782-7860 
 

C. Notify the Nuclear Regulatory Commission.  301-951-0050 
 

D. Notify the National Response Center.  800-424-8802 
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HAZARDOUS MATERIALS RELEASE 
 
The first response to any hazardous materials incident is to contain the release of the hazardous 
material and to protect life. In the event that persons succumb to a hazardous materials incident, 
the Incident Commander shall complete the following: 
 

1. Request the appropriate MABAS / Private Chemical Contractor response to control and 
cleanup the incident. 

 
2. Advise the Resource Hospital as described in this plan of the nature, location, number of 

victims, and type of incident and request the Mass Casualty Plan to be instituted. 
 

3. Command shall immediately notify the County Office of Emergency Management.  
  OEM shall: 
 
  A.  Notify the State Emergency Response Commission (SERC) 800-782-7860 
 
  B.  Notify County Local Emergency Planning Committee (LEPC) Coordinator 
 
  C. Notify Illinois Environmental Protection Agency (IEPA) Emergency Response   
        Unit as needed (217) 782-3637 
 
  D. Obtain information on gaseous release and plot chemical plume (if needed) 
 
  E. Coordinate area evacuation and placements. 
 
 4. Operations on the scene: 
 
  A. Approach the scene from the upwind and uphill side. 
 
  B.  Identify and assess the nature and severity of the incident. 
 
  C.  Isolate the hazard area and deny entry to ALL except those actually    
        performing rescue procedures. 
 
  D. Establish a Forward Control Point. 
 
 5. All personnel beyond the Forward Control Point MUST wear protective    
  equipment and self-contained breathing apparatus. Disposable suits, should be   
  carried in each disaster kit. 
 
 6. Establish a decontamination area and insure that ANY person who entered the   
  contaminated area is properly decontaminated prior to leaving the scene. Insure   
  that ALL contaminated equipment and clothing is marked and isolated within the   
  decontamination area for proper disposal or cleaning. It is vital that     
  contaminated and uncontaminated materials not be intermixed. 
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 7. Request Medical Teams or ALS personnel as needed. 
 
 8. Remove injured from the area of the incident with as little contact as possible.   
  Segregate and retain those who have had possible contact with hazardous   
  material.  Obtain names and addresses of those involved. 
 
 9. Institutes BLS and ALS procedures. 
 
 10. Notify the appropriate resource hospital of the patient's condition, type and duration of 

exposure, treatment at the scene, decontamination status, and ETA to the receiving 
hospital. Insure that the receiving hospital is aware of the possible contamination status of 
the patient. Contact the receiving hospitals via Transportation Group Supervisor for routing 
and location of actual receiving area at the hospital. 

 
 11. In hazardous materials incidents associated with fire, fight fire from upwind as   
  far as possible. Keep out of dust or smoke arising from the fire. Treat the    
  incident as a fire involving toxic materials. 
 
 12. Continuously re-evaluate the scene and carefully consider the possible need for   
  evacuation of nearby areas. Coordination between fire, police, rescue, EMA and   
  HAZ-MAT teams is necessary. Remember, the incident is NOT over until    
  everything and everyone is decontaminated. DO NOT place equipment or    
  vehicles back in service until complete decontamination procedures are    
  completed. 
 
 13. DO NOT eat, drink or smoke ANYWHERE on the scene. DO NOT use food or   
  water that may have been in contact with material from the incident. 
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SUPPORT SERVICES 
 
Purpose 
 
In any large-scale incident, consideration should be given with regards to the long term needs and 
services to the community. Some of these considerations may include finance, external resource 
coordination, etc.  

Government Officials 

 
Government officials that respond to the scene can be incorporated into either the Planning section 
or the Unified Command structure. They may be valuable in the role of advisor or aide to 
Command. Their services also may be necessary to enact the Statewide Plan and may be a 
valuable liaison to State government. 
 
If the incident is of sufficient magnitude to require this level of organization, it would be appropriate 
to activate the community Emergency Operations Center. At this point, government officials should 
report to the local EOC and begin coordination of long-term plans, including recovery, shelter and 
restoration plans. 
 

Unsolicited Resources 

 
It is common that members of the general public will offer their professional or business services 
during the aftermath of an emergency. Examples would include medical assistance or heavy 
equipment and operators. This type of assistance can be very helpful, but only if it is closely 
coordinated with the "official" operations. Coordination of these services can be accomplished 
through the implementation of Annex K (Resource Management) of the Countyôs Emergency 
Response Plan. 
 
 

Critical Incident Stress Debriefing 

 

Northern Illinois CISD Team 

 
Early consideration should be given towards providing those emergency workers at the scene with 
early defusing and debriefings. These services can be coordinated under the Logistics Section. 
 
The locations, times, and format for the defusing can be coordinated at the EOC or Command Post 
between the CISD teams and Incident Command. 
 
Upon Command determination of the need for CISD team involvement at the scene of the disaster, 
notification of the Northern Illinois CISD team will occur through established protocols. 
 
Upon arrival of the CISD team, a designated intake/discharge area is developed.  ALL responders 
to the disaster will go through the intake and discharge areas for each shift worked. 
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The need for diffusing and debriefings are assessed and will be set up through the Northern Illinois 
CISD teams as deemed necessary. To access the NICISD team call 1-800-225-2473. This is a 24-
hour number that will activate the CISD team. 
 

Ecker Center 

 
Ecker has an on-call emergency team that will respond to emergencies in the northern section of 
the County. Team members are specifically trained to provide Critical Incident Stress Debriefing, 
Crisis Counseling, Crisis Intervention, and if necessary, referral for appropriate aftercare. 
 
Ecker will respond as part of the Mass Casualty Plan in the following ways: 
 
1. Mental health assistance at the northern Resource Hospitals 
 
2. On-site mental health assistance at the scene of the disaster if needed. 
 
3. Post disaster debriefing to rescuers, emergency personnel and/or others. 
 
To ensure coordination between Ecker and the County Wide Mass Casualty Plan, Ecker is willing 
to participate in all northern county area disaster drills. 
 
To access Ecker's emergency team, contact the PEP (Psychiatric Emergency Program) office at 
847-888-8786 and ask them to page the Director, Crisis Services. The Director will then assemble 
the team and make assignments as necessary in coordination with the Resource Hospital. 

Resource Marshaling Area 

 
Purpose 
 
During the aftermath of any large-scale incident, it is common for members of the general public to 
offer the use of their professional or business services. These unsolicited resources may not be 
immediately needed but as the recovery phase of the incident unfolds may prove to be extremely 
helpful as long as they are closely coordinated with official operations. 
 
Since past incidents have proven that the amount of unsolicited resources could be great it is 
important to develop a "Resource Marshaling Area", away from the incident scene, to itemize these 
available resources and track their use and control their access to the scene 
 
 
 
Procedure 
 
In the event Incident Command deems it necessary, the Logistics Section will establish a Resource 
Marshaling Area away from the incident scene in an area large enough to hold large amounts of 
heavy equipment. They will inventory the unsolicited resources and make a list of these resources 
available to Incident Command. 
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In the event any of these resources are requested, the Logistics Section will maintain a log of who 
provided the service, the type of service, the duration the service was rendered, and contact 
information on the company providing the service. The resource will then be assigned to the area 
needed. 
 
When the assignment is completed the resource will be instructed to return to the Resource 
Marshaling Area for possible reassignment or release. 
 
Upon completion of the incident the Logistics Section will forward the list of resources that were 
used during the incident to the Chief Executive Officer who has jurisdiction over the incident scene 
for processing as per policy for that municipality. 

 

Law Enforcement 

  
Law enforcement Officers shall operate under the Police Branch and report to the Incident 
Commander or Operations Officer or the Police Branch Supervisor as instructed. 
 
The police responsibilities at a medical emergency can be divided into two stages. The initial stage 
begins with the notification of the event to police communicators and provides for an orderly 
conversion of the scene to fire and rescue control upon their arrival. 
 
During the first stage, Police duties include determination of scope and severity of the incident, 
securing the emergency scene, first aid, search and rescue of injured, and initiation of plans 
through the shift supervisor. 
 
The second stage includes other emergency operations, maintaining security of the emergency 
scene, establishing traffic perimeters and evacuation routes, providing crowd control, body 
identification, prevention of looting, and appropriate investigation of the incident. 
 
The Police Branch Supervisor shall be determined by the responding Police agencyôs procedures 
for such an event.  Specific police responsibilities should be implemented in accordance with local 
disaster plans.      

 

American Red Cross 

 
In the case of any mass casualty incident there are those that could be displaced from their homes 
and require temporary placement. One of the functions of the American Red Cross is to provide 
temporary shelter either in a mass shelter setting or by individual placements. 
 
In the event that a mass casualty incident is of such magnitude that sheltering is required, the 
American Red Cross will be requested. 
 
There are two chapters of the Red Cross that serve the Kane County area. The Greater Chicago 
Chapter (312-729-6100) serves the area of the county north of St.Charles Township and south of 
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Batavia Township including the cities of Aurora and Elgin. The Fox River Chapter (630-443-8844) 
serves the middle part of the county from St.Charles to North Aurora and west to the county line. 
 
These agencies can assist those persons that become affected by a mass casualty incident but do 
not require medical aid. 

Salvation Army 

 
The Salvation Army (800-564-9044) provides a canteen service to incident scenes that remain 
active for long periods of time. Their mission is to provide food and drink to emergency workers 
who are required to work at a mass casualty scene for long periods of time. 
 
The Salvation Army has a canteen based in Aurora to serve the Kane County and surrounding 
area in the event of a major incident. The cost of this service is picked up by donations. 
 

Emergency Mortuary Services  

 
The first response to a mass casualty/fatality incident that occurs within the County would be Fire 
and Police Services. As the need for Emergency Mortuary Services becomes evident, the Kane 
County Coroner would be notified either by telephone at (630-232-8400) or via radio from the 
Command Post. The Coroner could receive initial assistance from Deputy Coroners, if available, 
and Fire Service Personnel. Additional personnel for Emergency Mortuary Services may be 
obtained from adjoining County, State, and Federal Governmental Agencies. 
 
Following the elimination of pending dangers by Fire, Police and Emergency Medical Services and 
after any injured have been rescued and removed, the Coroner on the scene, in conjunction with 
Fire, Police, KCOEM and other authorized security and investigators, shall take charge of the 
death scene and complete those items deemed necessary in Annex D, Appendix 2 of Kane 
County's Emergency Response Plan. 
 
The Kane County Morgue, currently located in the Coronerôs complex at the Kane County 
Government Center in Geneva, is set up to handle approximately nine to ten bodies, along with 
viewing and autopsy capabilities. 
 

Hospital Morgues 

 
The following hospitals in the County have morgue facilities that at any given time, based on 
hospital demands, could provide additional body storage along with autopsy capabilities.  
 

Provena Saint Joseph Hospital  847-695-3200 6 possible 
Sherman Hospital  847-742-9800   15 possible 
Provena Mercy Medical Center 630-859-2222 3 possible 
Rush-Copley Medical Center  630-978-6200 2 possible 
Delnor-Community Hospital 630-584-3300 2 possible 

 
 Total of 28 Possible 
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Temporary Morgue Locations 

 
The Kane County area has limited morgue facilities to provide emergency service in case of a 
major disaster where potentially large numbers of deaths would occur. 
 
The Coroner's office has verbal agreements with every funeral home in Kane County and nearby 
funeral homes in Cook, DuPage and Kendall Counties, to be used as temporary morgues in a 
major disaster situation. Utilization would be subject to their day-to-day operations, i.e., pre-existing 
funerals at the time of the disaster. Therefore, no firm commitments can be made for use of their 
space. 
 

Refrigerated Truck Trailer Agreement 

 
In the event that refrigerated trailers are required to augment local morgue capabilities the Cook 
County Emergency Management Agency has eight (8) refrigerated trailers on stand-by. To obtain 
the services of these trailers contact the Cook County Emergency Management Agency at 708-
865-4766. 
 
 
 

State Emergency Medical Disaster Plan 
 
The Illinois Department of Public Health Emergency Medical Disaster Plan can be initiated for 
additional medical teams, ambulances, personnel and equipment in the event of a state disaster. 
 
The Incident Commander must notify the POD Hospital.  The POD Hospital will then notify the 
Illinois Department of Public Health (IDPH) Emergency Officer at 1-800-782-7860 and the County 
EOC.  Needs will be assessed by IDPH and resources requested from a region not affected by the 
disaster.  A Medical Control Officer may be sent to the scene by IDPH. 
 
Information required by IDPH 
* Call back number 
* Callers name and title 
* Type of incident 
* Reason for the request to activate the plan 
* Area affected (municipality, county, township) 
* Resources needed (medical teams and approximate number, ambulances, medical supplies 

and type) 
* Incident Commanders name and title 
* Weather conditions 
* Whether hazardous materials are involved 
* Reporting area for medical teams 
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Telephone Numbers 
 
 

 
American Red Cross ï Fox River Chapter     630-443-8844 
American Red Cross ï Greater Chicago Chapter    312-729-6100 
Delnor Community Hospital        630-208-3000 
       Emergency Department 630-208-4002 
          Fax 630-208-3460 
         Telemetry 630-208-0927 
Ecker Center Psychiatric Emergency Program     847-429-8786 
Illinois Department of Public Health      800-782-7860 
Illinois Environmental Protection Agency      217-782-3637 
Kane County Coroner     24hr number    630-232-8400 
Kane County LEPC         630-208-2050 
Kane County Office of Emergency Management       Emergency # 630-208-8911 
               Office 630-232-5985 
National Response Center        800-424-8800 
Northern Illinois CISD        800-225-2473 
Nuclear Regulatory Commission       301-695-3200 
Provena - Mercy Center Medical Center      630-859-2222 
       Emergency Department 630-801-2633 
          Fax 630-801-2681 
         Telemetry 630-801-2539 
Provena - Saint Joseph Hospital       847-695-3200  
       Emergency Department 847-931-5500 
          Fax 847-622-2076 
          Telemetry 847-695-5797 
Rush ï Copley Medical Center       630-978-6200 
       Emergency Department 630-978-4810 
          Fax 630-978-6802 
           630-978-6712 
         Telemetry 630-978-7944 
Saint Alexius Medical Center       847-843-2000 
Salvation Army Disaster Services       800-564-9044 
Sherman Hospital         847-742-9800 
       Emergency Department 847-429-8750 
       Fax (Sherman)  847-429-8978 
          EMS 847-429-8737 
             Fax (EMS) 847-429-2844 
            Telemetry Phone 847-742-3530 
State Emergency Response Commission (IEMA)    800-782-7860 
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MASS CASUALTY DRILL REQUEST 

 
This form is to be submitted to the EMS Office not less than 30 days prior to the drill. The contact 
person will be notified to confirm the level of participation of each of the area hospitals. 
 
 
1. Date of Drill: _______________ Time:__________ 
 
2. Drill Site: ________________________________________ 
 
3. Type of Drill: ________________________________________ 
 
4. We Will: _____ Will Not: _____ transport patients. 
 
5. We request the following hospitals to participate: 
 
 
6. We request the following participation: 
 
 
7. The Objectives of this drill are to evaluate the following: 

______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 

 
 
8. List the Participating Ambulance services and non-hospital organizations: 

______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 

 
9. Date/Time/Locations of Critique: 

______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
 



 41 

OPERATIONAL CHECKLIST 
 

COMMAND 

LOCATION DATE 

TIME OF ALARM TIME OF ARRIVAL TIME CLEAR 

COMMANDER 

 
 

Checklist Item                           ñXò Time                                Location / Comments 

Command Post Identified 

Command Established 

Wears Identification Vest 

Medical Branch Established 

MABAS Division Notified 

Staging Area Established 

Aide(s) Appointed 

Safety Officer 

Rehab Area Established 

Fire/Rescue Branch 

Public Information Officer 

Communications Unit Leader 

OPS Section Established 

Technical Advisor(s) 

EMA/OEM Notified 

Coroner Notified 

 
** Note:  Remember that this checklist is only a guideline. Some tasks may not need to be 
accomplished at all incidents, and some may be delegated to other officers. The order of the 
checklist may or may not be the order in which the tasks need to be accomplished. Remember to 
prioritize tasks. 
 

*TURN CHECKLIST IN TO COMMAND* 
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OPERATIONAL CHECKLIST 

MEDICAL BRANCH 

 

LOCATION DATE 

TIME OF ALARM TIME OF ARRIVAL TIME CLEAR 

MEDICAL BRANCH DIRECTOR 

 
 

Checklist Item                           ñXò Time                                Location / Comments 

Wears Identification Vest 

Resource Hospital Notified 

Triage Initiated 

Aide(s) Appointed 

Triage Group Supervisor Appointed 

Transportation Group Supervisor Appointed 

Treatment Group Supervisor Appointed 

Patient Treatment Area Established 

Acquire Resources ï Triage 

Acquire Resources ï Transport 

Acquire Resources - Treatment 

Resource Hospital Updated 

Request RMERT Through Resource Hospital If Needed 

MED Channel Designated 

Coordinate RMERT Teams 

Advise Resource Hospital When Secure 

Advise Command When Secure 

 
** Note:  Remember that this checklist is only a guideline. Some tasks may not need to be 
accomplished at all incidents, and some may be delegated to other officers. The order of the 
checklist may or may not be the order in which the tasks need to be accomplished. Remember to 
prioritize tasks. 
 

*DETERMINE THE EXTENT OF DOCUMENTATION NEEDED* 
 

*TURN CHECKLIST IN TO COMMAND* 
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OPERATIONAL CHECKLIST 
 

TRIAGE GROUP 

LOCATION DATE 

TIME OF ALARM TIME OF ARRIVAL TIME CLEAR 

TRIAGE GROUP SUPERVISOR 

 
 

Checklist Item                           ñXò Time                                Location / Comments 

Wears Identification Vest 

SMART Tag Initiated 

Persons Appointed to Triage 

Victims Prioritized 

Additional Medical Crews Requested 

Additional Supplies Requested 

Aide(s) to Triage Appointed 

Controlled Exit Point Established 

Update Medical Branch on 

Number of Patients 

Notify Medical Branch when Secure 

 
 
 
** Note:  Remember that this checklist is only a guideline. Some tasks may not need to be 
accomplished at all incidents, and some may be delegated to other officers. The order of the 
checklist may or may not be the order in which the tasks need to be accomplished. Remember to 
prioritize tasks. 
 
 

*TURN CHECKLIST IN TO COMMAND* 
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OPERATIONAL CHECKLIST 
 

TREATMENT GROUP 

LOCATION DATE 

TIME OF ALARM TIME OF ARRIVAL TIME CLEAR 

TREATMENT GROUP SUPERVISOR 

 
 

Checklist Item                           ñXò Time                                Location / Comments 

Wears Identification Vest 

Established Treatment Area 

Secures Supplies from  
Medical Branch 
 

Request Personnel as needed 
From Medical Branch 
 

Update Transportation on  
Number of patients and Category 
 

Update Patient Categories 

Control Treatment Area 

 
 
 
 
** Note:  Remember that this checklist is only a guideline. Some tasks may not need to be 
accomplished at all incidents, and some may be delegated to other officers. The order of the 
checklist may or may not be the order in which the tasks need to be accomplished. Remember to 
prioritize tasks. 
 
 

*TURN CHECKLIST IN TO COMMAND* 
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OPERATIONAL CHECKLIST 
 

TRANSPORTATION GROUP 

LOCATION DATE 

TIME OF ALARM TIME OF ARRIVAL TIME CLEAR 

TRANSPORTATION GROUP SUPERVISOR 

 
 

Checklist Item                           ñXò Time                                Location / Comments 

Wears Identification Vest 

Establish Patient Loading Area 

Transport Aide(s) Appointed 

Establish Contact with Resource Hospital 

Determine Capabilities of 
Potential Receiving Hospitals 

Number of Patients to 
be Transported 

Ambulance Exit Point  
Established 

Establish Transport Log 

Request Transportation 
Vehicles from Staging 

Retain portion from SMART Tag 

Get Updates from Medical / Triage 
on Number of Patients 

Update Resource Hospital on  
Number of Patients 

Notify Resource Hospital when all Patients 
Transported 

Notify Medical Branch when all 
Patients Transported 

 
 
** Note:  Remember that this checklist is only a guideline. Some tasks may not need to be 
accomplished at all incidents, and some may be delegated to other officers. The order of the 
checklist may or may not be the order in which the tasks need to be accomplished. Remember to 
prioritize tasks. 
 
 

*TURN CHECKLIST IN TO COMMAND* 
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OPERATIONAL WORKSHEET 
 

TRANSPORTATION GROUP 

LOCATION DATE 

TRANSPORTATION GROUP SUPERVISOR 

 

 
Receiving Hospital 

Capability 
Red          Yellow        Green 

Sent 
Red         Yellow        Green 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

      

 
 

Casualty counts (from Medical/Triage Section)      Red      Yellow    Green    Black 

Initial (Time:) 

Second (Update) 

Third 

Fourth 

 
 
 
 

*TURN CHECKLIST IN TO COMMAND* 
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TRANSPORTATION LOG 

 
Location: ___________________________________ Date: ____________________ 

 

ID Tag #    Priority     Provider          Rec. Facility        Time          Comments 

                  R Y G B  

                  R Y G B  

                  R Y G B  

                  R Y G B  

                  R Y G B  

                  R Y G B  

                  R Y G B  

                  R Y G B  

                  R Y G B  

                  R Y G B  

                  R Y G B  

                  R Y G B  

                  R Y G B  

                  R Y G B  

                  R Y G B  

                  R Y G B  

                  R Y G B  

                  R Y G B  

                  R Y G B  

                  R Y G B  

                  R Y G B  

                  R Y G B  

                  R Y G B 

 
Receiving Facility Patient Totals 

 

Facility Total Facility  Total Facility Total 

      

    Morgue  

 
Transportation Group Supervisor's: 

*TURN CHECKLIST IN TO COMMAND* 
Name: ______________________________            
 
Signature: ______________________________                      Page_____ of _____ 
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OPERATIONAL CHECKLIST 
 

FIRE/RESCUE BRANCH 

 

LOCATION DATE 

TIME OF ALARM TIME OF ARRIVAL TIME CLEAR 

BRANCH DIRECTOR 

 
 

Checklist Item                           ñXò Time                                Location / Comments 

Establish Fire Branch 

Commence Primary Search 

Fire Suppression Established 

Hazard Control Begun 

Command Notified when  
All Clear 

Rescue Operations Established 

Request Additional Resources  
as Needed 

Secondary Search Commenced 

Maintain Contact with Command 

Maintain Continuous Fire 
Prevention / Hazard Control 

 
 
 
** Note:  Remember that this checklist is only a guideline. Some tasks may not need to be 
accomplished at all incidents, and some may be delegated to other officers. The order of the 
checklist may or may not be the order in which the tasks need to be accomplished. Remember to 
prioritize tasks. 
 
 

*TURN CHECKLIST IN TO COMMAND* 
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OPERATIONAL CHECKLIST 
 

SAFETY WORKSHEET 

 

LOCATION DATE 

TIME OF ALARM TIME OF ARRIVAL TIME CLEAR 

SAFETY OFFICER 

 
 

Checklist Item                           ñXò Time                                Location / Comments 

Wears Identification Vest 

Safety Aide(s) Appointed 

Establish Contact with  
Command 

Insure Rehab Area is Established 

Patrol Area for Unsafe  
Conditions 

Report Unsafe Conditions to 
Command 

Coordinate with Fire Branch 
 for Hazardous Identification / Control 

 
 
 
** Note:  Remember that this checklist is only a guideline. Some tasks may not need to be 
accomplished at all incidents, and some may be delegated to other officers. The order of the 
checklist may or may not be the order in which the tasks need to be accomplished. Remember to 
prioritize tasks. 
 
 

*TURN CHECKLIST IN TO COMMAND* 
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OPERATIONAL CHECKLIST 
 

PUBLIC INFORMATION WORKSHEET 

LOCATION DATE 

TIME OF ALARM TIME OF ARRIVAL TIME CLEAR 

PUBLIC INFORMATION OFFICER 

 
 

Checklist Item                           ñXò Time                                Location / Comments 

Wears Identification Vest 

Establish Media Area 

Obtain Information from 
Command for release 
 to Media 

Provide Timely Updates 

 
 
 
** Note:  Remember that this checklist is only a guideline. Some tasks may not need to be 
accomplished at all incidents, and some may be delegated to other officers. The order of the 
checklist may or may not be the order in which the tasks need to be accomplished. Remember to 
prioritize tasks. 
 

*TURN CHECKLIST IN TO COMMAND* 
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OPERATIONAL CHECKLIST 
 

STAGING 

LOCATION DATE 

TIME OF ALARM TIME OF ARRIVAL TIME CLEAR 

STAGING MANAGER 

 
 

Checklist Item                           ñXò Time                                Location / Comments 

Wears Identification Vest 

Staging Area Established 

Maintains Log of Manpower 

Maintains Log of Equipment 

Discharge Routes Left Open 

Establish Angular Parking 

Access to Incident Site Open 

Shelter for Extra Manpower 

Establish Additional Staging Area 

Aide(s) to Staging Manager 
Appointed 

Contact with Command 

 
 
 
** Note:  Remember that this checklist is only a guideline. Some tasks may not need to be 
accomplished at all incidents, and some may be delegated to other officers. The order of the 
checklist may or may not be the order in which the tasks need to be accomplished. Remember to 
prioritize tasks. 
 

*TURN CHECKLIST IN TO COMMAND* 
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STAGING LOG 

 
Location: ______________________________     Date: ________________________ 

 

Town    Unit Type   Number      Manpower       Time in           Time to             Passport? 
                                                                              Staging          Scene 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
Staging Manager's 
 
Name: ______________________________ 
 
Signature: ______________________________  Page_____ of _____ 
 

*TURN CHECKLIST IN TO COMMAND* 


