	                                                                                                                                                            Date:

                                                                                                                                                            Time:

	Kansas SNS Request Form Hospital



	All applicable questions on this form must be completed and faxed to the Kansas Division of Emergency Management at 785-274-1426

	General Information

	County:                                                                                            
	Population of county affected:                                                                           

	Hospital:

	Hospital region:     ( NW     ( NC     ( NE     ( SW     ( SC     ( SE

	Title of person filling out form:   
	( Incident Commander          ( Emergency Manager          ( Hospital Pharmacist                                                     

( Hospital Preparedness Coordinator          ( Emergency Department Personnel           ( Other

	If other please specify:

	Nature of Event:     ( Bioterrorism          ( Contagious Disease          ( Mass Casualty Incident          ( Flu          ( Other    

	If other please specify:

	Suspected Agent:     ( Anthrax          ( Plague          ( Tularemia          ( Flu          ( Other         

	If other please specify:

	Personnel Treated with Local/Regional/State Supply

	Number hospital personnel treated with supply:

	Number of other first responders treated with supply:

	Number of family members treated with supply:

	Antibiotic Used:     ( Doxycline     ( Ciprofloxicin     ( Other    

	If other please specify:

	Total number of personnel who received full regimen:
	Dosage:

	Total number of personnel who received partial regimen:
	Dosage:

	Number of pediatric doses administered:

	Number of people who could not take the primary antibiotic prescribed:

	TOTAL NUMBER OF PERSONNEL REGIMENS DISTRIBUTED:

	Symptomatic Population and Hospital Status

	Estimated number of people with symptoms:

	Number of people hospitalized:
	Number of fatalities related to event:


	treatment center Information

	Has hospital and treatment center information been updated on Pharmfinder?
	(
	Yes
	(
	No

	Do you need additional resources from the state?
	(
	Yes
	(
	No

	What type of resources do you need:     ( Security     ( Transportation     ( Mass care     ( Other

	If other please specify:

	LEOC Contact
	Name:
	Phone:

	Request Medications/supplies from the SNS

	List specific quantities and descriptions

	 (  Antibiotics: Indicate dose and route of administration
	(  Medical supplies

    ( Airway

    ( General

    ( Other (specify)

___________________

___________________

___________________

___________________
	(  Fluids   

(specify)  

_________

_________

_________

_________
	( Personal Protective Equipment

    ( Gowns

    ( Gloves

    ( Masks

    ( Respirators (specify type)

______________________________

______________________________

______________________________

______________________________

    

	( Doxycline

( Ciprofloxin

( Schedule II Drugs

( Other (specify)

___________________________________________________

___________________________________________________

___________________________________________________

___________________________________________________

     
	
	
	

	Hospital DEA information
	Registrant name:
	Registrant number:

	Any other information the SEOC needs to know to expedite your order:




COUNTY EMERGENCY MANAGER  ____________________________

                                                                  (Signature)                        

