Enteric Illness Outbreak

Communication/Pre-planning Checklist for Partner Agencies
Community Details
	Community/City/Village:
	

	Region:
	

	Population: 
	
	

	# suspected ill:
	
	
	

	Is outbreak due to a Food Safety & Sanitation (FSS) Program regulated venue?
	(  Yes       (  No      (  Unknown

	
	If yes, which FSS regulates?      (  Municipality of Anchorage      (  Alaska DEC

	Confirmed pathogen identified? (  Yes       (  No      (  Unknown   If yes, specify: _______________________

	If no confirmed pathogen, what is suspected? (select all that apply):  
 (  bacterial   (  viral   (   chemical (  unknown    (  other


Logistics

	Planning Meeting Date:
	_____ /_____ /______     Time:

	Invited to planning mtg:
	(  Epi      (  DEC     ( EHL   (  ASPHL     (  ASVL      ( PHC & Regional PHN

	
	

	Epi Outbreak Lead:

	Name
	

	Office Phone
	

	Cell Phone
	

	Village Cell
	

	Epi Staff onsite/in field:

	Name
	

	Office Phone
	

	Cell Phone
	

	Village Cell
	

	
	

	DEC outbreak Lead(s):
	

	Name
	

	Office Phone
	

	Cell Phone
	

	Village Cell
	

	DEC Staff onsite/in field performing inspection:

	Name
	

	Office Phone
	

	Cell Phone
	

	Village Cell
	

	SOPHN Region: ________________________________________________

	Regional Contact Name 
	

	Phone
	

	Public Health Center in the community?  (  Yes       (  No      

	Health Center Responsible
	

	Address
	

	Main Phone #
	

	SOPHN Lead Local Contact:

	Name & Office Phone
	

	Additional PHN Staff
	

	Community Health Aid?    (  Yes       (  No       ( Not Applicable

	           If yes, 
	

	Name(s)
	

	CHAP Main Office Phone
	

	After Hours #
	

	
	

	Onsite Investigation Planned?   (  Yes       (  No       

	If yes, travel required?
	 (  Yes       (  No       

	
	

	TRAVEL

	For yes answers:
	

	
	Who will be onsite:         (  Epi      (  DEC     ( PHNs

	
	Who will need to travel to the site: (  Epi      (  DEC     ( PHNs

	
	Primary travel means: (  Car     (  Air     ( Ferry   ( Other: __________________

	Where applicable:
	

	Epi Travel Details
	DEC Travel Details

	Estimated time of departure to site
	
	Estimated time of departure to site
	

	Estimated time of arrival at site
	
	Estimated time of arrival at site
	

	Flight numbers if applicable:
	
	Flight numbers if applicable:
	

	Planned duration of site visit
	
	Planned duration of site visit
	

	PHN Travel Details
	
	
	

	Estimated time of departure to site
	
	
	

	Estimated time of arrival at site
	
	

	Flight numbers if applicable:
	
	
	

	Planned duration of site visit
	
	

	Misc.




Local Contacts
	Hospital/Clinic Name:
	
	Hospital/clinic Main #
	

	Main Contact/IP
	
	Phone
	

	
	
	
	

	
	
	
	

	Hospital/Clinic Name:
	
	Hospital/clinic Main #
	

	Main Contact/IP
	
	Phone
	

	
	
	
	

	
	
	
	

	Hospital/Clinic Name:
	
	Hospital/clinic Main #
	

	Main Contact/IP
	
	Phone
	

	
	

	Investigation locations/venues/events of interest:

	Location:

Contact:

Agency Investigating: 

Location:

Contact:

Agency Investigating: 

Location:

Contact:

Agency Investigating: 



	

	Media/PIO

	PIO Informed?    (  Yes       (  No      (  Unknown

	Who? ______________________________        When: ______  /   ______ / _______

	Lead for media Inquiries: _____________________________________



	Misc. Details/Plans: 

	

	

	

	

	

	

	

	

	

	

	

	

	

	


