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EMERGENCY MANAGEMENT SUPPORT FORM 
DIALYSIS 

 
DIALYSIS CLINIC NAME: ___________________________________ 
 
ADDRESS: _______________________________________________ 
 
PHONE NUMBER: _______________ FAX NUMBER: ______________ 
 
EMERGENCY ALTERNATE NUMBERS: __________________________ 
 
CLINIC MGR/ADMINISTRATOR CONTACT INFO: _________________ 
 
________________________________________________________ 
 
MEDICAL DIRECTOR: ______________________________________ 
 
CONTACT INFO: __________________________________________ 
 
CORPORATE NUMBERS: ____________________________________ 
 
CORPORATE EMERGENCY CONTACTS:  
________________________________________________________ 
  
POWER COMPANY & METER #: ______________________________ 
 
PERMANENT GENERATOR?  Y □   N  □   TYPE OF FUEL ___________  
 
IF NO, IS TRANSFER SWITCH INSTALLED/AVAILABLE?     Y □   N  □    
 
COMMENTS/SPECIAL INSTRUCTIONS: ________________________ 
 
________________________________________________________ 
 
________________________________________________________ 
 
COMPLETED BY: __________________________ DATE: __________ 



Contact with local emergency management      Date ___________________ 
 
Facility Name:    ______________________________________________________ 
 
CMS Provider Number  ______________________________________________________ 
 
Name of person filling out this form  __________________________________________ 
 
List of resources and information we sent to the local emergency management office: 
 

 ________________________________________________________________________ 
 

 ________________________________________________________________________ 
 

 ________________________________________________________________________ 
 

 ________________________________________________________________________ 
 
Date the information was sent: _______________________________________________ 
 
Information was sent to:  Name/Title:  ____________________________________ 
 
        Agency:  __________________________________________ 
 
        Address:  __________________________________________ 
       
        Phone/Fax:  ___________________ / _____________________ 
 
        Email:    __________________________________________ 
 
Follow‐up information received (i.e., return fax verification, email communication response, 
etc):   
 
 
 
 
 
Facility’s plans for annual communication includes: 

 


