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Review and Maintenance of Emergency Operations Plan

This Plan is reviewed/updated annually, after an event/exercise, or crisis/emergency by the Williams County Combined
Health District. The reviewer will add the review date and any changes in the table below.

Date Revision
Number

Description of Change Pages Affected Reviewed or Changed by

2/2011 1 Document Created All Samantha Deafenbaugh
10/2011 2 Revised All Joe Schlosser
10/2012 3 Revised/reviewed All Joe Schlosser
4/2013 4 Added coalition wording Joe Schlosser
11/2013 5 Added activation wording 7 Joe Schlosser
12/2014 6 Revised language All Joe Schlosser
4/2015 7 Removed glossary & Acronyms 18-29 Joe Schlosser
10/2015 8 Added signature lines 1 Joe Schlosser
5/2016 9 Minor wording corrections and additions

throughout
All Joe Schlosser

09/2016 10 Formatting and changes throughout
document.

All Michael Shultz

10/2016 11 Full reformat, Signature page added (p.3) All Michael Shultz
11/09/2016 12 EOP Signing 3 Michael Shultz & Directors
02/2017 13 Revision/Update 11,12,15 Michael Shultz
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Purpose:

The Emergency Operations Plan was developed using a functional approach.  It is organized around critical functions
that the department will perform in response to an emergency.  The EOP is a collection of plans and procedures that is
divided into four levels escalating in specificity and detail.

Basic Plan: This core document is the foundation of the EOP.  It provides an overview of the department’s emergency
response organization and policies.  It describes the department’s approach to emergency response.  It assigns the
emergency response functions to certain positions and organizational units within the department.  The basic plan is
designed primarily for department executives, administrators and managers.

Functional Annexes: These plans are built on the foundation of the basic plan.  They are organized around the
performance of a critical function the department will perform in response to an emergency.  Functional annexes are
oriented toward operations.  Each annex is developed by and for the personnel who perform that function.

Hazard and Task Specific Appendices: These provide detailed information applicable to the performance of a particular
task or function in the face of a particular hazard.  Appendices are oriented to specific hazard characteristics and
regulatory requirements.  Each appendix is linked to its relevant functional annex.

This version of the EOP was developed using Federal Emergency Management Agency (FEMA) State and Local Guide
(SLG) 101, Guide for All Hazards Emergency Operations Planning.  On April 17, 2009, that guide was superseded by FEMA
Comprehensive Planning Guide (CPG) 101, Developing and Maintaining State, Territorial, Tribal and Local Government
Emergency Plans.  Future iterations of the department’s EOP will generally follow the current guidance.

Situation and Assumptions:

Planning Requirements

1. The EOP fulfills the planning requirements of the Public Health Emergency Preparedness (PHEP) Cooperative
Agreement pursuant to the Pandemic and All-Hazards Preparedness Act of 2006.  The Public Health Emergency
Preparedness (PHEP) Cooperative Agreement is administered by the US Department of Health and Human Services
(HHS), Centers for Disease Control and Prevention (CDC).

2. The Williams County Emergency Operations Plan is the overarching plan for all emergency response plans within the
Health Department.

Hazards Addressed by the EOP

1. The EOP addresses the hazards that are identified in the most current Hazard Identification and Risk Analysis (HIRA)
document as distributed by Ohio Emergency Management Agency in January 2014.

2. Williams County Health Department is required to conduct a Hazard/Vulnerability assessment every three years.  This
assessment examines the natural and manmade hazards facing Williams County, particularly those hazards that could
create public health emergencies such as emerging infectious diseases, pandemic influenza, and accidental or
intentional exposure to bioterrorism agents.  These hazards include chemical, biological, radiological, nuclear and
explosive/incendiary (CBRNE) agents.
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3. Potential Hazards that may require a public health response or might activate the use of the EOP:

 Flood/Flash Flood

 Windstorm/Tornado

 Snow, Ice, Hail and Snow

 Communicable Disease

 Power Outage

 Building/Structure Collapse

 Explosion/Fire

 Hazardous Materials

 Terrorism (CBRNE) Incidents

 Bioterrorism Diseases/Agents

Scope of Preparedness and Incident Management:

National Strategy for Public Health and Medical Preparedness

Homeland Security Presidential Directive 21 established a National Strategy for Public Health and Medical Preparedness
and designated the four most critical components.  The EOP addresses the four most critical components, which are:

Biosurveillance- the purpose of biosurveillance is to provide early warning and ongoing characterization of disease
outbreaks in near real-time.  The central element of biosurveillance is an epidemiologic surveillance system to monitor
human disease activity across populations.  This includes environmental monitoring, disease reporting by clinicians, and
syndromic surveillance systems to monitor changes in patterns of hospital visits and the purchase of over-the-counter
medicines.

Countermeasure Distribution- in the context of a catastrophic health event, rapid distribution of medical
countermeasures (vaccines, drugs and therapeutics) to a large population requires significant resources within individual
communities.  The objective is to dispense countermeasures to the entire affected population within 48 hours after the
decision to do so.

Mass Casualty Care- the normal structure and operating principles of the nation’s public health and medical systems
cannot meet the needs created by a catastrophic health event.  Therefore, a disaster medical capability must be
developed that can immediately re-orient and coordinate existing resources within all sectors to meet the needs of the
population during a disaster.  The objective is to protect the physical and mental health of survivors; protect responders
and health care providers; properly and respectfully dispose of the deceased; ensure continuity of society, economy and
government; and facilitate long-term recovery of affected citizens.
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Community Resilience- while the first three components address the supply side of the preparedness function, the
demand side is of equal importance.  Where local civic leaders, citizens and families are educated regarding threats and
are empowered to mitigate their own risk, where they are practiced in responding to familiarity with local public health
and medical systems, there will be community resilience that will significantly attenuate the requirements for additional
assistance.

Emergency Support Function #8—Public Health and Medical Services

The Ohio Emergency Management Agency outlines responsibilities for the Ohio Department of Health in Emergency
Support Function #8 of the Ohio Emergency Operations Plan.  ESF #8 addresses the following concerns for the State of
Ohio during emergency incidents and assigns responsibility to ensure the concerns are addressed to the Ohio
Department of Health:

 Assessment of health and medical needs

 Health and medical epidemiological investigation and surveillance

 Monitoring the availability and utilization of health and medical systems’ resources and treatments

 Provision of health and medical-related services and resources

 Identification of areas where health problems could occur

 Provision of medical-related information releases and health recommendations and related releases to the
public

 Research and consultation on potential health hazards and medical problems

 Coordination and support of behavioral and mental health services

 Environmental health testing, sampling and analysis

 Testing and confirmation of laboratory samples

 Testing of products for public consumption

 Veterinary coordination and support

 Vector control

 Coordination and support for mass fatality incidents

 Coordination with local, state and federal partners

 Vital statistics coordination and support

 Coordination of isolation and quarantine of effected population

 Coordination of mass prophylaxis of population
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 Coordination of vaccination of populations

 Coordination of evacuation and sheltering in place of effected population

 County Emergency Response Plan

 Similar to the Emergency Support Functions outlined in the Ohio Emergency Operations Plan by the Ohio
Emergency Management Agency, the Williams County Emergency Management Agency outlines responsibilities
for the Williams County Health Department in the Williams County Emergency Operations Plan.

General:

All agencies/organizations assigned to provide health and medical service support are responsible for the following:

 Designating and training representatives of their agency

 Ensuring that appropriate SOPs are developed and maintained

 Maintaining current notification procedures to ensure trained personnel are available for extended emergency
duty in the EOC and, as needed, in the field

 Emergency Functions

 Under the Williams County Emergency Operations Plan, the Health Department has a responsibility to provide
the following services in response to emergency situations:

 Public health protection for the affected population

 Vital records services

 Damage assessment for public health facilities

The Health Commissioner/Administrator or designee:

 Serve as Incident Commander or part of Unified Command, establish communications, place of assembly, and
provide direction/control for the Health Department activities/operations during an emergency.

 Maintain communication and liaison with Williams County EMA, EOC, emergency response groups, volunteer
organizations, other county offices, and deemed necessary persons.

 Sanction release of public information.

 Authorize emergency purchase of supplies and equipment.
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Plans outside the scope of the EOP:

In situations which require coordination and/or support from external sources beyond the scope of the department’s
day-to-day operations WCHD uses the established state emergency management system.

Individual and Family Preparedness Plans

All agency personnel are strongly encouraged to develop and maintain individual and household preparedness plans and
supply kits, including provisions for persons with special needs, pets and service animals.  Information and tools for
developing these plans are available on ODH’s Emergency Preparedness website
(http://www.odh.ohio.gov/landing/phs_emergency/emrgprep.asp) or at www.ready.gov

Occupant Emergency Plans:

These are building-specific employee health and safety plans.  They are developed and maintained by personnel
assigned with this task for each building that is occupied by agency personnel.  Information is available from building
managers or the Bureau of Organizational Support and Services, Division of Infrastructure Services, Health and Safety
Services Section.

Functional and Access Needs:

WCHD works with community partners in addressing and coordinating emergency response for citizens, with functional
needs, in Williams County, based upon the CMIST framework. For the purpose of this section, “functional/access needs”
populations are individuals who cannot comfortably or safely access and/or use the standard resources offered in
disaster preparedness, relief, and recovery. These citizens may include persons with physical or mental disabilities,
(visual or hearing impaired, cognitive disorders, and/or mobility limitations), limited or non-English speaking,
geographically or culturally isolated, medically dependent, homeless, frail/elderly, and children.

This is not intended to classify or define all persons/citizens, but prompt responders to consider all who may have
functional/access requirements.

Assumptions Statement:

In developing this plan, the following assumptions were made:

 Compliance with the National Incident Management System (NIMS)

 Basic knowledge of emergency management doctrine including basic knowledge of:

 National Response Framework (NRF)

 National Incident Management System (NIMS)

 Incident Management System (ICS)

 Ohio Emergency Operations Plan

 Williams County Emergency Operations Plan
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Basic knowledge of emergency management doctrine will be attained through the completion of the following online,
independent study courses provided by the Federal Emergency Management Agency (FEMA).  These courses are
available at no charge and must be completed by all new/current employees: http://training.fema.gov/IS/

 ICS 100: Introduction to the Incident Command System

 ICS 200: ICS for Single Resources and Initial Action Incidents

 IS 700: National Incident Management System (NIMS), An Introduction

 IS 800: National Response Framework, An Introduction

 IS 808: Emergency Support Function 8 (ESF 8): Public Health and Medical Services

 IS 820: Introduction to NRF Support Annexes

Local Health Departments Respond to Incidents within their Jurisdiction:

A basic premise of emergency management is that response starts at the local level and adds regional, state and federal
assets as the affected jurisdiction needs more resources and capabilities.  Therefore, each local health department and
mental health service program will respond to local incidents in coordination with the local emergency management
program(s) within its jurisdiction

Concept of Operations

 Activation: This EOP will be activated in the event of an emergency.  For our purposes, an emergency is defined
as any situation that is, or may expand to be, beyond our capability to respond within normal operating
parameters.  Activation is the responsibility of the Health Commissioner or whoever is the highest authority
available.

Division of Responsibilities

 Williams County Health Department: The Williams County Health Department is primarily responsible for
managing public health threats and operating within the Williams County EMA’s Annex H (when requested) in
disaster situations.  This includes serving as a public education resource for the community, providing preventive
health services and ensuring that public health standards are met amidst disaster situations.

 Regional: Several Emergency Management and Public Health Resources are organized by regions within the
state.  This was done to maximize the efficiency and effectiveness of response operations when incidents
escalate beyond a single, local jurisdiction

 Williams County belongs to a 6 county coalition, referred to as the 6-pact, that meets to maximize the efficiency
and effectiveness of response operations within respective districts.

State:

 The governor is responsible for coping with dangers to this state or the people of this state presented by a
disaster or emergency, pursuant to the Emergency Management Act.  The governor has broad authority to
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declare a state of disaster or state of emergency and take actions necessary and appropriate under the
circumstances

 The Ohio Emergency Management Agency maintains the Ohio Emergency Management Plan and operates the
state EOC.  Every state agency is required to have an Emergency Management Coordinator (EMC) to act as its
liaison with the OEMA in all matters of emergency management, including activation of the SEOC.  When the
SEOC is activated, the EMC functions at that facility and acts for and at the direction of the agency director.

Federal:

 The Department of Homeland Security has divided the nation into ten Homeland Security Regions.  Ohio is
located within Region V, with regional headquarters located in Chicago, IL.

 The President leads the federal government response effort.  The Secretary of Homeland Security is the principal
federal official for domestic incident management. The Department of Homeland Security (DHS) is responsible
for the development and maintenance of the National Incident Management System (NIMS) and the National
Response Framework (NRF).  The Federal Emergency Management Agency (FEMA), which is part of DHS,
coordinates response support across the federal government through 15 emergency support functions (ESFs)

 The National Response Framework designates the Department of Health and Human Services (HHS) as the
federal coordinating agency for ESF #8 – Public Health and Medical Services.  This is the mechanism for
coordinated federal assistance to supplement state, tribal and local resources in response to a public health and
medical disaster, potential or actual incidents requiring a coordinated federal response and/or during a
developing potential health and medical emergency

 HHS established the Office of the Assistant Secretary for Preparedness and Response (ASPR) to lead the nation
in preventing, preparing for, and responding to the adverse health effects of public health emergencies and
disasters.  Other agencies within HHS are tasked with specific assignments pertaining to ESF #8

National Terrorism Advisory System:

 The National Terrorism Advisory System, or NTAS, replaces the color-coded Homeland Security Advisory System
(HSAS).  After reviewing the available information, the Secretary of Homeland Security will decide, in
coordination with other Federal entities, whether an NTAS Alert should be issued.  NTAS Alerts will only be
issued when credible information is available.  These alerts will include a clear statement that there is an
imminent threat or elevated threat. Using available information, the alerts will provide a concise summary of the
potential threat, information about actions being taken to ensure public safety, and recommended steps that
individuals, communities, businesses and governments can take to help prevent, mitigate or respond to the
threat.  The NTAS Alerts will be based on the nature of the threat: in some cases, alerts will be sent directly to
law enforcement or affected areas of the private sector, while in others, alerts will be issued more broadly to
the American people through both official and media channels. Imminent Threat Alert - Warns of a credible,
specific, and impending terrorist threat against the United States. Elevated Threat Alert – Warns of a credible
terrorist threat against the United States. Sunset Provision – An individual threat alert is issued for a specific
time period and then automatically expires.  It may be extended if new information becomes available or the
threat evolves.
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Sequence of Events Before, During and After an Event:

 See Continuity of Operations Plan

Administration and Logistics:

Assumed Resource Needs for High-Risk Hazards

 It is assumed that sufficient appropriations will be made to assure that the availability of the specialized
resources necessary to carry out this plan.  Each level of the EOP identifies the necessary resources, where they
are maintained and how they will be deployed

Inter-Jurisdictional Cooperation

 During the utilization of this plan, the ICS command structure will be employed which may encompass multiple
jurisdictions.  It is assumed that each involved jurisdiction will follow the ICS unified command structure and
accept assignment to their specific division during an incident.

Policies on Augmenting Response Staff

 In the event that the scope of an incident is larger than current staffing levels can accommodate, additional
response staff will be activated from the Medical Reserve Corps and from any volunteers spontaneously
responding.  Volunteers and MRC staff will be assigned job duties appropriate to their individual qualifications,
skill levels and experiences. Nongovernmental volunteer agencies and other jurisdictions may also be contacted
for additional staff.

Liability Issues

 Health Department—the Health Commissioner or an employee of the state or local health department is not
personally liable for damages sustained in the performance of departmental functions, except for wanton and
willful misconduct

 Immunization Programs—when participating in an approved mass immunization program in this state, health
personnel cannot be held liable except for gross negligence or willful and wanton misconduct

 Emergency Medical Services Personnel—Immunity from liability is provided except for gross negligence or willful
misconduct

Resource Management Policies:

Under emergency conditions, incident command personnel should allocate resources according to the following
priorities, always taking into consideration the specific incident needs and resource constraints:

 Protection of life

 Responders

 At risk populations
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 Public at large

 Incident stabilization

 Protection of mobile response resources

 Isolation of the impacted area

 Containment (if possible) of the incident

 Property conservation

 Protection of public facilities essential to life safety or emergency response

 Protection of the environment where degradation will adversely impact public safety

 Protection of private property

Situational Awareness:

The following elements will be considered in identifying essential situational awareness:

 Identifying essential information

 Defining required information

 Establishing requirements

 Determining common operational picture elements

 Identifying data owners

 Validating data with stakeholders

 During operations, situational awareness will be maintained through multiple avenues.

 Media outlets will be monitored on an ongoing basis in the EOC through TV, radio, and internet if possible.

 Updates on disease information will be obtained through the use of Epi-X, ODRS, OPHCS, and other public health
specific information outlets if relevant.

 All situational awareness information will be processed through the planning section of ICS and relevant
information will be forwarded to the IC.  Data obtained needs to be vetted if not being issued by a trusted
source (i.e. the federal or state government).  Validation processes for data will be established at the beginning
of every operational period as needs may change.
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Plan Development and Maintenance:

 The EOP is a dynamic document and as such will be updated, revised and reviewed annually or following an
exercise, drill or incident that warrants changes. Incorporated are planning elements derived from Federal
Emergency Management Agency (FEMA) documents including Comprehensive Preparedness Guide 101 and 301,
Ohio Emergency Management Agency (OEMA) documents including Ohio NIMS Implementation Guidance and
Plan Development and Review Guidance for local Emergency Operations Plans, and US Department of
Homeland Security’s (DHS) Target Capabilities List.

 Input for development and maintenance of this document will be obtained from both within the Williams
County Health Department and from coalitions in which WCHD participates.  These coalitions include the local
Core Planning Team including WCHD, CHWC, WCEMA, and other partners as is pertinent; the 6-pact planners’
coalition; and the local LEPC.  These coalitions will act as advising bodies for development.

 Plans will be made available for public review on an ongoing basis and will have this advertised on the WCHD
website and Facebook page.

Authorities and References:

State public health and emergency management authorities compliment federal, local and tribal authorities.  An
effective response to a public health emergency requires well-coordinated use of these powers by all levels of
government.

Federal:

The Robert T. Stafford Disaster Relief and Emergency Assistance Act of 1974 (Public Law 93-288 as amended) establishes
programs and processes for the Federal government to provide disaster and emergency assistance to states, local
governments, tribal nations, qualified private nonprofit organizations, individuals and certain businesses

Under the act, the Federal Emergency Management Agency (FEMA) of the Department of Homeland Security (DHS) is
authorized to coordinate the activities of Federal agencies in response to a Presidential declaration of a major disaster or
emergency.  The Department of Health and Human Services (HHS) is assigned the lead for health and medical services

The National Emergencies Act of 1976 (Public Law 94-42 as amended) establishes procedures for presidential
declaration of a national emergency and the termination of national emergencies by the President or congress.  The
presidential declaration of a national emergency under this act is a prerequisite to exercising any special or
extraordinary powers authorized by statute for the use in the event of national emergency

Public Health Service Act, 42 USC 201 et seq (2007) as amended outlines authorities to direct federal preparedness for
and response to public health emergencies.  These are principally found in the Public Health Service Act (PHSA) and are
administered by the Secretary of HHS.  Three recent laws provide the core of these authorities:

The Public Health Threats and Emergencies Act of 2000 (Title I of the Public Health Improvement Act: Public Law 106-
505) established a number of new programs and authorities, including grants to states to build public health
preparedness
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The Public Health Security and Bioterrorism Preparedness and Response Act of 2002 (Public Law 107-188) was passed in
the aftermath of the 2001 terror attacks.  It reauthorized several existing programs and established new ones, including
grants to states to build hospital and health systems preparedness.  It authorized: The National Disaster Medical System
(NDMS) to mobilize and address public health emergencies; grant programs for the education and training of public
health professionals; the streamlining and clarification of communicable disease quarantine provisions; enhanced
controls on dangerous biological agents and toxins; and it added new provisions to protect the safety and security of
food and drug supplies

Project BioShield Act of 2004 (Public Law 108-276) established authorities to encourage the development of specific
countermeasures (such as vaccines for bioterrorism agents) that would not otherwise have a commercial market

The Public Health Service Act (PHSA) authorizes the core activities of HHS for public health emergency preparedness and
response, including:

Declaration of a Public Health Emergency—Section 319(a) of the PHSA (42 USC 247d), authorizes the Secretary of HHS to
declare a public health emergency and take such action as may be appropriate to respond to that emergency consistent
with existing authorities. Appropriate action may include making grants, providing awards for expenses, entering into
contracts and conducting and supporting investigation into the cause, treatment or prevention of the disease or
disorder that presents the emergency.
The secretary’s declaration is the first step in authorizing emergency use of unapproved products or approved products
for unapproved uses under section 564 of the Food, Drug and Cosmetic Act (21 USC 360bbb-3), or waiving certain
regulatory requirements of the department, such as select agents requirements, or—when the President also declares
an emergency—waiving certain Medicare, Medicaid, and State Children’s Health Insurance Program (SCHIP) provisions

Vaccine Development and Immunization Programs—HHS has broad authority to coordinate vaccine development,
distribution, and use activities under section 2102 of the PHSA, describing the functions of National Vaccine Program.
Section 217 of the PHSA provides for preventive health services such as immunization programs and vaccine purchase
assistance

The Strategic National Stockpile—Section 319F-2 of the PHSA authorizes the secretary of HHS, in coordination with the
Secretary of Homeland Security, to maintain the SNS to provide for the emergency health security of the United States

Control of Communicable Diseases—Section 361 of the PHSA (42 USC §264) authorizes the Secretary of HHS to make
and enforce regulations necessary to prevent the introduction, transmission, or spread of communicable diseases from
foreign countries into the United States or from one state or possession into any other state or possession.  The Centers
for Disease Control and Prevention (CDC) administers these regulations as they relate to quarantine of humans.
Implementing regulations are found at 42 CFR Parts 70 and 71.

Under Section 362 (42 USC §265) the secretary may prohibit, in whole or in part, the introduction of persons and
property from such countries or places as he/she shall designate for the purpose of averting a serious danger of the
introduction of a communicable disease into the United States

Quarantine—diseases for which individuals may be quarantined are specified by executive order.  The list of
quarantinable communicable diseases includes:

 Cholera
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 Diphtheria

 Infectious Tuberculosis

 Plague

 Smallpox

 Yellow Fever

 Viral Hemorrhagic Fevers (Lassa, Marburg, Ebola, Crimean-Congo, South American, and others not yet isolated
or named)

 Severe Acute Respiratory Syndrome (SARS), which is a disease associated with fever and signs and symptoms of
pneumonia or other respiratory illness, is transmitted from person to person predominantly by the aerosolized
or droplet route, and, if spread in the population, would have severe public health consequences

 Influenza caused by novel or reemerging influenza viruses that are causing, or have the potential to cause, a
pandemic

Other provisions in Title III of PHSA permit HHS to establish quarantine stations, provide care and treatment for persons
under quarantine, and provide for quarantine enforcement.  There is a CDC Quarantine Station at Detroit Metro Airport
with a CDC medical officer in charge.  The 24-hour access number is (734) 955-6197

Section 311 of the PHS Act provides for federal-state cooperative activities to enforce quarantine and plan and carry out
public health activities.  Section 311 authorizes the secretary to make available the resources of the Public Health
Service to help control epidemics and deal with other public health emergencies.  Furthermore, the Secretary of HHS
may request Customs, Coast Guard and military officers aid in the execution of quarantine imposed by states (42 USC
97)

The violation of federal quarantine regulations is a crime punishable by a fine of not more than $1,000 or by
imprisonment for not more than 1 year, or both (42 USC §271).  Additionally, individuals may be fined up to $250,000 if
a violation of the regulation results in death or up to $100,000 if a violation of the regulation does not result in death (18
USC §§3559, 3571 (c))

Pandemic and All-Hazards Preparedness Act (PAHPA; Public Law 109-417)—this act reauthorized a number of expiring
preparedness and response programs in the PHSA and established some new authorities, including the creation of a
Biomedical advanced Research and Development authority (BARDA) and a new office in HHS to support, coordinate, and
provide oversight of advanced development of vaccines and biodefense countermeasures

Section 302 of this act is of special importance to hospitals because it amended the waiver of Emergency Medical
Treatment and Active Labor Act (EMTALA) requirements during a public health emergency.  It amended section 1135(b)
of the Social Security Act.  The new law stipulates: If the public health emergency declared pursuant to section 319 of
the PHSA involves a pandemic infectious disease: (1) the secretary’s waiver or modification of EMTALA requirements
regarding direction of individuals to alternate locations for medical screening shall be pursuant to the appropriate state
emergency preparedness or pandemic plan; and (2) if a hospital within such a declared emergency area implements its
disaster protocol as a consequence of the emergency, the hospital may be exempt, for 60 days or until the termination
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of the secretary’s declaration, whichever is sooner, from prohibitions against the transfer of an individual who has not
been stabilized and the direction of individuals to an alternate location for medical screening

Applicable Homeland Security Presidential Directives, including, but not limited to:

HSPD-5—issued on February 28, 2003, directed the Secretary of DHS to develop and administer a National Incident
Management System

HSPD-8—issued on December 17, 2003, directed the Secretary of DHS to develop a national domestic all-hazards
preparedness goal.  The National Preparedness goal utilizes a capabilities-based planning approach.  Capabilities-based
planning tools include national planning scenarios, a target capabilities list, and a universal task list

HSPD-21—issued on October 18, 2007, established the National Strategy for Public Health and Medical Preparedness

Organization of Williams County Plans:

 Annex 1: Chemical Emergencies

 Annex 2: Natural Disasters, Communicable Diseases and Biological Emergencies

 Annex 3: Volunteer Management Plan

 Annex 4: Crisis and Emergency Risk Communication Plan

 Annex 5: Direction and Control

 Annex 6: Disaster Mental Health Response

 Annex 7: Laboratory Response

 Annex 8: Mass Casualty Care (Medical Surge)

 Annex 9: Mass Fatalities Plan

 Annex 10: Radiological, Nuclear and Explosive Protection

 Annex 11: Pandemic Influenza Plan

 Annex 12: Strategic National Stockpile (SNS) Plan

 Annex 13: Disaster Recovery/Demobilization


