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CMIST Worksheet

DATE:
Client location in shelter:

CLIENT/FAMILY NAME:

Total number of family included on this form

COUNTY/STATE:
Interviewer:

This is a document to cover possible considerations for scenarios of access and functional needs. This is not an all-
inclusive checklist, but rather serves as a simple guideline for referral purposes.

COMMUNICATION

NEED:

0] Access to auxiliary communication
service

L1 Access to auxiliary communication
device

O Replacement of auxiliary
communication equipment

ACTION:

O Provide written materials in alternative format (Braille, large and high
contrast print, audio recording, or readers)

[ Provide visual public announcements

1 Provide qualified sign language or oral interpreter

[ Provide qualified foreign language interpreter

L1 Provide access to teletypewriter [TTY, TDD, or CapTel] or cell phone
with texting capabilities; pen and paper.

[ Provide replacement eyeglasses

O Provide replacement hearing aid and/or batteries

MAINTAINING HEALTH
NEED:

[0 Special diet
L1 Food Allergies (type)
[0 Medical supplies and/or equipment

for every day care (including
medications) not related to mobility

*For replacement eyeglasses or hearing
aid, see Communication

*For assistive mobility equipment (e.g.,
wheelchair), see Independence

[J Assistance with medical care
normally provided in the home setting

O Allergies ( environmental or other
high risk) (type)

*For medical treatments that are not
normally provided in the home setting
(e.g., dialysis), see Transportation

O Support for pregnant women

O Support for nursing mothers;
O Infant care availability

L1 Access to a quiet area

L1 Access to a temperature-controlled
area

ACTION:

L1 Provide alternative (low sugar, low sodium, pureed, gluten-free, dairy-
free, peanut-free) food and beverages; (diet type)

Refer to Disaster Health Services to provide or procure one or more of
the following:

O Replacement medication
1 Wound management/dressing supplies
] Diabetes management supplies (e.g., test strips, lances, syringes)

1 Bowel or bladder management supplies (e.g., colostomy supplies,
catheters)

[ Oxygen supplies and/or equipment

Refer to Disaster Health Services to provide assistance with one or more
of the following:

O Administration of medication

O Storage of medication (e.g., refrigeration)

0 Wound management

[0 Bowel or bladder management

[0 Use of medical equipment

00 Universal precautions and infection prevention and control (e.g.,
disposal of bio-hazard materials, such as needles in sharps containers)
[ Provide support by ongoing observation

O Provide support and/or room for breastfeeding women

[0 Assure diaper changing area is available

[ Provide access to a quiet room or space within the shelter (e.g., for

elderly persons, people with psychiatric disabilities, parents with very
young children, children and adults with autism)

O Provide access to an air-conditioned and/or heated environment (e.g.,
for those who cannot regulate body temperature)

[0 Mental health care (e.g., anxiety and [0 Refer to Disaster Mental Health Services

stress management)
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CMIST Worksheet

INDEPENDENCE

Total number of family included on this form

NEED:

01 Durable medical equipment for
individuals with conditions that affect
mobility

0] Power source to charge battery-
powered assistive devices

O Bariatric accommodations
O Service animal accommodations

O Infant supplies and/or equipment

ACTION:

O Provide assistive mobility equipment (e.g., wheelchair, walker, cane,
crutches)

[ Provide assistive equipment for bathing and/or toileting (e.g., raised
toilet seat with grab bars, handled shower, bath bench)

[ Provide accessible cot (may be a crib, inclined head or other bed type)
[ Provide power source to charge battery-powered assistive devices

O Provide bariatric cot or bed

O Provide area where service animal can be housed, exercised, and
toileted

L1 Provide food and supplies for service animal
[ Provide infant supplies (e.g., formula, baby food, diapers, crib)

SERVICES, SUPPORT AND SELF-DETERMINATION

NEED:

[0 Adult personal assistance services
O Child personal assistance services

*Incl. general observation and/or
assistance with non-medical activities of
daily living, such as grooming, eating,
bathing, toileting, dressing and undressing,
walking, etc.

TRANSPORTATION

ACTION:

O Identify family member or friend caregiver

00 Assign qualified shelter volunteer to provide personal assistance
services

1 Contact local agency to provide personal assistance services

L1 Coordinate childcare support such as play areas; age-appropriate
activities; equal access to resources.

NEED:
I Transportation to designated facility
for medical care or treatment

O Transportation for non-medical
appointment

ACTION:

1 Coordinate provision of accessible shelter vehicle and driver for
transportation

[0 Contact local transit service to provide accessible transportation

Actions:

1 No needs identified
[J Contact Shelter Manager

L] Contact Disaster Mental Health Services
L1 Agency, please provide agency name

COOther

Followup/Resolution/date

Disaster Health Services print name/signature/date
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Natural Disaster Morbidity Surveillance Individual Form
For Active Surveillance with Medical Staff

Form v1.9
Rev. 09/29/2009

Part I: Name of Facility City State Date of Visit Time of Visit
VISIT / / AM
INFORMATION PM
Part Il: Unique Identifier/Medical Record Number | Age [ <1yrs | Gender Pregnant If yes, due date
PATIENT L] Male [1Yes / /
INFORMATION YIS| | CJFemale | 1 No/NA

Race/Ethnicity [ 1 White [ Black/African American [] Hispanic or Latino [ ] Asian [1 Unknown

If Yes, occupation/response role

Did reason for visit occur as a result of work (paid or volunteer) involving disaster response or rebuilding efforts? [] Yes [] No/NA
Activity at time of injury/illness

TYPE OF INJURY

[] Abrasion, laceration, cut
[ Avulsion, amputation

] Concussion, head injury
[ Fracture

[1 Sprain/strain

MECHANISM OF INJURY

] Fire, hot object or substance
[ 1 Sun exposure

[ Cold/heat exposure, specify:

[ 1 Cold (e.g., hypothermia)

[ Heat (e.g., stress, hyperthermia)
[ Electric shock
1 Fall, slip, trip, specify:

1 From height

] Same level

1 Foreign body (e.g., glass shard)
[ Hit by or against an object

] Motor vehicle crash, specify:
[ Driver/occupant
[ Pedestrian/bicyclist

[1 Non-fatal drowning, submersion

[ 1 Poisoning, specify:
[ 1 Carbon monoxide exposure
[ Inhalation of fumes, dust, other gas

[ Violence/assault, specify:
[ Self-inflicted injury/suicide attempt
[ 1 Sexual assault
[ Other assault specify

Part lll: REASON FOR VISIT (Please check all categories related to patient’s current reason for seeking care)

ACUTE ILLNESS/SYMPTOMS

[] Conjunctivitis/eye irritation
[] Dehydration
[]1 Dermatologic/skin, specify:
[] Rash
[ Infection
[ Infestation (e.g., lice, scabies)

[ Fever (2100°F or 37.8C) L1 Seizure
Ll|Blieisling:gspeers [1 Gastrointestinal, specify: L S.troke .
[ ] Insect T [ Respiratory, specify:
[] Snake [ Bloody ] Asthma
[1 Other specify O Watery [] COPD
L1 Burn, specify: [ Nausea or vomiting MENTAL HEALTH
W] Cromiez! [ Jaundice [ Agitated behavior (i.e. violent

[1 Meningitis/encephalitis
] Neurological (e.g., altered mental status,
confused/disoriented, syncope)
L] Obstetrics/Gynecology, specify:
] GYN condition not associated with
pregnancy or post-partum
[ In labor
[] Pregnancy complication (e.g.,
bleeding, fluid leakage)
[ 1 Routine pregnancy check-up

[ Pain, specify:
] Abdominal pain or stomachache
[] Chest pain, angina, cardiac arrest
[ Ear pain or earache
[] Headache or migraine
[1 Muscle or joint pain (e.g., back, hip)
[ Oral/dental pain

L] Respiratory, specify:
[] Congestion, runny nose, sinusitis
] Cough, specify:

[ Ingestion specify L1 Dry [] Discharge to self care
i i [ Productive [1 Refer to other care (e.g., clinic or
] Use of machinery, tools, or equipment ] With blood physician)

[ Pneumonia, suspected

[] Shortness of breath/difficulty breathing

] Wheezing in chest
[] Sore throat

EXACERBATION OF CHRONIC DISEASE

[ Cardiovascular, specify:
[] Hypertension
[] Congestive heart failure
[] Diabetes
[ ] Immunocompromised (e.g., HIV, lupus)

[] Neurological, specify:

behavior/threatening violence)
[] Anxiety or stress

[1 Depressed mood
[] Drug/alcohol intoxication or withdrawal

[] Previous mental health diagnosis (i.e.
PTSD)

[] Psychotic symptoms (i.e. paranoia)
[] Suicidal thoughts or ideation

ROUTINE/FOLLOW-UP

1 Medication refill

If yes, how many medications?
] Blood sugar check [] Vaccination
[ 1 Blood pressure check [ ] Wound care

OTHER

Part IV: DISPOSITION

] Admit/refer to hospital
[ Left before being seen
[] Deceased

KNOWN cause other than influenza

[1 Influenza-like-illness (ILI) — Fever (temperature of 100°F [37.8°C] or greater) AND a cough or a sore throat in the absence of a
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Natural Disaster Morbidity Surveillance Line List LRom vt e o
For use in hospital or shelter with medical staff P
el L MVC Motor vehicle crash Mental health including agitated behavior, anxiety
&= Fall Fall (from height or same level) or stress, depressed mood, drug/alcohol
City & State: N co Carbon monoxide exposure § intoxication or withdrawal, previous mental health
< Vio Including assault, sexual assault, suicide attempt, & self-inflected injury diagnoses, psychotic symptoms, and/or suicidal
Date (mm/ddlyy): Other ||All other injuries not listed above thoughts/ideation
Derm Including rash, infection, & infestation (e.g., lice, scabies)
Total Patients seen: » Fever Fever 2100 °F or 37.8°C
g Gl Gastrointestinal illness including nausea, vomiting, & diarrhea % All routine and follow-up care including
Report time frame = OB/GYN Including preg check, preg complications, in labor, & other gynecologic conditions = medication refill, blood pressure/sugar check or
(12hour clock am/pm): E Pain Including abdominal, chest, angina, earache, headache, muscle or joint, & oral/dental 8 assessment, wound care/dressing change,
3 Resp Respiratory illness including congestion, cough, shortness of breath, pneumonia (susp) x vaccination
< ILI Fever (temperature of 100°F [37.8°C] or greater) AND a cough or a sore throat
PREG = Pregnancy Other All other acute illnesses not listed above
l:E W=White, non-Hispanic 9 Card Exacerbation of hypertension, congestive heart failure
L% B=Black, non-Hispanic CZJ Diab Exacerbation of diabetes E All other iliness, injury or conditions not fitting
Q [H=Hispanic < Resp Exacerbation of chronic respiratory illness including asthma & COPD 5 into one of the above categories
@ JlA=Asian © Other All other exacerbations of chronic diseases not listed above
Age (years) Sex Preg Race/Eth INJURY ACUTE ILLNESS CHRONIC MH ||ROUTINE||OTHER
<1 [1-17|1864|65+| M | F|f Yes [[w | B | H | A [[Mvc| Fai | co | vio |other|[Derm|Fever| ai g\% Pain |Resp| ILI | Other|| Card | Diab | Resp | Other|| MH Rg‘;tr'ge Other
y
2
3
4
5
6|
7|
8|
9
10
11
12
13
14
15
16
17
18
19
20
TOTAL TOTAL || TOTAL TOTAL TOTAL TOTAL TOTAL TOTAL|| TOTAL TOTAL
| [ | [ T § [ [ [ [ [ | | [ |
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Natural Disaster Morbidity Surveillance Tally Sheet
For Active Surveillance with Medical Staff

. Formv1.9
! Rev.09/29/2009

Part |: GENERAL INFORMATION ‘ Part ll: PATIENT INFORMATION

Tally (#17)

Total(#)

Tally (#17) Total(#)
Name of Facility: Race White
Black
Cit ; .
Date of Vish T, Hispanic
Reporting Period START ___: Asian
Reporting Period END Unknown
Gender Male
Female
Tally (7) Total(#) | Pregnant Yes
Patients Seen <1
Age 1to 17
Workers/Volunteers Category | 18 to 64

Tally (#7) | Total(#)

TYPE OF INJURY

EXACERBATION OF CHRONIC DISEASE

Any Injury (cut, amputation,
concussion, fracture, sprain, etc.)

Cardiovascular (hypertension,
congestive heart failure)

MECHANISM OF INJURY

Diabetes

Bite/sting (all types)

Immunocompromised

Burn (chem., fire, sun)

Neurological (seizure, stroke)

Cold/heat exposure Asthma

Electric shock COPD

Fall, slip, trip TOTAL Chronic Disease ﬁ:
Foreign body MENTAL HEALTH

Hit by or against object Agitated behavior

Motor vehicle crash

Anxiety or stress

Near drowning, submersion

Depressed mood

Poisoning — CO exposure

Drug/alcohol intoxication/withdrawal

Poisoning — other

Previous mental health diagnosis

Use of Machinery, tools, or equip.

Psychotic symptoms (i.e. paranoia)

Violence/assault

TOTAL Mechanism of Injury

ACUTE ILLNESS/SYMPTOMS

Suicidal thoughts or ideation

ROUTINE/FOLLOW-UP

TOTAL Mental Health [ |

Conjunctivitis/eye irritation

Dehydration

Medication refill

Dermatologic/Skin (includes all
dermatologic/skin conditions)

Blood sugar check

Fever (2100 °F or 37.8°C)

Gastrointestinal (nausea, vomiting,
diarrhea)

Blood pressure check

Vaccination

Jaundice

Wound care

Meningitis/encephalitis

TOTAL Routine/Follow-up [ |

conditions)

Neurological (includes all Other
neurological conditions) All “other” \ |
OB/GYN (includes all OB/GYN Disposition

Discharge to self care

Pain (includes all pain
symptoms/conditions)

Refer to other care (e.g., clinic or
physician)

Respiratory (includes all
respiratory conditions)

Admit/refer to hospital

Left before being seen

Sore throat

TOTAL Acute lliness/Symptoms |G

Deceased

Influenza-Like-lliness (ILI) - Fever (temperature of 100°F [37.8°C] or greater) AND a cough or a sore ‘
throat in the absence of a KNOWN cause other than influenza

TOTAL Disposition NN
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Natural Disaster Morbidity Surveillance Summary Report Form
For Reporting Purposes

Submit completed form daily to

via email (

: Form v1.9
: Rev.09/29/2009

), phone ( )

Part | FACILITY INFORMATION Partll PERSONS SEEN OR TREATED

LOCATION:

STATE ZIPCODE
REPORTING PERSON/CONTACT:

NAME OF FACILITY

PHONE NAME

FAX EMAIL

Partll REPORTING PERIOD

START: AM
END: AM
MONTH DAY YEAR HOUR (CIRCLE)

TOTAL SHELTER POPULATION AT START:

TOTAL SEEN OR TREATED DURING
CURRENT REPORTING PERIOD:
> White |
o Black/African American ‘
=
E Hispanic or Latino ‘
w Asian ‘
Q
<
o Unknown
<1 years
PM G
< 2 65 years
Y |
Pregnant females
TOTAL REFERRED TO HOSPITAL:

Part IV TREATED PATIENTS

Use categories that best describe patients’ current reasons for seeking care. Complete the Total patient tallies for each

syndrome category in the column to the right. Be as specific as possible. A single patient may be counted more than once.

SYNDROME CATEGORY TOTAL

SYNDROME CATEGORY TOTAL

WORKERS/VOLUNTEERS - TOTAL

INJURY - TOTAL
Fall, slip, trip (from height or same level)
Motor vehicle crash
Carbon monoxide exposure
Violence/assault
Injury - not specified above
DERMATOLOGIC/SKIN - TOTAL
Rash
Infection
Infestation (e.g., lice or scabies)
GASTROINTESTINAL ILLNESS - TOTAL
Diarrhea - bloody
Diarrhea - watery
Nausea or vomiting
OB/GYN - TOTAL

GYN condition not associated with pregnancy
or post-partum period

In labor

Pregnancy complication

Routine pregnancy check-up
RESPIRATORY ILLNESS - TOTAL

Congestion, runny nose, sinusitis

Cough

Pneumonia, suspected

Shortness of breath or difficulty breathing

Wheezing in chest

INFLUENZA-LIKE-ILLNESS (ILI) - TOTAL

OTHER ILLNESS - TOTAL
Dehydration
Fever (=100°F or 37.8°C)
Meningitis/encephalitis, suspected
Neurological
Pain
Other illness — not specified above
EXACERBATION OF CHRONIC DISEASE - TOTAL _
Cardiovascular disease (e.qg., hypertension, CHF)
Diabetes
Immunocompromised (e.g., HIV, lupus)
Neurological (e.g., seizure, stroke)
Respiratory (e.g., Asthma, COPD)
MENTAL HEALTH - TOTAL
Agitated behavior
Anxiety or stress
Depressed mood
Drug/alcohol intoxication or withdrawal
Previous mental health diagnosis
Psychotic symptoms (i.e. paranoia)
Suicidal thoughts or ideation
ROUTINE/FOLLOW-UP - TOTAL
Medication refill
Blood sugar check
Blood pressure check
Vaccination
Wound care

OTHER REASON FOR VISIT, not listed above
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ENVIRONMENTAL HEALTH ASSESSMENT FORM FOR SHELTERS

For Rapid Assessment of Shelter Conditions during Disasters

State Logo

CDC

1. ASSESSING AGENCY DATA

"Agency /Organization Neme
2Assessor Name/Title

|9“ImmediateNeedsIdemiﬁed: [Yes [No

Phone

4Email or Other Contact

0| o

Indoor temperati F [0 UnkiNA
V. FOOD

“#IPreparation on sits

ure

OYes ONo DOUnkNA

#3enved on site OYes ONo OUnkNA
#Safe food source OYes ONo DOUnkNA
#Adequate supply OYes ONo OUnkNA
4 Appropriate storage OYes ONo OUnkiNA
4 Appropriate temperatures OYes ONo OUnkiNA
4THand-washing facilities available OYes ONo OUnkiNA
43afe food handling OYes ONo OUnkiNA
“Dishwashing facilities available OYes ONo OUnkMNA
9 Clean kitchen area [Yes ONo OUnkNA

V. DRINKING WATER AND ICE

1 Adequate water supply OYes ONo OUnkiNA
2 Adequate ice supply OYes ONo OUnkiNA
Safe water source OYes ONo OUnkNA
£4Safe ice source 0Yes ONo OURKNA
VI. HEALTH / MEDICAL

%Reported outbreaks, unusul illness / injuries OYes ONo OUnkiNA
%Medical care services on site OYes ONo DOUnkNA
7Counseling services available OYes ONo OUnkiNA

VII. SANITATION

% Adequate laundry services OYes ONo OUnkiNA
9 Adequate number of tallets OYes ONo OUnkiNA
®Adequete number of showers OYes ONo OUnkiNA
® Adequete number of hand-washing stations OYes ONo OUnkiNA
92Hand-washing supplies available OYes ONo OUnkMNA
8Toilet supplies available OYes ONo OUnkiNA
B4Acceptable level of cleanliness OYes ONo OUnkiNA
% Sewage system type O Comrmunity 0 Onsite O Portable 0 UnkiNA

Shelter Type O Community/Recovery O Special Needs O Other SARC Fecilty OYes OMNo OUnkiNA  7ARC Code

8Date Shelter Opened ____/__J _ (mmiddiyr) 9Date Assessed __ __ (mmiddiyr) WTimeAssessed ___ :__ OamOpm
"Reason for Assessment O Preoperetional O Intiel O Routine O Other

12| ocation Name and Description

13Street Address

14City / County Wltete __ 1ZipCode __ _ 1L etitude/Longitude 1

8Facility Contact / Title Fecility Type O School O ArenafConventioncerter O Other.

Wphone - - Max - - 2F_mail or Other Contact

23Current Census 24Estimated Capecity 28Number of Residents BNumber of Staff / Volunteers

Il. FACILITY VIIl. SOLID WASTE GENERATED

A Structural damage OYes ONo OUnkMNA %8 Adequate number of collection receptacles OYes ONo OUnkNA
283ecurity / law enforcement available OYes ONo OUnkiNA 7 Appropriete separation OYes ONo OUnkiNA
29\Water systermn operational OYes DONo OUnkNA 8 Appropriate disposal OYes DONo OUnkNA
Hot water available OYes ONo OUnkMNA 89 Appropriate storage OYes ONo OUnkMNA
IHVAC system operational OYes ONo OUnkiNA TTimely removal OYes ONo OUnkNA
#Adequate ventilation OYes ONo OUnkiNA " Types O Solid  OHezardous O Medical 0 Unk/NA
Aequee space per persan OYes ONo DURMKNA
34Free of injury foccupational hazards OYes ONo OUnkiNA 2Clean diaper-changing fecilities OYes ONo OUnkiNA
#Free of pest { vector issues OYes ONo OUnkMNA "3Hand-washing facilities available OYes ONo OUnkMNA
Acceptable level of cleanliness OYes ONo OUnkMNA 4Adequate toy hygiene OYes ONo OUnkMNA
Electrical grid system operational OYes ONo OUnkNA 83afe toys OYes ONo OUnkNA
BGeneratorinuse, ¥ Ifyes, Type OYes ONo OUnkMNA 8Clean foodbottle preparation area OYes ONo OUnkNA

OYes
[ Yes

ONo  OUnkiNA
0 No O UnkiNA

1 Adequate childicaregiver rati
8Acceptable level of cleanliness
X. SLEEPING AREA

79 Adequate number of cots/beds/mats OYes ONo OUnkiNA
80 Adequate supply of bedding OYes ONo OUnkiNA
81Bedding changed regularly OYes ONo OUnkNA
82Adequate spacing OYes ONo OUnkiNA
83 Acceptable level of cleanliness OYes ONo OUnkiNA

XI. COMPANION ANIMALS

84Companion animals present OYes ONo OUnkiNA
#Animal care available OYes ONo OURKINA
#Designated animal area OYes ONo OUnkiNA

87 Acceptable level of cleanliness OYes ONo OUnkiNA
XIIl. OTHER CONSIDERATIONS

88Handicap accessibility OYes ONo OUnkiNA
#Designated smoking areas OYes ONo OUnkiNA

XIIIl. COMMENTS (List Critical Needs on fmmediate Needs Sheet)
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XIV. IMMEDIATE NEEDS SHEET

Item # Description

(Rev. 01/31/2008) DCS 08_116692




