	MEDICAL PLAN
	1. Incident Name

     
	2. Date Prepared

     
	3. Time Prepared

     
	4. Local EMS Phone 

     

	5.  Allocated Incident Medical Aid Provider (on-scene)

	On-scene EMT-EMR / Medical Aid Stations / Provider 
	Location / Contact Procedure
	Paramedics
  Yes         No

	     
	     
	   
	   

	     
	     
	   
	   

	     
	     
	   
	   

	6.  Transportation

	A.  Ambulance Services  / Air Evacuation

	Name
	City
	Phone
	Paramedics
  Yes         No

	     
	     
	     
	   
	   

	     
	     
	     
	   
	   

	     
	     
	     
	   
	   

	B. Allocated (on-scene) Incident Ambulances 

	Name
	Location / Contact Procedure
	Paramedics
  Yes         No

	     
	     
	   
	   

	     
	     
	   
	   

	7.  Hospitals / Walk-in Centers

	Name
	City
	Travel Time
Air
Ground
	Phone
	Helipad
Yes
No
	Burn Center
Yes
No

	     
	     
	   
	   
	     
	   
	   
	   
	   

	     
	     
	   
	   
	     
	   
	   
	   
	   

	     
	     
	   
	   
	     
	   
	   
	   
	   

	8.  Special Services Providers / Veterinarian

	Name
	Phone / Contact

	
	

	
	

	9.  Description of Current Location/Address (directions for responders to this location)

	County ________________        Township / City ______________________  ICP Phone _____________________

Directions / Address ____________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

GPS Coordinates ___________________ x ____________________ (in event of air evacuation)            format: DD-MM.MMM

	10. Prepared by (legal signature and date)

     
	11. Approved by (legal signature and date)




