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1. Introduction 

The world has changed significantly since the beginning of 2020, and the impacts of the SARS CoV2 virus 
(COVID-19) on all aspects of life will continue to present many challenges.  With the ongoing worldwide 
COVID-19 response, new things are continually learned about the behavior of the virus and how to best 
protect people from it. 

On March 6, 2020 initial guidance was developed to support the continuity of FEMA’s National Urban 
Search and Rescue (US&R) Response System (the System) operations based on the knowledge and public 
health recommendations existing at that time for COVID-19.  Since then, the knowledge base has 
expanded, and public health guidance has changed.  In addition: 

• The System now has had significant response experience in geographic areas with COVID-19 
outbreak. 

• Resources available to the System are greater than they once were. 

This document incorporates that expanded information into comprehensive guidance designed to 
mitigate risk and protect System members conducting operations in the field. 

As with the original General Memorandum (GM), 2020-032 COVID-19 Operational Guidance and all 
previous revisions, System task forces are encouraged to convene (or reconvene) a multi-disciplinary 
group to evaluate and implement actions to address the COVID-19 issues and evaluate each item critically 
for application to their own situation.  Importantly, there are new requirements within this updated 
guidance.  These exist mainly in the highlighted attachments related to respiratory protection, testing, 
and contact tracing. 

There are two important concepts to remain aware of when reducing the COVID-19 risk for the System: 

• Just as in all System operations there is no such thing as zero risk.  There are, however, actions 
that can be taken that reduce risk significantly to an acceptable level. 

• A critical component of risk reduction is information dissemination and adoption of protocols.  If 
the concepts in this GM are not appropriately disseminated and acted on, the value is much less 
to the System. 

This guidance will continue to evolve further as more is learned about COVID-19. 

2. Definitions 

Casual Contact: You are considered a casual contact if you have been within only two meters of 
someone with the virus for less than 15 minutes.  You are also considered a casual contact if you 
have been in the same space (room, hallway, etc.) as the infected person for longer than 15 minutes, 
but at a distance of more than two meters away. 

COVID-19: The name of the disease caused by SARS CoV2 in humans.  Though there is the potential 
for aerosol transmission, current data suggest person-to-person transmission most commonly 
happens during close exposure to respiratory droplets from a person infected with the virus.1  
Asymptomatic individuals with the virus have been able to transmit it to others however, the 

 
1 https://www.cdc.gov/coronavirus/2019-ncov/more/scientific-brief-sars-cov-2.html 

https://www.cdc.gov/coronavirus/2019-ncov/more/scientific-brief-sars-cov-2.html
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contribution of this to overall spread is not well known.  SARS CoV2 can live for hours or days on a 
surface, depending on factors such as surface type, sun light, and humidity. 

Cleaning:2 The removal of germs, dirt and impurities from surfaces.  Cleaning does not kill germs but 
removing them lowers their numbers and reduces the risk of spreading infection. 

Close Contact (Proximity):3 CDC defines close contact as someone who was within 6 feet of an 
infected person for a cumulative total of 15 minutes or more over a 24-hour period starting from 2 
days before illness onset (or, for asymptomatic patients, 2 days prior to test specimen collection) until 
the time the patient is isolated.  Beyond this general description, there are numerous factors that 
weigh into the risk of an exposure (e.g., use of PPE, mask on infected individual, symptoms like 
coughing in infected individual).  Close contact also includes instances where there is direct contact 
with infectious secretions while not wearing recommended PPE.  Close contact generally does not 
include brief interactions, such as walking past a person. 

Cloth Face Covering:4 A facial covering device that meets specific requirements as outlined by the 
CDC.  This is not a form of standard PPE nor does it require any regulatory approval.  Instead, it is a 
form of source control, meaning that it has the potential to reduce the wearers’ ability of transmitting 
disease.  Recently, the CDC has quoted studies demonstrating that cloth mask materials can also 
reduce wearers’ exposure to infectious droplets through filtration, including filtration of fine droplets 
and particles less than 10 microns.5  The prevention benefit of masking is derived from the 
combination of source control and personal protection for the mask wearer.  Note that the CDC has 
recommended that cloth face coverings be worn in public when social distancing measures are 
difficult to maintain, and some jurisdictions have made it mandatory to wear them in public.  Though 
gaiters and medical masks are included in this category, the CDC notes that the evaluation of the 
structure and materials of gaiters is still on going for reducing transmission.  In addition, if a gaiter is 
to be used, it should be doubled over to produce a two-layer barrier.6 

Contact Tracing:7 A process used to identify all individuals who may have been exposed by close 
contact to a patient while they were infectious or capable of transmitting the disease (see 
Attachments I, J, K, and L for contact tracing in the System). 

Disinfecting:8 The use of chemicals to kill germs on surfaces.  This process does not necessarily clean 
dirty surfaces but by killing germs on a surface after cleaning can further lower the risk of infection. 

Enhanced monitoring: The process of increased (frequency and intensity) medical surveillance of 
individual at risk for illness.  Most commonly employed for close and casual contacts of an infected 
individual.  Enhanced monitoring ideally includes at least twice daily evaluations of temperature, 
oxygen saturation, pulse, and blood pressure. 

Exposure:9 Close contact with an infectious individual without appropriate PPE.  Individuals may be 
infectious for up to 48 hours before symptom onset.  As noted above, various factors go into 

 
2 https://www.cdc.gov/coronavirus/2019-ncov/prevent-getting-sick/cleaning-disinfection.html 
3 https://www.cdc.gov/coronavirus/2019-ncov/php/contact-tracing/contact-tracing-plan/appendix.html#contact 
4 https://www.cdc.gov/coronavirus/2019-ncov/prevent-getting-sick/diy-cloth-face-coverings.html 
5 https://www.cdc.gov/coronavirus/2019-ncov/more/masking-science-sars-

cov2.html?fbclid=IwAR28PppCa6x2uxwO8Z2baHM0KHS4JXx0inzzMQs3zRHV1qql_0a8mxZfpCw 
6 https://www.cdc.gov/coronavirus/2019-ncov/prevent-getting-sick/about-face-coverings.html 
7 https://www.cdc.gov/coronavirus/2019-ncov/php/principles-contact-tracing.html  
8 https://www.cdc.gov/coronavirus/2019-ncov/prevent-getting-sick/cleaning-disinfection.html  
9 https://www.cdc.gov/coronavirus/2019-ncov/php/public-health-recommendations.html  

https://www.cdc.gov/coronavirus/2019-ncov/prevent-getting-sick/how-covid-spreads.html
https://www.cdc.gov/coronavirus/2019-ncov/prevent-getting-sick/cleaning-disinfection.html
https://www.cdc.gov/coronavirus/2019-ncov/php/contact-tracing/contact-tracing-plan/appendix.html#contact
https://www.cdc.gov/coronavirus/2019-ncov/prevent-getting-sick/diy-cloth-face-coverings.html
https://www.cdc.gov/coronavirus/2019-ncov/more/masking-science-sars-cov2.html?fbclid=IwAR28PppCa6x2uxwO8Z2baHM0KHS4JXx0inzzMQs3zRHV1qql_0a8mxZfpCw
https://www.cdc.gov/coronavirus/2019-ncov/more/masking-science-sars-cov2.html?fbclid=IwAR28PppCa6x2uxwO8Z2baHM0KHS4JXx0inzzMQs3zRHV1qql_0a8mxZfpCw
https://www.cdc.gov/coronavirus/2019-ncov/prevent-getting-sick/about-face-coverings.html
https://www.cdc.gov/coronavirus/2019-ncov/php/principles-contact-tracing.html
https://www.cdc.gov/coronavirus/2019-ncov/prevent-getting-sick/cleaning-disinfection.html
https://www.cdc.gov/coronavirus/2019-ncov/php/public-health-recommendations.html
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calculating the risk of any given exposure (see Attachment F COVID-19 Exposures Decision Making 
Algorithm). 

Isolation:10 Separates sick people with a contagious disease from people who are not sick.  For most 
persons with COVID-19 illness, isolation, and precautions can generally be discontinued 10 days after 
symptom onset and resolution of fever for at least 24 hours, without the use of fever-reducing 
medications, and with improvement of other symptoms 

Module as One: A tactical configuration to reduce cross-contamination and excessive COVID 
exposures. Identified by operational and/or functional duties, personnel are placed in small groups 
for travel, eating and sleeping. This grouping creates a smaller bubble for medical monitoring and 
reduction of disease transmission.  A “Module as One” is only effective if adhered to throughout all 
stages of a deployment. 

Physical Distancing:11 Limiting face-to-face contact with others by; staying at least 6 feet (about 2 
arms’ length) from other people, avoiding close contact, not gathering in groups, and staying out of 
crowded places and avoiding mass gatherings. 

Quarantine:12 Separates and restricts the movement of people who were exposed to a contagious 
disease to see if they become sick. This is typically done for the duration of the disease incubation 
period which for COVID 19 is approximately 14-days.  NOTE:  The CDC has recently stated that based 
on circumstances and resources, shorter options for quarantine can be utilized.  These reduced 
options come with slightly increased risk:13 

o Quarantine can end after Day 10 without testing and if no symptoms have been reported 
during daily monitoring. 

o With this strategy, residual post-quarantine transmission risk estimated to be about 
1% with an upper limit of about 10%. 

o When diagnostic testing resources are sufficient and available, then quarantine can end after 
Day 7 if a diagnostic specimen tests negative and if no symptoms were reported during daily 
monitoring (for the System, this test would ideally be a lab-based PCR test to optimize risk). 

o With this strategy, the residual post-quarantine transmission risk is estimated to be 
about 5% with an upper limit of about 12% 

SARS CoV 2: The official name of the corona virus discovered in late 2019/early 2020 that has caused 
the current pandemic. 

Source Control:14 A method of controlling disease spread by reducing the potential of an infected 
individual from transmitting the disease to another.  This term is typically used in conjunction with 
the cloth face coverings. 

Testing for COVID-19:  The use of technological platforms or kits to identify the presence of disease 
(PCR or antigen tests) or immunological response to disease (antibody tests).  PCR tests tend to take 
longer to return a result then antigen tests but are generally more accurate.  Tests can be used in a 

 
10 https://www.cdc.gov/coronavirus/2019-ncov/prevent-getting-sick/social-distancing.html  
11 https://www.cdc.gov/coronavirus/2019-ncov/prevent-getting-sick/social-distancing.html  
12 https://www.cdc.gov/coronavirus/2019-ncov/prevent-getting-sick/social-distancing.html  
13 Options to Reduce Quarantine for Contacts of Persons with SARS-CoV-2 Infection Using Symptom Monitoring 
and Diagnostic Testing | CDC 
14 https://www.cdc.gov/coronavirus/2019-ncov/prevent-getting-sick/diy-cloth-face-coverings.html  

https://www.cdc.gov/coronavirus/2019-ncov/prevent-getting-sick/social-distancing.html
https://www.cdc.gov/coronavirus/2019-ncov/prevent-getting-sick/social-distancing.html
https://www.cdc.gov/coronavirus/2019-ncov/prevent-getting-sick/social-distancing.html
https://www.cdc.gov/coronavirus/2019-ncov/more/scientific-brief-options-to-reduce-quarantine.html
https://www.cdc.gov/coronavirus/2019-ncov/more/scientific-brief-options-to-reduce-quarantine.html
https://www.cdc.gov/coronavirus/2019-ncov/prevent-getting-sick/diy-cloth-face-coverings.html
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diagnostic capacity (does the individual with symptoms have the disease) or in a screening capacity 
(is there silent illness in a population). 

Transmission:15 Transmission most commonly happens during close exposure to a person infected, 
primarily via respiratory droplets produced when the infected person speaks, coughs, or sneezes.  
Transmission also might occur through contact with contaminated surfaces followed by self-delivery 
to the eyes, nose, or mouth. 

3. Special Note Regarding Cloth Face Coverings and N-95 masks 

As of April 2020, the CDC revised its guidance and recommended that individuals wear cloth face coverings 
when in public and social distancing is not feasible.  Originally described as “source control” protecting 
those around the wearer, the CDC has since now established there is a protective factor for the wearer as 
well.  Some jurisdictions have since made this a mandatory practice.  Incident Support Team (IST) 
personnel and System resources shall deploy with face coverings for use in well ventilated areas (i.e. 
outdoors) when distancing cannot be achieved.   

In October 2020, the CDC issued a scientific statement which states that SARs CoV 2 is spread 
predominantly through droplet transmission.  Aerosol transmission does appear possible, though it does 
not appear to be the predominant mode of spread.16  Because of this potential for airborne transmission 
and experience gained on multiple deployments that promotes continuity, System personnel are now 
directed to wear N-95s (or equivalent) while deployed in any areas that are inadequately ventilated 
(vehicles, buildings, tents, etc.) unless sleeping.  Please see PPE below and Attachment A – COVID-19 
Respiratory Protection for further information. 

 
 
 
 
 
4. Mobilization 

• System Resources: 

o Medical screening: In addition to regular pre-deployment medical screening, every 
System member shall be screened for issues related to exposure to, or illness with, COVID-
19.  Attachment B – US&R Form 18-016 US&R Deployment Pre-screening Form provides 
a tool/questionnaire that shall be utilized in conjunction with a temperature check on 
every deploying System member.17   If a System member answers “yes” to any question 
or has an elevated temperature, they shall have a separate screening with one of the 
Medical Team Managers to further evaluate the issue (i.e. it should not automatically 
disqualify them from deployment). 

 
15 https://www.cdc.gov/coronavirus/2019-ncov/hcp/guidance-risk-assesment-hcp.html  
16 https://www.cdc.gov/coronavirus/2019-ncov/more/scientific-brief-sars-cov-2.html 
17 A temperature equal to or above 100.3 F can be used as a cut off though System task forces may wish to lower 

this threshold. 

System Requirement:  All deployed personnel shall wear a fit-tested N-95 
(or equivalent) while in poorly ventilated spaces (vehicles, buildings, tents) 

unless sleeping. 

https://www.cdc.gov/coronavirus/2019-ncov/hcp/guidance-risk-assesment-hcp.html
https://www.cdc.gov/coronavirus/2019-ncov/more/scientific-brief-sars-cov-2.html
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 A review of best practices showed the efficacy of contacting members prior to 
their arrival at the POA to be pre-screened using a tool like Attachment B. 

 Alternatively, System task forces should consider establishing a procedure for 
arriving members to stay in their vehicles upon arrival at the POA and await 
direction prior to entering the facility. 

 Temperature checks and pre-screening questionnaires could be conducted prior 
to entering the POA or the entire medical screening process could serve as an 
initial step in a location outside, but proximate to, the POA. 

 If available, devices for “stand-off” or no contact temperature checks are 
preferable. 

 Additional steps for canines: Though there is little evidence that canine animals 
can transmit SARS CoV2 to humans, the virus has been recovered from the upper 
airway of several different animal species and COVID-19 like symptoms have been 
exhibited by certain domestic and wild feline species.  General concepts regarding 
animal testing have been provided by the CDC.18  Canines should all be evaluated 
for cough or nasal drainage and if these are present, formal veterinary evaluation 
may be required before deployment (see general safety concepts relevant to 
canines). 

o COVID-19 Pre-deployment Testing: System experience has demonstrated the 
importance of including deployment testing as part of a mobilization algorithm.  For 
reasons elicited in Attachment C – COVID-19 Screening & Testing Guidance, lab based, 
PCR testing is preferred over antigen testing.  It is recognized this provides a trade-off of 
speed for accuracy.  The following concepts apply: 

 PCR testing should occur on each deploying System member 

 Antigen testing, though not discouraged, is not recommended and will not be 
considered an allowable expense in most circumstances. 

 System task forces should attempt to establish contracts to achieve PCR testing 
in as rapid a manner as possible.  If a System task force cannot establish this type 
of resource, FEMA will provide a PCR testing resource if possible.  These kits are 
self-collected from the anterior nose and mailed to a FEMA contractor (results 
usually provided within 48 hours). 

 Layered health recommendations presented in this document should assist in the 
prevention of disease spread should a member return a positive test after having 
left for deployment. 

 
18 https://www.cdc.gov/coronavirus/2019-ncov/php/animal-testing.html 

System Requirement:  All deploying System personnel must complete the 
US&R Form 18-016 and submit it to appropriate personnel at the time of 
mobilization (see Attachment B).   

https://www.cdc.gov/coronavirus/2019-ncov/php/animal-testing.html
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 Demobilization testing is not considered a regular System requirement but will be 
addressed in post-mission medical screening guidance.19 

 

 

 

o Face coverings and N-95s: System task forces should procure a supply of face coverings 
and N-95s (or equivalent) to dispense at the POA in case personnel arrive without one. 

o Personal medications: It is recommended that System members deploy with a one-
month supply of their personal medications.  This would cover a two-week deployment 
plus a potential two-week quarantine period (if required). 

o Medical intelligence gathering: Medical Team Managers should initiate medical 
intelligence gathering relevant to the intended destination during mobilization.  
Information on COVID-19 prevalence in the anticipated AOR can be gathered through 
different resources including the CDC website, State or local public health websites, and 
open media.  In addition, documentation of any public health actions or enforcement 
operations in the AOR will be important to predetermine with some analysis of how that 
can / will impact System operations.  This information can be captured and updated 
continually on the medical team’s US&R 015 Medical Intelligence Form, under “additional 
information.” 

o Initiation of regular safety and health monitoring procedures: System task forces shall 
initiate the following during mobilization and continue throughout a deployment: 

 Establishing health monitoring early, with the ability to regularly check on System 
members, (e.g., while in staging awaiting transportation), to include the ability to 
take temperatures.20 

 Emphasize maintenance of 6-foot separation from others as much as possible. 
 Establish early “Modules as One” that delineate subsections of the resource by 

function.  These groups should avoid close contact with other resource modules 
to further limit the potential spread of virus throughout the resource.  

 Ideally, modules range from 2-10 individual members. 
 Modules ride together in the same vehicle and consequently cannot 

practice social distancing during vehicle transport.  
 A Module works together in relatively proximity while conducting their 

assigned duties. 
 Consider splitting deputy positions from the lead (e.g. TFL in different 

module than DTFL). 
 During an activation (departure from until return to their agency), a 

module must remain intact (e.g. no replacements to or from the module). 

 
19 Exceptions for demobilization testing reimbursement may be made on a case by case basis for “requirements” 

instituted by SLTT agencies. 
20 Note: System task forces should include all embedded personnel in their screening procedures.  In addition, 

there may be the need to include select IST personnel in monitoring procedures when collocated and forward 
deployed.  Documentation of screening results should be captured on each individual. 

System Requirement:  All deploying personnel, until further notice, will 
undergo lab based, PCR testing but may deploy with results pending. 
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 Reinforcing regular hand washing/sanitization with personnel. 
 Co-locating eating areas and hand washing/sanitization areas.  Establish dining 

protocols that maintain 6-foot separation of personnel during eating (as this 
activity must be done by default without any facial covering) 

 Emphasizing cloth face coverings as source control outdoors and N-95s (or 
equivalent) as personal protection indoors (or in vehicles and tents), when social 
distancing is not possible. 

 Emphasizing access to PPE.  Even during transport, System resources have the 
potential to engage in unexpected support activities (e.g. care of citizens).  
Providing easy access to certain PPE for all personnel could be helpful.  A best 
practice is to develop “PPE Kits” that personnel keep with them while on 
deployment to include items such as: 

 Safety goggles/glasses 
 Nitrile gloves 
 Half mask respirator with N-95 or higher cartridges 
 N-95 respirator (or equivalent) 
 Ear plugs 
 Hand sanitizer (TSA allows for 12 oz or less)21 
 Disinfectant wipes 

o Cleaning: Frequently touched surfaces (e.g., tables, computers, chairs, handles, door 
handles) shall be cleaned and disinfected at scheduled intervals.  See Attachment D – 
Pandemic Environment Decontamination / Disinfection Considerations for cleaning 
products related to surfaces. 

o Assembly areas: Briefing areas should include physical distancing space and adequate 
ventilation (e.g. outdoors when possible). 

o Canine interactions: For the reasons noted above, System personnel and the public 
should be discouraged from interacting with canines.  System handlers are responsible 
for primary canine health assessments and monitoring as outlined by the CDC.22 

• IST:  Given the disparate locations IST personnel deploy from, there are more challenges prior to 
assembly in staging or the AOR, and IST Leader considerations include: 

o Medical screening: Deploying IST personnel shall follow their task force policy for 
activation and check-in procedures.  All IST personnel shall complete the US&R Form 18-
016 US&R Deployment Pre-screening Form, (Attachment B) and submit it to the rostered 
IST Medical Officer as well as the member’s task force program office prior to departure 
(question #6 is less relevant to IST personnel deploying remotely).  The IST member may 
be contacted for any clarifying questions.  In addition, the IST member will have a full 
medical check-in upon arrival in the AOR.  All IST personnel shall have complete health 
screenings twice daily throughout a deployment. 

o Medical testing: IST personnel may potentially be provided with a “self-collection kit” 
which can be utilized to self-swab the anterior nose.  These samples can be express 

 
21 https://www.tsa.gov/coronavirus 
22 https://www.cdc.gov/coronavirus/2019-ncov/php/animal-testing.html 

https://www.tsa.gov/coronavirus
https://www.cdc.gov/coronavirus/2019-ncov/php/animal-testing.html
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shipped to the FEMA contracted lab for processing.  The member may deploy with the 
result pending. 

o Face coverings: IST personnel shall deploy with cloth face covering and N-95s (or 
equivalent) for deployment to areas where required as noted above and in Attachment 
A. 

o PPE Kits: IST personnel should construct similar PPE Kits as described above in case they 
are required to lend aide to an ill individual or must enter an area where there are known 
COVID-19 patients.  

o Personal medications: As with System resource personnel, IST personnel should deploy 
with an extra 14 days of personal medications due to the quarantine potential. 

o Medical intelligence gathering: The IST Medical Officer shall conduct remote intelligence 
gathering like those actions noted above.  Ideally, once information is complete, a 
common US&R 015 can be shared across the incident by the IST. 

o Remote/virtual use of personnel: In addition to Modules as One concept for the IST, 
consider early position assignments which may be addressed remotely or virtually.  
Remote or virtual personnel can have logistical or technical support requirements.  The 
three levels of presence applicable to IST positions are further described as: 

 In person: Individual will be activated for the incident and deployed to either the 
IST Incident Command Post (ICP) or a field assignment that does not physically 
report back to ICP daily.  This person is expected to conduct in-person interactions 
on a day to day basis.  

 Remote: Individual will be activated for the incident and deployed to at a remote 
location such as an airport or hotel.  This person is expected to have the ability to 
quickly conduct in-person interactions on an as needed basis. 

 Virtual: Individual will be activated for the incident but can work from a virtual 
location and no conduct of in-person interactions is expected.  These personnel 
must be dedicated to full time performance of incident duties. 

5. Transportation 

• System Resources: 
o Deploying personnel shall have access to their PPE Kit during transport. 
o As per guidance regarding poorly ventilated spaces, N-95s (or equivalent) will be worn 

during either ground or air transport. 
o Medical team members shall have access to assessment kits to include a thermometer.  

They shall also have access to basic medical equipment to allow initiation of care if an 
emergency arises during transit involving civilian(s) or System personnel. 

o Canines and handlers should travel in a group as practical. 
o Ground transportation: 

 Ensure drivers and other embedded personnel have face coverings.  At the same 
time, drivers should not wear any cloth face covering that impedes their 
peripheral vision or ability to safely operate vehicles. 

 For buses, personnel shall be spread out as much as possible.  As much as 
practical, personnel should utilize the same vehicle and seating arrangement 
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throughout ground transportation.  Six feet serves as a minimum separation 
space. 

 System task forces may now submit for the approval of additional 15 PAX 
personnel transport vans above the 5 allowed instead of the 2 buses for 
personnel transport. 

 There is no medical data supporting either option as the preferred 
method, and an infected individual in a van could actually have a higher 
chance of passing the virus to other passengers. 

 Configurations of vehicles may be more appropriately determined by 
other operational needs.  

 Unless in a vehicle alone, System members shall wear an N-95 (or equivalent). 
 Attention should be given to convoy plans such that if a System member becomes 

ill with concerning symptoms, they should be isolated in a smaller vehicle 
travelling with the group until there can be further formal medical evaluation.  
Implement a Module as One concept for isolation. 

 Any ill patient with respiratory symptoms shall wear a minimum of a 
surgical masks and anyone within six feet should wear an N-95. (See below, 
“What to do if a deployed System member becomes ill”).23 

 Clean frequently touched surfaces at scheduled intervals. 
 All vehicle air handling systems should be kept in “fresh air circulating mode” or 

windows open to allow fresh air into the cabin as conditions allow. 
 Avoid rest stops at larger facilities where significant numbers of the public may 

congregate:  
 Utilize an advance team to verify and secure safe refuge areas for food, 

fuel, supplies, and other needs. 
 Personnel should wash/sanitize hands prior to leaving and before re-

entering vehicles. 

o Air transportation: 
 Avoid gathering in highly populated areas of airports. 
 Isolated or remote areas may be identified and designated to stage personnel. 
 Use of chartered aircraft will be the preferred method of air transport. 
 Although commercial carriers are reportedly cleaning every aircraft between 

flights, System personnel may feel better protected if they are able to 
wipe/clean/disinfect their personal space area when first boarding a plane. 

 For commercial carriers, work with the flight crew to attempt to segregate seating 
assignments between System personnel and civilians. 

 Attempt to space personnel seating assignments so physical distancing is 
maintained when practical. 

 System personnel shall wear an N-95 (or equivalent) while on the aircraft. 

 
23 If the ill individual is a System member, continue use of N-95 unless it interferes with breathing then downgrade 
to surgical mask. 
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• IST: 

o IST personnel are more likely to travel as individuals on commercial air. 
 Face coverings are required by airlines and N-95s (or equivalent) should be used 

by System personnel 
 Follow the System resource transportation steps outlined above. 

o Two or more personnel in a vehicle shall wear a minimum of an N-95 (or equivalent). 

6. Arrival in Area of Responsibility (AOR) 

• For both System resources and IST personnel: 

o Medical Intelligence gathering: More detailed medical intelligence should be gathered 
by the Medical Team or IST Medical Officer when in the AOR.  Data that should be 
confirmed early includes status of the local healthcare system due to both natural hazard 
and disease impacts. 

 Identification of any COVID-19 specific Alternative Care Facilities (ACF), shelters, 
or other facilities for civilian referral.  

 State and local public health points of contact. 
 COVID-19 prevalence in community as understood by local public health. 
 Current public health actions being enforced by local public health (e.g. 

limitations on mass gatherings). 
 Referral ability (ability to have a System member evaluated for infectious 

symptoms) such as testing for COVID-19 or other common infectious pathogens.  
This might involve different procedures than regular medical evaluation for 
injured/ill System personnel.  Ideally, a reliable test platform for COVID-19 with 
quick turnaround for results would be identified. 

o Continue to enforce the Module as One concept for any interactions. 

o Interactions with general public and other responders: System resources and IST 
personnel may have the requirement to interact with other members of the response 
community and the public.  A minimum of an N-95 (or equivalent) shall be worn when 
physical distancing is not possible, avoid hand shaking, and practice frequent hand 
washing.  When possible and practical, meetings should be held in outdoor settings (see 
below for more details on PPE).  In some instances, it may be possible to perform some 
functions in a remote fashion (e.g., IST Liaison Officer). 

• For IST only: 

o Consideration should be given to including the following in any Memorandum of 
Agreement between the IST and an Authority Having Jurisdiction (AHJ): 

 Direction on any AHJ quarantine requirements in place and if so, whether waivers 
have been granted. 

 Access restrictions requiring testing that are in place and if so, whether waivers 
are available, or testing can be provided for System resources. 

 In areas of lock down, recognition of System resources as emergency responders 
with unrestricted movement. 
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7. Base Procedures 

Base site selection is often conducted with consideration given to establishing a tactical and secure site.  
In the pandemic environment site selection shall include considerations for infection control.  The 
following are general considerations: 

• Hotels: It is impossible to quantify the risk posed by general hoteling in an area of outbreak and 
it may be unavoidable in some circumstances.  If hotels are utilized minimize using multiple floors 
and establish a risk management plan that, at a minimum, includes isolating meeting rooms from 
general public access and avoiding high traffic areas of the facility. 

• Educational facilities, gymnasiums and recreation centers: Facilities with large floorplans maybe 
the best alternative to provide increased physical distancing. 

• Western Shelters: Base configurations using shelters provide closer quarters but permit tighter 
control of the physical environment (i.e. regular cleaning). 

• General guidelines regardless of the type of Base arrangement: 

o If different System resources are to be co-located, prevent co-mingling of personnel from 
the different resource to prevent exposures.   

o Limit Base access to System resource and IST personnel only.  Any visitors should be 
approved as necessary, screened, and provided limited access. 

• Base Layout / Hygiene: The Base physical layout must focus on functionality and hygiene 
considerations for SARS CoV2 and other pathogens that pose a risk to personnel: 

o As it is difficult to maintain physical distancing in Base tents, consider other risk reduction 
activities such as those proposed by the CDC for wildland fire camps:24 

 Utilize the Module as One concept for sleeping assignments 
 Personnel should arrange sleeping “head to toe”. 
 Increase tent ventilation  
 Increased cleaning schedule of frequently contacted surfaces 

o The CDC has provided “Reopening Guidance for Cleaning and Disinfecting Public Spaces, 
Workplaces, Businesses, Schools, and Homes” 25 that can be helpful when establishing a 
Base cleaning plan and can be accessed online. 

o Signage, floor markings, and operational briefings, can be used to educate, inform and 
enforce physical distancing and hand washing requirements26. 

o All Base entry / exit should occur through a single point, and System task forces are 
familiar with the concept of a “Decon Corridor” at Base entrances.  If personnel were in 
an operational environment outside the Base this area will allow for the staging of used 
equipment and bags, boot washing and uniform changing. 

o Hand washing/sanitation stations should be strategically placed throughout the Base 
including entrance, eating area(s), latrines, and medical tent(s). 

 
24 https://www.cdc.gov/coronavirus/2019-ncov/community/wildland-firefighters-faq.html 
25 https://www.cdc.gov/coronavirus/2019-ncov/community/reopen-guidance.html  
26 https://www.cdc.gov/coronavirus/2019-ncov/communication/print-

resources.html?Sort=Date%3A%3Adesc&Page=2 

https://www.cdc.gov/coronavirus/2019-ncov/community/wildland-firefighters-faq.html
https://www.cdc.gov/coronavirus/2019-ncov/community/reopen-guidance.html
https://www.cdc.gov/coronavirus/2019-ncov/communication/print-resources.html?Sort=Date%3A%3Adesc&Page=2
https://www.cdc.gov/coronavirus/2019-ncov/communication/print-resources.html?Sort=Date%3A%3Adesc&Page=2
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o Schedule and perform regular cleaning of frequently touched surfaces. 

o Canines and handlers should be housed together if possible, with canines kenneled during 
rest periods. 

o Ensure regularly scheduled solid waste collection / disposal. 

o Do not share dishes, drinking glasses, cups, or eating utensils.  Non-disposable food 
service items used should be handled with gloves and washed with dish soap and hot 
water or in a dishwasher. 

o Sinks could be an infection source, so personnel should avoid placing toothbrushes 
directly on counter surfaces.  Totes can be used for personal items so that they do not 
come in direct contact with the bathroom countertop. 

o An internal procedure to decontaminate tools and equipment and to launder27  PPE and 
clothing should be established early. 

o Canines can be wiped down as a temporary measure (chlorhexidine wipes are 
recommended), but full baths are preferable for proper decontamination.  (See 
Attachment E – Canine Decontamination Process). 

o Canine leather leash/collars should be wiped down, and nylon collars/leashes washed 
thoroughly at the end of each shift. 

• Food:  The following concepts should be considered: 

o CDC28 states there is no evidence to support SARS CoV2 transmission associated with 
food.  However, System resources and IST personnel should limit their consumption of 
prepared, warm foods in an austere, post-impact environment as for any deployment. 

o In an austere environment Meals Ready to Eat (MREs) are the preferred food source. 

o The practice of placing unused MRE portions in a common area for other System 
personnel to utilize should be discouraged to prevent additional contamination. 

o Although contract food providers have been preparing for feeding operations during 
COVID-19, there may be delays in arranging these due to state or local regulations. 

o In areas of intact infrastructure other options are available, but System resources and IST 
personnel shall avoid any congregate food serving settings (e.g., restaurants).  Take out 
or curb side pick-up is acceptable.  Additionally, self-serve buffets and salad bars are 
prohibited.   

o Food donations from the general public should be avoided. 

o Food consumption areas should be cleaned and disinfected prior to and after food 
consumption. 

o As mask wearing is impossible while eating, all food consumption areas should include 
directions and capabilities to sit six feet apart. 

 
27 https://www.cdc.gov/coronavirus/2019-ncov/prevent-getting-sick/prepare-cleaning-disinfection.html 
28 https://www.cdc.gov/foodsafety/newsletter/food-safety-and-Coronavirus.html 

https://www.cdc.gov/coronavirus/2019-ncov/prevent-getting-sick/cleaning-disinfection.html?CDC_AA_refVal=https%3A%2F%2Fwww.cdc.gov%2Fcoronavirus%2F2019-ncov%2Fprepare%2Fcleaning-disinfection.html
https://www.cdc.gov/foodsafety/newsletter/food-safety-and-Coronavirus.html
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• Isolation capabilities: Pre-designation of an isolation capability in the Base can be established for 
a System member who gets ill.  This has been easily accomplished by System resources on prior 
deployments and does not have to be elaborate.   

o As an example, Western Shelter vestibules can be set up easily to provide an isolated 
sleeping area for an individual.   

o Consideration can be given to deploying with additional tents for additional isolation of 
exposed/ill personnel.  

o Individuals of concern would not necessarily be required to stay in that area 24/7 but 
should not be in proximity to other resource members when they are out of the isolation 
area. 

o Consider designating a latrine facility (pop up, portable, field latrine) and shower facilities 
for these individuals.   

o Depending on their condition, they may require more formal evaluation (see below). 

o In the hotel setting, separate rooms may be obtained. 

8. Embedded Personnel 

• ESF #13 Security and Protective Services (SPS): 

o Consider providing temperature and questionnaire screening to arriving SPS personnel 

o Ideally, prevent frequent rotation of SPS personnel 

o SPS personnel typically deploy with their own PPE to support ESF #9 missions (e.g., 
helmets, PFDs) and in the COVID-19 environment they should also deploy with cloth face 
coverings. 

o SPS personnel should be included in on-going personnel health monitoring.  Pending 
disposition by their official organization, isolation procedures like those detailed for 
System personnel below should be followed. 

o SPS personnel are not anticipated to billet in the same location as ESF #9 personnel.  Given 
potential additional exposures, System resource and IST personnel should maintain 
physical distancing with SPS personnel. 

• Media personnel: Media access to System resources must be coordinated with the FEMA US&R 
Branch, FEMA Office of External Affairs (OEA) and FEMA News Desk and: 

o FEMA may decline such requests. 

o Media embeds may be suspended as part of a COVID-19 risk reduction strategy. 

o Pre-established rules, which include the signing of a consent form, require that media 
personnel be self-sufficient.  Self-sufficiency includes provision of PPE for all media 
personnel by their employer; for COVID-19 this includes provision of their own cloth face 
covering. 

o Given current conditions, media personnel should not be billeted with System resources 
and IST personnel in the field. 

o When present at operational sites, media personnel should maintain physical distancing. 



 

15 

o Media should be discouraged from entering the Base. 

9. Field Operations 

Operational plans and assignments should address the hazards to which System personnel may be 
exposed in various scenarios.  As an example, wide area searches pose a significantly lower risk for COVID-
19 exposure than assistance with evacuation of a hospital surrounded by flood waters.  In all potential 
scenarios, IST and System resource Safety, Medical, Hazmat, and Rescue personnel shall coordinate to 
ensure appropriate administrative controls are implemented and PPE utilized to prevent unnecessary 
exposures (see Attachment A – Respiratory Protection). 

• Establish COVID compliant meeting spaces: On-site locations shall be well ventilated and provide 
for physical distancing.  N-95s (or equivalent) are required in confined areas when physical 
distancing and/or proper ventilation cannot be attained. 

• Utilize a Module as One concept for operational and/or functional assignments. 

• PPE: The most significant change in COVID-19 PPE guidance has been the CDC recommendation 
on the use of cloth face coverings and the System guidance on the use of N-95s (or equivalent) in 
poorly ventilated areas.  The following concepts should assist System resource and IST personnel 
as they evaluate risk assessments and adjust PPE levels: 

o The use of PPE should not cause the neglect of more simple measures of infection control.  
Regular hand washing and sanitization of surfaces is very important.  In addition, 
maintaining as little as six feet separation from the public can be very protective when 
situations require these interactions. 

o System personnel have always had respiratory protection available to them that exceeds 
CDC recommendations.  The elastomeric half masks, with either N-95 or P-100 cartridges, 
equals or exceeds the level of protection that N-95s (or equivalent) provide.  In addition, 
elastomeric half masks are re-usable and have been proposed as a PPE preservation 
strategy for healthcare providers. 

o In healthcare settings, the full ensemble for caring for a COVID-19 patient includes29: 
 Face shield or goggles 
 N-95 (or equivalent) or higher respirator 
 Isolation gown 
 One pair, nonsterile gloves (e.g. nitrile) 

o For US&R scenarios: 
 System personnel should already be very comfortable utilizing the above 

recommended eye, hand and respiratory protection when caring for presumed 
or known COVID-19 patients. 

 There is no clear direction for the use of isolation gowns in the US&R 
environment.  For regular care of patients in rubble, predictably, the wearing of 
isolation gowns or even Tyvek suits is not practical.  Rescuers, if they have a 
concern, could consider doffing BDUs or turnout gear at the end of the rescue 
cycle for cleaning (which is already encouraged for non-COVID-19 rescue 
operations).  In other field environments, when caring for an individual with the 

 
29 https://www.cdc.gov/coronavirus/2019-ncov/hcp/infection-control-recommendations.html 

https://www.cdc.gov/coronavirus/2019-ncov/hcp/infection-control-recommendations.html
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appropriate symptoms, System personnel could consider use of healthcare 
gowns or other barrier methods. 

o The following levels of risk for exposure are provided by OSHA for illustration: 

Table I OSHA30 - Examples of Emergency Response Tasks Associated with Exposure Risk Level 

Lower (caution) Medium High Very High 

 Performing 
administrative duties 
in non-public areas of 
work sites, such as 
police or fire stations, 
away from other staff 
members. 

 Interacting, including 
as part of law 
enforcement or 
rescue operations, 
with members of the 
general public, who 
are not known or 
suspected COVID-19 
patients. 

 Entering the home of 
a person suspected of 
having or known to 
have COVID-19, 
including when an 
occupant of the home 
reports signs and 
symptoms consistent 
with COVID-19. 

 Performing aerosol-
generating 
procedures (e.g., 
cardiopulmonary 
resuscitation, 
intubation) on 
known or suspected 
COVID-19 patients. 

Note: A minimum of source protection shall be worn for low and medium level of exposures.  A 
minimum of a NIOSH-certified disposable N-95 (or equivalent) filtering facepiece respirator shall 
be worn in high levels of exposure.  A minimum of a N-95(or equivalent) and eye protection shall 
be worn for any personnel present for or performing aerosol-generating procedures, including 
cardiopulmonary resuscitation (CPR). 

o Based on PPE requirements and the guidance information in the OSHA table above, 
System personnel shall follow the following scenarios: 

 Walking outdoors without immediate proximity to other individuals, , unless 
dictated by local jurisdictional regulations: no cloth face covering is required. 

 For most interactions with the public and other responders in outdoor or well-
ventilated areas: cloth face covering is adequate. 

 For any indoor, poorly ventilated areas (including ground or air transportation): 
N-95 (or equivalent) is to be used. 

 Caring for patients of unknown COVID-19 status: ensemble to include N-95 (or 
equivalent), nitrile gloves, and eye protection is to be used. 

 Caring for patients concerning for COVID-19 or performing aerosolizing 
procedures31 on any patient: ensemble to include N-95 (or equivalent), nitrile 
gloves, and eye protection is to be used.  If in the non-rubble setting, consider use 
of isolation gown.  If operating in rubble, or gowns are not available, doff BDUs 
and/or turn out gear as soon as practically expedient. 

o Any patient being cared for should be offered a surgical face mask as source control if 
they do not already have one. 

o By having constant access to the PPE Kits described above and utilizing them, System 
personnel will have protection immediately available for unanticipated scenarios. 

o Care should be taken with donning and doffing of PPE: 

 
30 https://www.osha.gov/SLTC/covid-19/controlprevention.html#health 
31 Aerosolizing procedures include CPR, intubation, and delivery of nebulized medications. 

https://www.osha.gov/SLTC/covid-19/controlprevention.html#health
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 Ensure a good face seal when donning respiratory protection. 
 Avoid touching your face when doffing respiratory protection. 
 Remove gloves by the cuffs to avoid touching soiled portions with bare hands. 
 Wash hands after using PPE 

o Consider having sanitation wipes on hand in the field for cleaning of elastomeric half 
masks and eye protection. 

o It is a good practice for System resource and IST logisticians to closely track the burn rate 
of PPE and cleaning supplies on a regular basis in order to anticipate any shortages: 

 Squad leaders and managers should report daily consumption of contaminated 
and/or disposable PPE commodities (e.g. N-95 or equivalents, gloves, wipes). 

 Logistics personnel should track and report PPE consumption numbers / use rates 
projecting needs and or redistribution of supplies. 

 System resource and IST Logistics personnel should monitor supply usage / 
demands and provide updates on critical supply concerns during daily briefings. 

• System resource and IST personnel monitoring: 

o Regular health monitoring of System resource, IST, and embedded personnel takes on 
critical importance in the COVID-19 environment. 

o Consideration could be given to including temperature checks on a regular basis. 

o Consider medical screening at the beginning and end of each operational period, or twice 
a day, whichever is greater  

 Include questions regarding COVID-19 symptoms. 
 Include questions regarding concerning exposures while in the field. 
 If the individual has concerning symptoms or a fever, they should be isolated until 

further evaluated. 
 If the individual has a concerning exposure, the System resource Medical Team 

Manager (or IST Medical Officers if resource doesn’t have one) in conjunction 
with Safety and resource Leader will adjudicate next steps.  IST personnel will 
provide input into decision making regarding exposures.  As critical infrastructure 
workers, they may be able to continue working (see Attachment F – COVID-19 
Exposure Decision Algorithm and associated flow chart Attachment G – COVID-
19 Incidence Response Action Process)   

o System resource personnel may be requested to assist with IST personnel monitoring due 
to geographic separation from the main body of the IST. 

o Medical monitoring results shall be documented to review for trends. 

o Use of the US&R Form 18-017 – IST / System Resource Injury / Illness Log (Attachment H), 
can take on heightened importance to track medical complaints of system personnel.  It 
could conceivably serve as an early warning system for an outbreak: 

 Each System resource medical team, (or IST Medical Officer if resource doesn’t 
have one) should ensure completeness of this form daily. 

 IST Medical Officers may, at their discretion, request each System resource 
submit this form daily when practical. 
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• IST Coordination of COVID-19 issues:  The volume of activities related to monitoring and action 
on COVID-19 issues in the field has been challenging for ISTs on deployments.  The ISTL may 
consider the development of a COVID-19 team to address these issues.  This could include the 
following positions (requirements may necessitate activation of more resources): 

o Deputy ISTL 
o Deputy IST Logistics Section Chief 
o Deputy IST Medical Officer 
o IST Safety Officer 
o ESF #9 Representative 

• What to do if a deployed System member becomes ill: 
o Consider handling the System member’s illness as an “Incident Within and Incident.” 

 Ensure appropriate notifications are made. 
 Request additional resources as required. 
 System resource or IST leadership may request a “blue sheet” in some 

circumstances. 

o Verify that the System member has symptoms of, or exposure concerning, COVID-19, with 
symptoms to include32: 

 Cough 
 Shortness of breath 
 Fever 
 Chills 
 Muscle pain 
 Sore throat 
 New loss of taste or smell 

o Ensure the System member is medically stable and does not require immediate treatment 
or evacuation to definitive care. 

o Ensure that System member is appropriately isolated to include: 
 Ensure they utilize their N-95 mask when not alone.  If the System member has 

respiratory symptoms, they may down grade to a surgical mask.  In either case, 
all other individuals in proximity require COVID 19 PPE as described above. 

 Advising to avoid touching surfaces when outside of isolation area. 
 Attempting to provide separate latrine/shower facility for isolated System 

member. 
 Providing them meals not in proximity with other System personnel. 

o If the System member is stable, the System resource has two options:  
 Refer for formal evaluation and definitive testing if appropriate 

NOTE: If initial testing is negative but the case presentation is consistent with 
COVID 19, the treating System member (Medical Officer) should evaluate 
symptoms and the test utilized.  Lower sensitivity tests and even some lab-based 

 
32 https://www.cdc.gov/coronavirus/2019-ncov/symptoms-testing/symptoms.html 

https://www.cdc.gov/coronavirus/2019-ncov/symptoms-testing/symptoms.html
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PCR tests can have false negatives.  The best course of action in cases that seem 
consistent with negative testing may be to assume a false negative until further 
symptoms develop or additional testing can be obtained.  Early coordination with 
the IST Medical Officer is highly recommended. 

 If not appropriate or the healthcare system is not intact, isolate System member 
in the BoO until a method for transportation home can be established.  This might 
require avoidance of commercial travel depending on case parameters. 

• What to do for potential COVID-19 exposures: 
o Contact Tracing33, as outlined by the CDC, should be performed to prevent further spread 

of COVID-19. 
 This helps patients recall everyone with whom they have had close contact during 

the timeframe while they may have been infectious. 
 This warns System personnel of their potential exposure as rapidly and sensitively 

as possible.  This includes close contact as defined by the CDC with the index 
patient beginning 48 hours before onset of the patient’s symptoms. 

 If the System resource or IST does not have its own contact tracing methodology, 
one is provided in Attachments I, J, and K.  

o A System resource or an IST that is performing contact tracing is now required to 
complete a US&R Form 18-020 Contact Tracing Form (Attachment L) which documents 
the steps taken to identify close contacts of a case. 

 This form is designed to guide and account for the different steps of contact 
tracing 

 Numerous submissions may be made on one index patient as it can take time to 
complete contact tracing. 

 Appropriate personnel should sign the form prior to submission. 

 
 
 
 

o Release from isolation and quarantine:  
 For presumed or confirmed ill individuals who are isolated: 

 There may be situations in which a presumed or confirmed infected 
System member will be isolated for an extended period in the field. 

 Utilize guidance provided by the CDC for the ending of isolation34.   This 
symptoms-based strategy involves discontinuing isolation 10 days after 
symptom onset and resolution of fever for at least 24 hours, without the 
use of fever-reducing medications, and with improvement of other 
symptoms.35.  

 For asymptomatic individuals who have been exposed:  

 
33 https://www.cdc.gov/coronavirus/2019-ncov/php/open-america/contact-tracing.html 
34 https://www.cdc.gov/coronavirus/2019-ncov/hcp/disposition-hospitalized-patients.html 
35 https://www.cdc.gov/coronavirus/2019-ncov/hcp/duration-isolation.html 

System Requirement:  Any System resource completing a contact tracing 
effort will complete a US&R Form 18-020 (Attachment L) and submit to the 

appropriate entity  

https://www.cdc.gov/coronavirus/2019-ncov/php/open-america/contact-tracing.html
https://www.cdc.gov/coronavirus/2019-ncov/hcp/disposition-hospitalized-patients.html
https://www.cdc.gov/coronavirus/2019-ncov/hcp/duration-isolation.html


 

20 

 Use Attachment G for evaluation of exposures and establishing risk 
management strategies. 

 If a System member is to be quarantined, as noted above in definitions 
the following are now various strategies that can be utilized: 

 14 Day duration to cover disease incubation period 
 10 Day duration provided no symptoms have occurred during 

daily monitoring – Increased risk 
 7 Day duration with negative test at or after Day 5 (for the 

System, this test would ideally be a lab-based PCR test to 
optimize the risk) – also increased risk 

10. Demobilization 

Regular System procedures should be followed for conclusion of health monitoring at conclusion of the 
mission. 

• The IST Medical Officer should coordinate with IST Safety and System resource representatives 
on any response specific post-mission medical follow up requirements for inclusion in a System 
post mission medical Program Directive issued by the US&R Branch if warranted. 

o Any requirements for post mission, demobilizing testing will be a part of this analysis. 
• Regular exit medical screening conducted by each System resource before demobilization takes 

on heightened importance in a pandemic environment. 
• Exposures and illnesses will need to be reported to Sponsoring Agencies and handled according 

to local protocols. 
• If quarantine is required, this should be noted in the demobilization plan and addressed in the 

Demobilization Order. 
• To the extent permissible vehicles, equipment, and personal gear should be cleaned prior to 

transportation home. 
• During the System resource or IST final briefing, either the respective Medical Team or IST Medical 

Officer should provide reinforcing information regarding: 
o Symptoms to monitor for upon arrival home. 
o Information regarding any specific procedures for daily post-mission monitoring. 
o Points of contact to inform of any positive diagnoses. 
o Amplifying information regarding stress and response in the times of COVID-19. 

  



 

21 

11. Attachments 

The following attachments are available electronically on www.responsesystem.org in the Advisory 
Organization / Recommendations Comments area: 

A: COVID-19 Respiratory Protection 

B: USR Form 18-016 USR Deployment Pre-screening Form 

C: COVID-19 Screening & Testing Guidance 

D: Pandemic Environment Decontamination - Disinfection Considerations 

E: Canine Decontamination Process 

F: COVID-19 Exposures Decision Making Algorithm 

G: COVID-19 Incident Response Action Process Flow Chart 

H: US&R Form 18-017 System Resource Injury / Illness Log 

I: Contact Tracing Process  

J: US&R Form 18-018 Contact Tracing – Index Patient Interview Form 

K: US&R Form 18-019 Close Contact Interview Form 

L: US&R Form 18-020 Contact Tracing Report Form 
 

http://www.responsesystem.org/
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