DEPARTMENT OF HEALTH
‘DDD/OCB - Certification Unit

MONTHLY FIRE DRILL REPORT

NAME OF FOSTER HOME:

SPRINKLER: O YES O No

DATE OF DRILL: TIME OF DRILL:

EXiT USED:

TYPE OF ALARM USED (.£.; smoke DE‘i’ECTOR, BELL, ETC.)

TIME REQUIRED TO EVACUATE THE BUILDING:

RESIDENT _ TIME REQUIRED CAREGIVER
1. _ MIN. SEC.
2. : MIN. SEC.
"‘EECOMMENDATJON: All residents should be evacuated in 2 minutes or less.
EVALUATION (SUMMARIZE PROCEDURE, PROBLEMS, CONCERNS, IF ANY):
SIGNATURE OF FOSTER PARENT DATE

CERTIFICATION UNIT
2201 WAIMAND HOME ROAD - PEARL CITY, HAWAI 08782
AFH.315 PH. 453-6416 - FAX 453-6217

712013



