
DEPARTMENT OF HEALTH 
DDD/OCB- Certification Unit 

MONTHLY FIRE DRILL REPORT 

NAMEOFFOSTERHOME: __________________________________________________~----

SPRINKLER: 0 YES 0 No 

DATE OF DRILL: TIME OF DRILL: __________________ 

EXIT USED: 

TYPE OF ALARM USED (I.E.; SMOKE DETECTOR, BELL, ETC.):-------------------------- ­

TIME REQUIRED TO EVACUATE THE BUILDING: 

RESIDENT TIME REQUIRED CAREGIVER 

1. ______________________________ 
MIN.___SEC. 

2. _____________________________ ___MIN.__SEC. 

·~ECOMMENDATION: 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 WAIMANO HOME ROAD· PEARL CITY, HAWAII 96782 
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