Surgery Center XYZ
[bookmark: _GoBack]Fire Drill Evaluation
Time of occurrence: ______________________                                     Date: _________________________
Activity type:                    Drill                    False Alarm                    Fire Incident
Location of incident: ____________________________________________________________________
Device type activated: _______________________________                ID #: ________________________
Fire Plan Implementation
Actions at Primary Location:
Did discovering personnel activate the fire alarm?					Yes        No
Did responding personnel know their role in the fire plan?				Yes        No
Were all primary fire plan elements implemented?					Yes        No
Comments: __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________

Actions in adjacent smoke compartment:
Did personnel know their role in the fire plan?					Yes        No
Were all primary fire plan elements implemented?					Yes        No
Comments: __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________
Action at random location (specify location):
Did personnel know their role in the fire plan?					Yes        No
Were all primary fire plan elements implemented?					Yes        No
Comments: __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________  
______________________________________________________________________________                                                                                            


Surgery Center XYZ
Support/Notification Activities
Were alarms audible or visible in all areas?						Yes        No
Was the Fire Department notified?							Yes        No
Name of fire official contacted: ____________________________________________________
Did automatic smoke door closures function properly?				Yes        No
Were corridors, stairways, and exits unobstructed?					Yes        No
Did equipment shut down as designated?						Yes        No
Were fire extinguishers in proper locations and accessible?				Yes        No
Comments: __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Summary: ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Recommendations(s): ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Recorder of Event: ______________________________________________________________
Date reported to board:__________________________________________________________
