Change/update York County Damage Form 1

Initial Damage Report- Public Assistance
MUNICIPALITY/ORGANIZATION:

FACILITY NAME:

(Main St Culvert, Smith Rd Bridge, etc.)
FACILITY LOCATION:

(Address, mile marker, intersection, or GPS/lat and long coordinates)

CITY: PA, ZIP
CONTACT NAME: CONTACT PHONE:
Damage Type
Bridge/Culvert |:| Public Building
County/Municipal Owned Property |:| Road

Debris Removal Sanitary Sewer

Emergency Protective Measure School
Fire/Police/EMS Facility Sewer Treatment
Hospital Storm Sewer

Nursing Home Water Control Facility

HINININRNININAN
HINRNINININNANINIE

Park/Recreational Area Water Supply

Power Supply Water Treatment
Church Non-Profit Organization
Other

Flood Plain: |:|Yes |:|No |:|Unknown Historic: |:|Yes |:| No D Unknown
Hazmat: I:lYes D No |:| Unknown Insured: I:lYesD No I:l Unknown

Wetland:DYes |:|No DUnknown Mitigation: |:|Yes|:| No|:| Unknown

Damage Description:

Damage Impact (detours, citizens, schools, critical facilities, etc):

Cost to repair the facility back to its pre-disaster state: % Complete:
Material, labor, etc. to repair the facility back to its pre-disaster state: (10 tons R6, 100 tons rip rap, 200 feet of blacktop, 1
30’ long 24” diameter pipe, etc.)

Send completed form to: damage@ycdes.org



	MUNICIPALITYORGANIZATION: 
	FACILITY NAME: 
	FACILITY LOCATION: 
	Address mile marker intersection or GPSlat and long coordinates: 
	CITY: 
	PA ZIP: 
	CONTACT NAME: 
	CONTACT PHONE: 
	Other: 
	Cost to repair the facility back to its predisaster state: 
	Complete: 
	Check Box1: Off
	Check Box2: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Check Box55: Off
	Check Box56: Off
	Check Box57: Off
	Text58: 
	Text59: 
	Text60: 


