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INFLUX ********** MassMAP – INFLUX OF RESIDENTS LOG  
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Special Notes: __________________________________________________________________________________________________________________ 
  
Facility Name: ______________________________________ City: ______________________ State: ____ 
 
 

A) Did you communicate receipt of residents with the LTC Coordinating Center/RMCC or Disaster Struck Facility?       YES /  NO (if no, please do so now) 

 
B) Print Name of Key Contact: ___________________________________________ Phone #: _________________________ Fax #:____________________ 

Page ____ of ____ 

Receiving Facility Actions – Please complete: 
Match against Resident/MR/Staff/Equip. Sheet 


