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  CONTACT	
  FORM	
  
Designated	
  by	
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STATE OF ___________________________________DATE: ______________ 

   State Non-Emergency Repatriation Coordinator:
   Main Contact       Back-Up Contact 

Name:______________________________________ 
Position:____________________________________ 
Agency:_____________________________________ 
Address:____________________________________ 
Telephone:__________________________________ 
Emergency Number:__________________________ 
FAX:_______________________________________ 
Email: _____________________________________ 
Website:____________________________________ 

Name:____________________________________ 
Position:__________________________________ 
Agency:__________________________________ 
Address:__________________________________ 
Telephone:________________________________ 
Emergency Number:_______________________ 
FAX:____________________________________ 
Email: ___________________________________ 
Website:__________________________________ 

   State Emergency & Group Repatriation Coordinator 
   Main Contact        Back-Up Contact 

Name:______________________________________ 
Position:____________________________________ 
Agency:_____________________________________ 
Address:____________________________________ 
Telephone:__________________________________ 
Emergency Number:__________________________ 
FAX:_______________________________________ 
Email: _____________________________________ 
Website:____________________________________ 
State Emergency Operation Center Tel.:_____________ 
State Emergency Operation Center Fax:______________ 

Name:____________________________________ 
Position:__________________________________ 
Agency:__________________________________ 
Address:__________________________________ 
Telephone:________________________________ 
Emergency Number:_______________________ 
FAX:____________________________________ 
Email: ___________________________________ 
Website:__________________________________ 

         State Emergency Operation Center E-mail:_______________ 

         Federal Contact: 
Name:       Elizabeth B. Russell 
Position:   Coordinator, HHS Repatriation Program 
Agency:      Office of Refugee Resettlement 

     Administration for Children and Families 
      U.S. Department of Health and Human Services 

Address:     330 C Street S.W., Washington DC 20201
Telephone:  202-401-9246 or 4845 
FAX:        202-401-0981
Email:        Elizabeth.Russell@acf.hhs.gov 
Website:      http://www.acf.hhs.gov/programs/orr/ 

THE PAPERWORK REDUCTION ACT OF 1995 (Pub. L. 104-13):   Public reporting burden for this collection of information is estimated to average 0.15 hours per response, 
including the time for reviewing instructions, gathering and maintaining the data needed, and reviewing the collection of information.  An agency may not conduct or sponsor, 
and a person is not required to respond to, a collection of information unless it displays a currently valid OMB control number. 
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