
 

 
 

STATEWIDE MUTUAL AID AGREEMENT 

EXHIBIT A: AUTHORIZED REPRESENTATIVES 
 

Complete this form if you are only updating your Mutual Aid Contact(s) by completing the form below 
and email to maa@emd.sc.gov.  

 
Date: _______________________ 

 

Name of Participating Government: _______________________________________________ 

Mailing Address: ______________________________________________________________ 

City, State, Zip Code: ___________________________________________________________ 

 

 

Authorized Representatives to Contact for Emergency Assistance: 

Primary Representative: 

 

Name: ________________________________________________________________________ 

Title: ________________________________________________________________________ 

Address: ______________________________________________________________________ 

Day Phone: ____________________________________________________________________ 

Night Phone: __________________________________________________________________ 

Fax Number: __________________________________________________________________ 

Email: ________________________________________________________________________ 
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1st Alternate Representative: 

Name: ________________________________________________________________________ 

Title: ________________________________________________________________________ 

Address: ______________________________________________________________________ 

Day Phone: ____________________________________________________________________ 

Night Phone: __________________________________________________________________ 

Fax Number: __________________________________________________________________ 

Email: ________________________________________________________________________ 

 

 

2nd Alternate Representative: 

Name: ________________________________________________________________________ 

Title: ________________________________________________________________________ 

Address: ______________________________________________________________________ 

Day Phone: ____________________________________________________________________ 

Night Phone: __________________________________________________________________ 

Fax Number: __________________________________________________________________ 

Email: ________________________________________________________________________ 

 

 

 

Exhibit A – Page 2 of 2 

 



 

 
 

STATEWIDE MUTUAL AID AGREEMENT 

EXHIBIT B: REQUIRED INFORMATION 

 

Each request for assistance shall be accompanied by the following information, to the extent 

known: 

1. General description of the damage sustained; 

 

2. Identification of the emergency service function for which assistance is needed (e.g., fire, law 

enforcement, emergency medical, transportation, communications, public works and 

engineering, building, inspection, planning, and information assistance, mass care, resource 

support, health and other medical services, search, and rescue, etc.) and the particular type of 

assistance needed; 

 

3. Identification of the public infrastructure system for which assistance is needed (e.g., sanitary 

sewer, portable water, streets, or storm water systems) and the type of work assistance needed; 

 

4. The amount and type of personnel, equipment, materials, and supplies needed and a 

reasonable estimate of the length of time they will be needed; 

 

5. The need for sites, structures, or buildings outside the Requesting Party's jurisdictional 

boundaries to serve as relief centers or staging areas for incoming emergency goods and services; 

 

6. An estimated time and specific place for a representative of the Requesting Party to meet the 

personnel and equipment of any Assisting Party; 

 

7. An estimate of expected costs from the Assisting Party to include any incidental expenses they 

plan to recoup from the Requesting Party; 

 

 

 

Exhibit B 



 

 
 

STATEWIDE MUTUAL AID AGREEMENT 

EXHIBIT C: ACKNOWLEDGMENT 

 

To be completed by each Assisting Party. 

NAME OF ASSISTING PARTY: _________________________________________________ 

AUTHORIZED REPRESENTATIVE: _____________________________________________ 

CONTACT NUMBER/PROCEDURES:____________________________________________ 

 

1. Assistance to be provided: 

 

Resource Type   Amount   Assignment   Est. Time of Arrival 

 

 

 

 

2. Availability of additional resources: 

 

 

 

3. Time limitations, if any 
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