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(a) Reportable Diseases or Unusual 

Occurrences. All cases of reportable diseases 

shall be reported to the local health officer in 

accordance with Section 2500, Article 1, 

Subchapter 1, Chapter 4, Title 17, California 

Administrative Code. Any occurrence such as 

epidemic outbreak, poisoning, fire, major 

accident, disaster, other catastrophe or unusual 

occurrence which threatens the welfare, safety or 

health of patients, personnel or visitors shall be 

reported as soon as reasonably practical, either 

by telephone or by telegraph, to the local health 

officer and to the Department. The hospital shall 

furnish such other pertinent information related to 

such occurrences as the local health officer of the 

Department may require. 
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