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1.Disclaimer: 
 

This playbook was developed by the Mountain Plains Regional Disaster Health 

Response System (MPRDHRS) in collaboration with the Colorado Volunteer Mobilizer, 

a program within the Colorado Department of Public Health and Environment. 

 

The MPRDHRS is supported by a cooperative agreement with the Administration 

for Strategic Preparedness and Response (ASPR), an operational division of the U.S. 

Department of Health and Human Services (HHS). This publication was made 

possible by award number 6 HITEP200043-01-06. The contents are solely the 

responsibility of the authors and do not necessarily represent the official views or 

policies of ASPR or HHS. 

 

This playbook is intended to serve as a planning and operational guide based on 

the experiences and practices of the Mountain Plains Regional Disaster Health 

Response System and its partners. It is not intended to replace existing laws, 

regulations, policies, or procedures at the federal, state, local, tribal, or organizational 

level. 

 

Nothing in this playbook constitutes legal, medical, or clinical advice. Jurisdictions 

and organizations should consult their legal counsel, compliance officers, and 

emergency management authorities to determine how applicable laws, regulations, 

liability protections, and privacy requirements apply to their specific circumstances. 

 

Implementation of the concepts described in this playbook should be adapted to 

local capabilities, authorities, and resources, and conducted in accordance with 

applicable laws, mutual aid agreements, and emergency management frameworks. 

The authors assume no responsibility or liability for the use or misuse of the 

information contained herein. 
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2.About This Playbook 
 

This playbook was developed with the expertise and support of a broad spectrum 

of contributors, including emergency managers, mass care professionals, volunteer 

organization leaders, public health officials, physicians, program and project 

managers, and—most importantly—an exceptional group of volunteers. 

 

This playbook is intended to be a living document, designed to evolve through 

iterative improvement informed by exercises, real-world activations, data, and lessons 

learned over time. The goal of this effort is to document practical insights, challenges, 

and potential solutions identified over the five years this project has been in 

existence. 

 

The work to improve patient and family reunification has been shaped and 

inspired by lessons learned from past disasters and mass casualty incidents, including 

the Aurora Theatre shooting, the Boston Marathon bombing, the Mandalay Bay 

shooting, the Uvalde school shooting, and numerous hurricanes—most notably 

Hurricanes Katrina and Rita. 

 

Editors: 

Koral O’Brien 

Colorado Volunteer Mobilizer (CVM) Manager 

Colorado Department of Public Health and Environment 

 

 

Steven Ellen 

Program Manager  

Mountain Plains Regional Disaster Health Response System (MPRDHRS) 
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Inclusion in this list reflects participation in planning discussions, exercises, drills, or 

operational coordination and does not imply endorsement of this document or 

ongoing operational responsibility. 

5. Purpose and Scope 

a. Purpose 

 

The purpose of this playbook is to provide practical guidance for planning, 

building, and operating a patient and family reunification capability during disasters 

and mass casualty incidents. It is designed to help healthcare, public health, 

emergency management, and volunteer partners establish a scalable, low-cost, and 

legally sound reunification process that connects community members with accurate 

patient location information when traditional systems are overwhelmed. 

 

This playbook captures lessons learned, best practices, and operational 

considerations developed through real-world planning, exercises, and cross-sector 

collaboration. It is intended to support adoption, adaptation, and coordination across 

jurisdictions while avoiding duplication of existing reunification efforts. 

b. Scope 

This playbook focuses specifically on patient and family reunification related to 

hospitalized individuals during disasters and emergencies. It addresses the following 

areas: 

Included in Scope 

• Reunification call center operations 

o Inbound call distribution 

o Volunteer staffing models 

o Remote call-taking capabilities 

• Information management 

o Use of a shared database 

o Patient location tracking 

o Information-sharing limitations (location only) 

• Partner coordination 

o Healthcare systems 

o Public health agencies 

o Emergency management 
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o Volunteer organizations 

o Disaster support agencies (e.g., United Way, Red Cross) 

• Legal and administrative considerations 

o HIPAA in emergency situations 

o Volunteer liability protections 

• Training, drills, and exercises 

o Scenario-based testing 

o Metrics and performance tracking 

o Continuous improvement 

• Funding and sustainability considerations 

• Program adoption and scalability 

 

Out of Scope 

This playbook does not address: 

• Clinical care or patient treatment 

• Release of patient condition or medical details 

• Long-term family reunification case management 

• Missing persons investigations 

• Shelter-based or displacement reunification managed by Emergency Support 

Function 6  (ESF-6) partners 

• Law enforcement–led victim identification or fatality management 

• Family Assistance Centers 

 

c. Intended Audience 

 

This playbook is intended for: 

• Healthcare Coalitions (HCCs) 

• Hospitals and healthcare systems 

• State, local, and regional public health agencies 

• Emergency management agencies  

• Volunteer coordination organizations 

• Disaster preparedness and response planners 

 

d. Guiding Principles 

 

• Accuracy over speed – Provide verified patient location information only. 
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• Privacy first – Share the minimum necessary information. 

• Collaboration, not duplication – Align with existing reunification efforts. 

• Scalability – Design systems that can grow rapidly during incidents. 

• Sustainability – Build solutions that can be maintained long-term. 

• Clear activation authority – Ensure activation, scaling, and deactivation 

decisions are predefined, documented, and understood by all partners.  

 

6. How to Use This Playbook 
 

Agencies should: 

1. Review all sections prior to building or activating a reunification capability 

2. Identify gaps between current capabilities and the guidance outlined 

3. Engage partners early, particularly healthcare systems and volunteer 

organizations 

4. Test the process through drills and exercises 

5. Update procedures based on lessons learned and evolving needs 

 

This playbook is designed to be used as: 

• A startup guide for new reunification efforts 

• A reference document during planning and exercises 

• A framework for continuous improvement 

7. Identify Need 
 

Key Planning Questions 

• Why does your agency need to be involved in the process? 

 

When the MPRDHRS team began exploring how to improve the reunification 

process, the first steps were researching what systems currently exist and examining 

real-world disasters that required reunification. As of May 2020, when this research 

was conducted, the Red Cross Safe and Well program was being sunsetted, and 

FEMA’s National Emergency Family Registry and Locator System (NEFRLS) had 

recently been discontinued. The National Center for Missing & Exploited Children 

(NCMEC) continued to support reunification for children under 21 and their parent(s) 

or legal guardian(s). While some local and hospital-based programs were 
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operational, they often failed to address situations in which patients were transported 

across jurisdictional boundaries or into hospitals affiliated with different healthcare 

systems. 

  

Two disasters exemplify the critical need for a robust reunification process: 

Hurricanes Katrina and Rita in 2005 and the Aurora Theatre shooting in 2012. 

During Hurricanes Katrina and Rita, more than 5,000 children were separated from 

their families, and it took over six months to reunify them all. Several key challenges 

contributed to these delays: 

• Lack of planning: No standardized family reunification plans were in place, 

significantly delaying the process. 

• Communication breakdowns: Widespread destruction, loss of phone lines, 

and mass displacement made it extremely difficult to track people and 

exchange information. 

• Scale of the incident: The sheer number of separated children overwhelmed 

existing resources and systems. 

• Logistical hurdles: Agencies faced competing priorities, and there was no 

clear, streamlined process for identifying children and reconnecting them with 

their legal guardians. 

 

The Aurora, Colorado, theatre shooting occurred in July 2012 during a midnight 

movie screening. Eighty-two people were injured, and 60 patients were transported 

to six different hospitals across the Denver metro area. Approximately 1,200 people 

were inside the 16-theatre complex, and when news of the shooting broke, 

community members began calling hospitals to locate their loved ones. Hospitals 

were inundated with calls, with those closest to the incident receiving several 

hundred calls per hour. Typical nighttime staffing—with one unit clerk in the 

Emergency Department and a single operator at the switchboard—was quickly 

overwhelmed. 

 

This incident highlighted a critical gap in the reunification process and helped the 

MPRDHRS identify a tangible way to support both healthcare systems and the public: 

by developing a virtual call center capable of handling large volumes of reunification-

related inquiries during disasters. 

8. Introduction 
Key Planning Questions 
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o What is your agencies responsibility? 

o What functions can your agency deliver (scope)? 

o Clarify your agency’s role 

 

Reunification during and after disasters has often been overlooked or pushed 

to the “parking lot” in preparedness planning since the early days of emergency 

management. The challenges are significant—most notably, limited funding, 

insufficient staffing, and the assumption that “someone else” will handle these rare 

but high-impact events. 

 

The Mountain Plains Regional Disaster Health Response System (MPRDHRS) 

has been charged with improving the reunification process and has invested 

substantial time over the past five years researching historical models, assessing 

current needs, and understanding the expectations of healthcare systems and 

communities during disasters. 

 

This playbook provides guidance on how to implement a similar system, 

offering practical steps and best practices to strengthen patient and family 

reunification efforts in any jurisdiction. 

9. Processes 

a. Inbound Call Distribution  

 

Key Planning Questions 

• What resources are available? 

• What is your budget? 

• Who will manage the product? 

 

The primary function of reunification is connecting callers with the information 

they need. While several commercial call center solutions exist, the MPRDHRS team 

identified Amazon Connect, a product in the Amazon Web Services catalog, as a 

cost-effective option. Amazon Connect allows users to take calls remotely from their 

PC or Apple computers, requiring only an internet connection to participate as part of 

the team. It is widely used by customer service teams at large companies and is 

priced based on usage. The monthly fee is approximately $10, with a usage cost of 

less than $0.01 per minute. For an 8-hour incident with 40 agents, estimated costs are 
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under $400, and for a 24-hour incident, under $1,200—far below the $30,000 annual 

standby cost of traditional commercial call centers. 

The primary challenge with Amazon Connect is designing the call flow map, which 

is not entirely straightforward; however, paid support is available from Amazon to 

assist with setup. 

 

b. Staffing (Recruitment and Training) 

 

Key Planning Questions 

• Who will be able to handle large numbers of inbound calls? 

• Who will recruit, train, and manage the call takers? 

• Who are the large volunteer groups who might participate (Medical Reserve 

Corps (MRC), Voluntary Organizations Active in Disaster (VOAD)) ? 

 

The key to a successful call center is having trained team members ready to 

respond quickly to requests for help. Using paid call centers can be cost-prohibitive, 

and asking paid employees to volunteer their time for required work could violate the 

Fair Labor Standards Act. MPRDHRS is fortunate to have a strong partnership with the 

Colorado Department of Public Health and Environment (CDPHE), which oversees 

the Colorado Volunteer Mobilizer (CVM). The CVM includes over 3,000 trained, 

background-checked, and eager volunteers, many of whom are already part of 

Medical Reserve Corps teams. After recruitment, volunteers complete a series of 

eight trainings, including: 

• HIPAA compliance 

• ICS 100 and 700 

• Psychological First Aid 

• Cultural Training 

• Dealing with Stress in Disasters: Building Psychological Resilience 

• Communication Training 

• Google Drive 

• Amazon Virtual Call Center 
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Other groups that could serve as reliable sources of volunteers include Team 

Rubicon and state-based Volunteer Organizations Active in Disasters (VOAD); ideally, 

volunteers should be integrated through formally recognized programs that offer 

liability protections and the ability to oversee and regulate training. 

c. Shared Database 

A shared database is a critical component of the reunification process, 

providing reunification team members with timely access to patient information. 

 

Key Planning Questions 

• How will patient data be entered into the database? 

• How will the reunification team access the information? 

• Who is responsible for managing and maintaining the database? 

 

Database Requirements 

The shared database should have the following characteristics: 

• Easy to use 

• Easy to update 

• Secure, role-based access 

• Customizable data fields 

• Low cost 

• HIPAA compliant 

 

Google drive is an example of a product which can be used to collect patient 

information, utilizing their “forms” product to add information. The database can be 

accessed by anyone provided with access and is easy to use.  

The key elements of information collected are: 

 Patient first and last name 

 Patient age or date of birth 

 Patient location 

 

Data Entry Considerations 

Two essential steps in this process are obtaining patient information and 

entering it into the shared database. Currently, entering patient information in the 

pre-hospital environment is challenging due to technological limitations and the 

highly dynamic, stressful nature of disaster and mass casualty incidents. 
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As a result, patient information must be obtained from hospital-based sources, 

most commonly the Emergency Department (ED). Two key realities must be 

acknowledged during an incident: 

1. Clinical staff will be fully focused on patient care and will not have capacity to 

support reunification activities. 

2. Registration and administrative teams will prioritize entering patient 

information into their own electronic health record (EHR) systems to support 

internal patient care workflows. 

 

While direct access to hospital EHR systems would be ideal, achieving this is 

challenging due to privacy concerns, security requirements, competitive healthcare 

environments, financial costs, and other operational barriers — it is not impossible, but 

would require significant coordination, trust-building, and infrastructure 

development. 

 

Information-Sharing Limitations 

Patient location information may be released when the caller provides the 

patient's first and last name and either their date of birth or approximate age, 

regardless of the caller's identity or relationship to the patient. This disclosure is 

permissible under HHS guidance on HIPAA in Emergency Situations. Patient 

condition or clinical details are not released under any circumstances. This distinction 

must be clearly communicated to all reunification team members and partner 

organizations prior to activation. 

 

This decision is based on the following factors: 

• Patient condition information is dynamic and can change rapidly. 

• Releasing patient condition information may generate negative emotional 

reactions for both callers and reunification team members. 

• There is no efficient or reliable method to confirm and continuously update 

patient condition information during an incident. 

 

Proven Data Collection Options 

Exercises conducted with hospital systems have identified two viable 

approaches for obtaining patient information: 

 

1. ED-Based Reunification Liaison 

An external reunification team member is physically located in the 
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Emergency Department to access patient information and manually enter it 

into the shared database. 

o Challenges: 

▪ Pre-identifying approved individuals 

▪ Securing permissions from multiple hospital systems 

▪ Ensuring access during an active incident 

 

2. Hospital-Based Information Sharing 

Patient information is emailed or securely transmitted to the Reunification 

Team Lead by a hospital transfer center or other hospital point of contact 

o Challenges: 

▪ Pre-identifying staff not involved in direct patient care 

▪ Ensuring staff availability during incidents 

 

Summary 

Proactive engagement with hospital systems—through relationship-building, 

planning, and exercises—is essential to overcoming information-sharing challenges. 

Demonstrating the value of the reunification process before a disaster occurs is the 

most effective way to establish trust, clarify workflows, and enable timely access to 

patient information when it matters most. 

d. Supporting Systems 

In addition to the Virtual Call Center and shared database, the following 

systems support effective reunification operations: 

• Volunteer and Call-Taker Management 

A centralized volunteer management system is used to track credentials, 

required documentation, training completion, and participation. 

 

• Command, Control, and Communication 

Virtual call center operations present challenges related to decentralized 

command and communication. To maintain coordination, the Reunification 

Team uses an online video platform to: 

 

o Conduct briefings and hot washes during non-operational periods 

o Provide real-time operational support during call-taking periods 



15 
  

Call takers remain connected to the video platform while handling calls and 

may join a designated support breakout room to address questions or 

operational challenges. 

e. Partner Engagement 

Successful reunification operations depend on strong, engaged partners aligned 
around a shared objective. At a minimum, decision-makers should be identified and 
engaged from the following organization types: 

• Healthcare systems and associated facilities 
• State and local public health agencies 
• State and local emergency management agencies 
• National and local disaster support organizations 
• State and local volunteer organizations 

Experience has shown that once a foundational reunification system is developed, 
exercised, and demonstrated to be effective, partner interest and engagement 
increase significantly. Many organizations have a vested interest in reunification 
efforts, and proactively publishing, demonstrating, and discussing the system helps 
identify and onboard additional partners. 

f. Funding and Sustainability 

 

A foundational question for any reunification effort is: “Who will pay for this?” 

While this model is relatively low-cost, it still requires dedicated staff time and 

sustained organizational support. 

 

Under the current structure, MPRDHRS covers its staff time and the virtual call 

center infrastructure. The CDPHE covers its staff time, including participation in drills 

and exercises, monthly technology check sessions, and planning and recruitment 

meetings. CDPHE also supports the Emergency System for Advance Registration of 

Volunteer Health Professionals (ESAR-VHP), which verifies volunteer health 

professionals’ identities, credentials, and qualifications prior to disasters and public 

health emergencies—reducing barriers to rapid mobilization during a response. 

 

Funding considerations should be addressed early in the planning process 

and revisited whenever funding sources, staffing models, or program scope change. 

 

Cost Considerations 
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While the reunification model is designed to be low-cost, it requires sustained 

investment in the following areas: 

• Staff time for coordination, planning, and activation 

• Volunteer recruitment, training, and management 

• Exercises, drills, and after-action improvement activities 

• Technology licensing, maintenance, and testing 

• State-based Emergency System for Advance Registration of Volunteer 

Health Professionals (ESAR-VHP) 

 

Understanding these costs early helps partners make informed decisions 

about participation and long-term commitment. 

 

Funding Models 

Potential funding approaches may include: 

• Grant-funded staffing and technology support 

• Cost-sharing agreements between partner organizations 

• Integration into existing emergency preparedness or public health 

budgets 

• State or regional funding allocations for disaster response capabilities 

Funding models should be flexible enough to scale during incidents and 

sustainable between activations. 

 

Sustainability Planning 

To support long-term viability, partners should: 

• Identify stable funding sources early 

• Reassess funding needs during staffing or program changes 

• Document roles and financial responsibilities in agreements 

• Incorporate reunification operations into routine preparedness activities 

• Plan for leadership transitions and grant funding cycles 

 

Key Takeaway 

Early and ongoing conversations about funding and sustainability are critical to 

maintaining a reliable, scalable reunification capability that can be activated 

when needed. 
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g. Legal and Administrative Protections 

 

Key Planning Questions 

• What legal and administrative protections are provided by your agency or 

government? 

• How is HIPAA in emergency situations interpreted within your state or 

jurisdiction? 

 

Reducing liability is an important consideration for any reunification program. 

This reunification effort is intentionally designed to release patient location 

information only, which limits risk exposure. Liability is primarily confined to the 

potential release of inaccurate location information, rather than clinical or treatment 

details. In addition, several established federal and state mechanisms provide 

protections for both reunification team members and the organizations supporting 

the effort. 

 

Mechanisms include the following: 

1. HIPAA in Emergency Situations Guidance 

Provides federal guidance on how protected health information (PHI) may be 

lawfully shared during emergencies and disasters to support patient care, 

public safety, and family reunification efforts. 

2014 Bulletin from HHS: 

https://www.hhs.gov/sites/default/files/emergencysituations.pdf 

2017 Fact Sheet from ASPR/TRACIE: 

https://files.asprtracie.hhs.gov/documents/aspr-tracie-hipaa-emergency-fact-

sheet.pdf 

Key protections include: 

• Permits disclosure of limited PHI to family members, caregivers, and 

disaster relief organizations for purposes such as patient location and 

reunification. 

• Allows information sharing with public health and emergency management 

authorities. 

• Requires disclosures to be limited to the minimum necessary information. 

• Protects healthcare entities and staff acting in good faith during declared 

emergencies. 

 

2. Federal Volunteer Protection Act (VPA) 

https://www.hhs.gov/sites/default/files/emergencysituations.pdf
https://files.asprtracie.hhs.gov/documents/aspr-tracie-hipaa-emergency-fact-sheet.pdf
https://files.asprtracie.hhs.gov/documents/aspr-tracie-hipaa-emergency-fact-sheet.pdf
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Provides liability protection for volunteers performing services on behalf of a 

nonprofit or government entity during emergency or disaster response 

activities. 

 

Key protections include: 

• Shields volunteers from personal liability for harm caused by acts or 

omissions while acting within their assigned role. 

• Applies when volunteers act in good faith, within their scope of 

responsibility, and without willful misconduct or gross negligence. 

• Does not apply to criminal acts, reckless behavior, or activities outside the 

assigned role. 

 

3. Qualified Volunteer Lists (QVL) / Division of Homeland Security and 

Emergency Management (DHSEM) 

Establishes a formal mechanism to credential, verify, and deploy volunteers 

under state authority during emergencies. 

 

Key protections include: 

• Verification of volunteer identity, training, background checks, and 

qualifications. 

• Formal activation of volunteers under state emergency management 

authority. 

• Extension of state liability protections and workers’ compensation coverage 

when activated. 

• Clear documentation of volunteer roles, assignments, and command 

structure. 

 

4. State-Based Volunteer Service Acts 

Provide state-level legal protections for registered and activated volunteers 

supporting emergency response efforts. 

 

Key protections include: 

• Liability protection for volunteers acting within assigned roles during 

declared emergencies. 

• Workers’ compensation or injury coverage for activated volunteers (varies 

by state). 

• Legal recognition of volunteer service under emergency management 

authority. 
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• Supplements federal protections by addressing state-specific requirements 

and gaps. 

 

Summary: 

Across the United States, reunification operations are supported by layered 

federal and state protections that enable lawful information sharing, protect 

volunteers from liability, and ensure appropriate activation and oversight. When used 

together, these mechanisms allow reunification efforts to operate safely, legally, and 

effectively across jurisdictional boundaries. 

 

Reunification programs should ensure that team members and partner 

agencies are informed of the specific protection mechanisms that apply to them. This 

information should be included as part of initial onboarding, partner engagement, 

and pre-activation discussions. Program leaders should also consult with legal 

counsel—preferably with expertise in disaster response and emergency 

management—to confirm applicability, address jurisdiction-specific considerations, 

and ensure the program is structured and activated in a manner that preserves legal 

and liability protections. 

h. Program Adoption 

Key Planning Questions 

• Are there existing reunification programs in your jurisdiction (city, county, HCC, 

state)? 

• How can you identify a healthcare system to partner with? 

• Who will serve as the program’s champion, advocate, or ambassador? 

• Who will fund the effort? 

 

Guidance 

Successful reunification relies on collaboration with key partners, with 

additional partners providing supplementary support. 

 

Key Steps: 

1. Identify existing reunification efforts within your service area  

2. Determine which programs previously existed and why they ceased 

functioning. 

3. Understand the types of reunifications: 

o Patient and family reunification focuses on reconnecting hospitalized 

loved ones with their families during and after disasters. 
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o Other types may include: 

▪ Staff or volunteer reunification 

▪ Medical supply or equipment reunification 

▪ Coordination of inter-facility transfers 

▪ Reunification of pets or service animals with owners 

 

Recognizing these opportunities helps avoid duplication and ensures 

collaboration across stakeholders. 

Suggested partners in healthcare and emergency management: 

• State public health agencies 

• State hospital associations 

• Healthcare Coalitions 

• Healthcare systems and associated facilities 

• Local, regional, and state emergency management offices 

• ESF 8 points of contact 

• American Red Cross 

• United Way 

• Volunteer Organizations Active in Disaster (VOAD) 

• Statewide volunteer organizations 

• Medical Reserve Corps 

 

Summary: 

Build a core foundational product and demonstrate its effectiveness through 

drills and exercises. Leverage this performance history to engage additional partners 

through conferences, forums, and other community opportunities. This approach 

enhances program credibility and highlights its value to both the community and the 

populations served. 

10. Drills & Exercises: Testing the Reunification 

Process 
 

Key Planning Questions 

 

The purpose of drills and exercises are to test the reunification system, 

evaluate team readiness, and validate processes by simulating realistic scenarios 

that involve both community callers and hospital participation. 
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Key Steps: 

1. Establish a Caller Group 

o Recruit a diverse group of individuals outside the reunification team 

to act as concerned community members calling in for loved ones. 

o Prepare a spreadsheet of fake patient names to simulate real-life 

calls. 

2. Always Use a Scenario 

o Design a realistic emergency scenario for every drill or exercise. 

o Ensure the scenario reflects likely disaster types and patient volumes. 

3. Collect Data & Lessons Learned 

o Track call volume, response times, and team performance. 

o Record observations, challenges, and opportunities for process 

improvement. 

o Metrics worth tracking: 

▪ Number of calls handled in a set time period 

▪ Number of calls handled by each agent 

▪ Number of agents taking calls 

▪ Average call handling time 

▪ Average wait time 

4. Integrate Hospitals Once Team is Ready 

o After team processes have been tested internally, engage a hospital 

willing to participate in full-scale exercises. 

o Coordinate with hospital staff to simulate patient information flow 

and real-time call handling. 

 

Best Practices: 

• Always test with both the caller group and the internal team together to mirror 

real-life pressure and volume. 

• Even small exercises yield valuable data for improving workflows. 

• Document statistics, lessons learned, and feedback for continuous 

improvement. 

• Repeat exercises regularly to maintain readiness and refine processes. 
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11. Final Considerations 
 While the need to reconnect individuals separated by a disaster remains 

constant, the systems and components that support reunification continue to evolve. 

Advances in technology, shifts in social networks and culture, and changes in staffing 

and operational environments can complicate even the best-intentioned efforts. To 

remain effective, reunification programs must be adaptable to the demands of each 

incident and committed to sharing best practices, lessons learned, and operational 

insights with partners, stakeholders, and all entities involved in the reunification 

process. 
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