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and capabilities during an annual exercise of the emergency plan and
implementing procedures. The team observed activities in the control room
simulator (CRS), technical support center (TSC), operational support
center (OSC), and the emergency operations facility (EOF).

Results:

~ The control room crew performed well during the exercise to detect and
classify the emergency conditions. Command and control in the CRS was
excellent. Offsite notifications were made in a timely fashion; however,
a delay was noted in the initial notification to the NRC. Good teamwork
among the control room staff was observed (Section 3. 1).
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~ The licensee appropriately demonstrated TSC functions during the
exercise. The plant emergency director demonstrated excellent TSC

command and control, but was slow in declaring the site area emergency
(Section 4.1).

~ The OSC was staffed and activated promptly. Emergency response and
damage control teams were well briefed and accomplished assigned tasks
effectively. Excellent props were used during the exercise to increase
realism (Section 5. 1).

~ The EOF was ackivated promptly and performed effectively during the
exercise. Notification messages were timely and offsite radiological
assessment and protective action recommendations were appropriate
(Section 6.1).

~ The exercise scenario provided adequate challenge for the licensee to
demonstrate the specified exercise objectives (Section 7. I).

~ The licensee's self-critique was excellent, and closely paralleled the
NRC findings (Section 8. 1).

Summar of Ins ection Findin s:

~ No exercise weaknesses were identified.

~ There were no previous inspection findings closed.

~ There were no new 'inspection findings opened.

Attachment:

~ Persons contacted and exit meeting.
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DETAILS

1 FACILITY STATUS

The licensee was operating the WNP-2 station at a 100 percent power level on

September 13, 1994, the day of this emergency preparedness exercise.

2 PROGRAM AREAS INSPECTED (82301)

The licensee's annual emergency preparedness exercise began at 7:30 a.m. on

September 13, 1994.. Licensee participants included Emergency Response

Organization Team E. Other participants in the exercise included the NRC Hg

Operations Center, NRC regional base and site emergency response teams, the
Federal Emergency Management Agency (FEHA), the states of Washington and

Oregon, and county and local officials. The performances of state and local
response organizations were evaluated by representatives of FEMA, which will
issue a separate report. On September 14, 1994, an ingestion pathway exercise
was held using the radiological conditions from the September 13, 1994, plume
phase scenario. The ingestion pathway exercise was evaluated by FERA.

The scenario for the exercise was dynamically simulated using the licensee's
CRS, The scenario began with a loss of power to the feeder breaker to SH-4.

The high pressure core spray diesel started but failed to load due to a

lockout signal. At the same time, a fire occurred in the high pressure core
spray diesel area. This resulted in the declaration of an ALERT due to fire
affecting safety systems. After the fire, an unrelated failure occurred on an

excess flow check valve which caused a loss of instrumentation in the CRS.

This was followed by an unrelated development of a small steam leak in the
turbine building. At 9: 15 a.m., a loss of feedwater occurred which resulted
in a reactor scram. Reactor closed isolation cooling then tripped. With no

sources of high pressure coolant, reactor water level began to drop. In
addition, with the isolation signal, both main steam isolation valves on the
"A" main steam line failed to close. This created conditions of a Site Area
Emergency due to a main steam line break outside of containment without
isolation.

At about 9:30 a.m., Residual Heat Removal (RHR) Pump "A" started and suffered
a shaft shear. Shortly thereafter, a loss of power occurred to SH-8 resulting
in the loss of RHR Pumps "B" and "C". Then at 9:45 a.m., a Loss-of-Coolant
Accident occurred which uncovered the core. This caused conditions of a

General Emergency due to loss of two out of three fission product barriers and
the potential loss of the third. Before reactor water levels could be

restored, core damage resulted in a monitored, unfiltered release through the
turbine building vent.

3 CONTROL ROON (82301-03.02.b. 1)

The inspection team observed and evaluated the cont) ol room staff as they
performed tasks in the CRS in response to the exercise. These tasks included
detection and classification of events, notification of offsite authorities,



facility management and control, analysis of plant conditions, implementation
of corrective measures, and adherence to the emergency plan and implementing
procedures.

3. 1 Discussion

The inspector observed that the control room personnel performed their duties
in a professional manner. The shift manager and shift technical advisor were
prompt in identifying and declaring the alert emergency action level. As
plant conditions degraded, the shift manager made timely recommendations for
upgrading the event to a Site Area Emergency and General Emergency as
required.

Notifications to licensee personnel and local and state agencies were made in
a timely fashion. Difficultywas encountered, however, in making the
notification to the NRC from the CRS. The NRC notification was eventually
completed within the 1-hour time frame, by the NRC liaison stationed in the
TSC. The following discussion describes the difficulties encountered in
making the NRC notification:

The NRC Notifier reported to the CRS following the announcement of the
ALERT and assumed the task of making the NRC notification. The NRC

notifier appeared to be unfamiliar with the Event Notification Worksheet
because he required assistance from the shift technical advisor on two
occasions to ensure the form was completed properly. After the worksheet
was completed, the NRC notifier attempted to transmit the worksheet by
facsimile directly to the NRC with the intention of following up with a
telephone call via the Event Notification System (ENS). This caused a

delay in event reporting since the NRC notifier was unfamiliar with the
facsimile machine operation. A followup discussion with the player after
the exercise revealed that the facsimile machine used in the actual
control room has the NRC telephone number preprogrammed into it such that
the call to NRC is made by pressing a single button.

After the failed attempts to use the facsimile machine in the CRS, the
shift manager directed the NRC notifier to transmit the information via
the ENS telephone line. Once again, difficulty was encountered as the
NRC notifier was unable to contact the NRC using the telephone numbers he
was provided. Attempts were then made to utilize commercial telephone
lines. These attempts were also unsuccessful since the telephone numbers
the NRC notifier was using did not work. When the NRC notifier made a
subsequent attempt to use the ENS telephone line, he found that the line
was in use by the NRC liaison in the TSC. This contact was made because
the TSC NRC liaison was also attempting to establish contact with the
NRC. The NRC notifier explained his difficulties to the NRC Liaison and
was directed to fax the Event Notification Worksheet to the TSC who would
then make the notification. This could not be accomplished immediately
since the facsimile machine was already in use. The shift manager then
picked up the ENS telephone line and discovered that the NRC Liaison in
the TSC was giving information to the NRC. The shift manager remained on



line to ensure the information provided to the NRC was accurate and
complete. Following the transmission of this information, the
responsibilities for notifying the NRC was officially relinquished to the
TSC and the NRC notifier was relieved of these duties.

The above events raised four areas of concerns as follows:

~ The NRC notifier appeared to be in need of additional training with
respect to the Event Notification Worksheet.

~ The practice of transmitting by facsimile the Event Notification
Worksheet prior to notification of the NRC via the ENS telephone line is
contrary to the guidance given in Procedure PPM 13.4. 1, "Notifications,"
Section 3.6. This procedure requires contacting the NRC via the ENS

telephone line immediately and does not reference using the facsimile
machine. Interviews with staff indicated that using the facsimile
machine before manning the ENS telephone is tne normal procedure followed
in the actual control room and, in the past, has eliminated some
confusion between the utility and the NRC. The NRC found the above
practice to be acceptable provided that it is supported by procedure, and
that facsimile problems cannot delay notification.

The NRC liaison in the TSC was providing information to the NRC without
receiving the formal responsibility to do so. This was evident when the
shift manager discovered that information was being provided to the NRC

when he picked up the ENS telephone line. Procedure PPM 13. 10.6,
"Plant/NRC Liaison Duties," Section 3.4, requires the assumption of the
responsibilities for communication with the NRC to be coordinated with
the control room. This coordination did not occur prior to information
being provided to the NRC. The failure to perform a coordinated transfer
of the responsibility for NRC notification had the potential to result in
erroneous information being supplied to the NRC.

~ The facsimile operating configuration in the actual control room was not
reproduced in the CRS.

The above findings were determined to be areas of potential improvement,

The inspector observed that the control room personnel used appropriate
Emergency Operating Procedures, Abnormal Operating Procedures, and Emergency
Plan Implementing Procedures throughout the exercise. The operators were
attentive to plant conditions and overall plant status. The shift manager and
control room supervisor both provided excellent command and control throughout
the exercise. The control room supervisor provided prompt and accurate
directions to the control room staff while the shift manager aggressively
followed up on actions being taken in the field. Good communication by
control room personnel was noted.

Despite the excellent overall performance by the control room personnel,
maintaining accountability of emergency teams under the direction of the



control room could be improved. Procedure PPN 13. 10. 1, "Control Room

Operations and Shift Hanager Duties," Section 3. 17, requires the shift manager
to keep the OSC aware of the names of team members under his direction, their
assignment, location, and the time they were dispatched and returned so that
the OSC can maintain team accountability. This information was not provided
for the team sent by the shift manager to investigate the steam leak in the
turbine building. This resulted in the OSC not being able to maintain
adequate accountability of the team (See Section 5. 1).

The inspector observed that the control room crew worked as a team in
analyzing the events and activities in progress and that all personnel
contributed to possible corrective actions to mitigate or correct the concerns
and problems encountered. The shift manager did an excellent job of
anticipating the actions that would occur as a consequence of the continuing
reduction in reactor vessel water level and in keeping his crew informed of
what actions were expected. The inspector noticed only one instance where an

incorrect plant diagnosis occurred. Following the isolation of the feedwater
heaters, the crew initially failed to recognize that the associated feedwater
heater bypass valve failed to open. The crew lined up the feedwater system
for injection with the condensate booster pumps and commenced to lower reactor
pressure to allow injection to the vessel. During the pressure reduction, one
of the reactor operators incorrectly reported that he had indications of
feeding the vessel. This was based on the indications that reactor vessel
water level"was rising. In fact, the water level response was due to the
effects of swell during the pressure reduction. Had the operator utilized his
"feedwater flow" indications he would have seen that no feedwater injection
was occurring. The error was eventually recognized when reactor water level
continued to lower following pressure reduction. Subsequent investigation by

'the control room identified the failure of the heater bypass valve.

3.2 Conclusions

The control room crew performed well during the exercise to detect and
classify the emergency conditions. Command and control in the CRS was
excellent. Offsite notifications were made in a timely fashion however, a

delay was noted in the i'nitial notification to the NRC. Good teamwork between
all control room staff was observed.

4 TECHNICAL SUPPORT CENTER (82301-03.02.b.2)

The inspectors observed the operation of the TSC from activation through
termination of the exercise. The inspectors evaluat'ed staffing, command and
control, technical assessment and support of operations, classifications and
notifications, dose assessment, formulation of protective action ,

recommendations, and adherence to the emergency plan and implementing
procedures.





4. 1 Discussion

The TSC was staffed and activated 26 minutes after the declaration of the
ALERT. The Plant Emergency Director (PED) in the TSC maintained excellent
command and control during the exercise. Strong communications were observed
between the TSC and the other emergency response facilities. The PED assessed
scenario events and assigned the appropriate emergency classification level.
However, the PED was slow to declare the site area emergency (SAE) because he
appeared to be distracted. At 9:33 a.m., the inspector overheard the PED

verbalize that the known plant conditions at that time, which included a main
steam break outside-of containment without jsolation, met the conditions for a
SAE. The PED did not declare the SAE, however, until 9:40 a.m. because he
became involved in other discussions and distractions not directly related to
the classification of events. The SAE was announced over the plant public
address system at 9:44 a.m. The inspectors concluded that the PED's slowness
to declare the SAE did not indicate a weakness in classification. However,
the need to promptly declare emergencies at the time that recognition and
classification occurs was identified as a potential area for improvement.

The PED conducted TSC briefings approximately every half hour and directed
managers to assess for both long- and short-term accident mitigation
strategies. At 9:34 a.m., the PED made a request to the radiation protection
manager to assess the radiological conditions of the turbine building.
Subsequently, a timely evacuation of the turbine building was announced at
9:40 a.m. followed by the protected area evacuation at 9:44 a.m. before an
offsite release began. The TSC anticipated the offsite release after the main
steam isolation valve failed to close with an unisolable steam leak in the
turbine building. Good engineering support and assistance was provided by the
TSC throughout the exercise. The inspector noted that appropriate diagrams
and procedures were used to analyze plant conditions. The TSC appropriately
obtained containment atmosphere and suppression pool post accident samples
results 'at ll:12 a.m. and I:00 p.m. respectively.

In general, the TSC managers assessed plant conditions promptly and accurately
throughout the exercise and communicated information to the other support
groups in the TSC and to their technical counterparts in the emergency
operations facility. The only exception noted was when the offsite release
began. Specifically, at 10: 16 a.m., the offsite release was detected by the
elevated turbine building exhaust radiation monitor and was immediately
recognized to those TSC staff monitoring the release pathway. The onset of
the release however, was not promptly announced to the other TSC staff at the
time, who were not monitoring the release pathway and may not have been aware
of this major change in plant conditions. Dose projections were computed
promptly in the TSC after the release began.

The TSC staff appropriately verified TSC habitability through permanently
installed area radiation monitors and air samplers. F"iskers, step off pads
and rope barriers were staged inside the TSC airlock i i accordance with
procedures. The contamination control warnings and barriers were not erected
and established at the entrance to the TSC because the scenario did not
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provide for high enough levels of in-plant contamination to cause the
individual personnel monitors outside the TSC to alarm or become contaminated.
The procedure required that the contamination .boundary be established only if
the individual personnel monitors alarmed.

TSC equipment performed properly during the exercise with one exception. The

NRC resident inspector who reported to the TSC was unable to make telephone
calls offsite from two telephones installed at the TSC management table. One

of the telephones was designated as the management counterpart link. The

other telephone was next to the management counterpart telephone but was

otherwise unmarked

4.2 Conclusions

The licensee appropriately demonstrated TSC functions during the exercise.
The PED demonstrated excellent TSC command and control but was slow in
declaring the SAE.

5 OPERATIONAL SUPPORT CENTER (82301-03.02.b.4)

The inspectors evaluated the performance of the OSC staff as they performed
tasks in response to the exercise to determine whether the OSC would be

effective in providing emergency support to operations. The inspectors also
observed activities conducted by in-plant repair teams dispatched from the
OSC.

5.1 Discussion

The OSC was manned and activated in approximately 20 minutes. Personnel
logged in on the sign-in board and assumed their stations in a timely and
professional manner. A radiation control point was immediately established at
the entry to the OSC and personnel were issued self-reading dosimeters.
Habitability surveys of the OSC were performed at 15-30 minute intervals
throughout the exercise. Additionally, a continuous air monitor was activated
at the OSC entry point. The continuous air monitor remained operational
throughout the exercise.

Upon assuming control, the OSC director immediately briefed his staff. The
inspectors noted however, that the OSC director held only one more briefing
for the entire OSC staff during the remainder of the exercise. Procedure PPH

13. 10.9, "Operations Support Center Director and Staff Duties," Section 3. 13,
states that the OSC director should conduct periodic briefings for the OSC

staff. The inspectors found that conducting more frequent OSC briefings of
emergency conditions and plant status was an area of potential improvement.

The OSC director and the supporting staff were knowledgeable of their duties
and responsibilities. Communications between the OSC, TSC, and the control
room were effective. An electronic status board, plant status parameter
status board, and emergency response team status board were established at the
onset of the exercise. The inspector noted, however, that the plant parameter





status board was not updated between the period of 8:08 a.m. and approximately
1:00 p.m. This status board included information such as wind direction, wind
speed, radiological releases, and key plant operating parameters. Similar
information was included on the electronic status board but this information
was frequently erased to record new data.

The OSC maintained good control over emergency response teams deployed by the
OSC to mitigate problems that were identified during the exercise. However,
an accountability concern was identified regarding an operations team
dispatched by the Shift Hanager (See Section 3. 1). A total of 24 teams were
dispatched from the. OSC during the exercise. Among the response team
assignments were the response to a fire in the diesel generator building, a

personnel injury, a steam leak, and several pump and valve failures. The OSC

staff maintained accountability of each OSC dispatched team. OSC team
briefings and debriefings were effective. The inspectors accompanied several
teams into the plant and observed prompt and efficient accomplishment of
tasks. It was noted that'the fire brigade members were able to communicate
while wearing their self-contained breathing apparatus during the response to
the fire. The inspectors noted that realism was improved by the excellent use
of props to depict the problems that the teams were assigned to mitigate.
Props such as a cracked nut, sheared RHR pump coupling, leaks, smoke, etc.,
had been prestaged so that emergency response teams could report the
conditions they witnessed back to the OSC director/shift manager.

5.2 Conclusions

The OSC was staffed and activated promptly. Emergency response and damage
control teams were well briefed and accomplished assigned tasks effectively.
Excellent props were used during the exercise to increase realism.

6 EMERGENCY OPERATIONS FACILITY (82301-03.02.b.3)

The inspectors observed and evaluated the EOF staff as they performed tasks in
response to the exercise. These tasks included activation of the EOF,

accident assessment and classification, offsite dose assessment,
notifications, protective action decision making, preparations for entering
the recovery phase, and interaction with state and local officials, and
offsite field monitoring teams.

6. 1 Discussion

6. 1. 1 EOF Communications Center

The EOF communications center is manned on a full-time basis by the site
security organization. Callout of the emergency response organization was
initiated "by the communications center by activation of the autodialer and
pager system within three minutes of their notification of the ALERT by the
control room. Within seconds, responses were being recorded by computer of
responding return phone calls logging time and name of responder. Within
5 minutes, an announcement was made and repeated that an ALERT had been
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declared and emergency response organization members were to report to their
respective emergency response facilities. Public address announcements to the
plant were made by the communications center as conditions changed and

included a statement of current event classification and areas of the plant to
avoid, and when appropriate, evacuation instructions. The center functioned
effectively throughout the exercise.

6. 1.2 Command and Control

The inspectors observed that the EOF was promptly activated within 30 minutes
after an ALERT was declared. All required positions had been filled except
the telecommunications manager, who arrived 4 minutes after activation.
Another trained telecommunications technician was available in the EOF prior
to the activation so that activation could proceed in accordance with
Emergency Plan Implementing Procedure 13. 11. 1, "Recovery Manager Duties,"
Section 3.0-7.b. The EOF layout was improved over previous exercises and this
facilitated orderly facility operation.

The recovery manager was effective in managing the facility. The recovery
manager held frequent briefings of the entire facility staff and provided
prompt updates to the staff when important changes in plant status occurred.
After their arrival, state and county representatives participated in the
facility briefings. Security and radiological entry controls were established
and maintained to the EOF by locking all doors to the plant support facility
and channeling all traffic through the health physics bay entry.

Notifications of changes in event classification and recommended protective
actions to offsite agencies were timely and appropriate. The inspectors noted
that errors and mis-statements in Classification Notification Forms and Press
Releases were identified and corrected before final release of the documents
for distribution without significant loss of time. Offsite agency
representatives at the EOF were observed to be quickly integrated upon arrival
at the facility with the licensee's response staff and were kept informed of
changing conditions without interfering with the onsite response.

The recovery manager demonstrated use of emergency action levels, dose
projections, and the appropriate emergency plan implementing procedures in
decision making regarding protective action recommendations. Protective
action recommendations were conservative and made in accordance with
appropriate procedures. The protective action recommendations were promptly
made to offsite decision makers and were accepted and executed by those
agencies. The EOF was prompt in identifying to support services outside
resources needed for the response. Arrangements were made to acquire the
outside resources, and the EOF staff were periodically updated on their
status. Outside resources requested included a General Electric fuel damage
consulting team from San Jose, specialists from Siemens, American Nuclear
Insurers, Department of Energy, and NRC support teams.

The engineering group maintained and communicated to'he recovery manager an
overview of the reactor and plant conditions and worked well in assisting the
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TSC. Important data, calculations, notifications, and decisions were
documented. Plant status and event chronology boards in the EOF were
maintained in a timely and accurate manner and were frequently copied and

distributed to the facility staff for permanent hardcopy reference.

6.1.3 Heteorology and Unified Dose Assessment Center

The Heteorology and Unified Dose Assessment Center (HUDAC) was utilized as a

joint center by the licensee, Department of Energy-Richland, and the state of
Washington Department of Health to coordinate field team operations, project
dose rates, record actual measured dose rates, and determine protective action
recommendations. Three independent dose projection computer systems were
available for use.

The HUDAC was staffed and activated within 30 minutes of the declaration of
the ALERT. Personnel were knowledgeable in their duties and responsibilities
and used approved procedures in the conduct of their actions. There was

excellent cooperation and communication between state, federal, and utility
field teams to provide for efficient and effective surveys to detect and
monitor the travel of the simulated offsite release. Dose rate and air sample
results were reported to the HUDAC and the information was disseminated among

each responding group.

When conditions developed that indicated the potential for an offsite release,
preliminary dose projections were calculated. The dose projection health
physicists demonstrated an excellent knowledge of plant systems and
interactions and anticipated potential release points and problems. Once an
offsite release was detected, new dose projections were initiated and updated
as conditions changed. Field monitoring team results were compared with dose
projections for consistency. When the NRC site team arrived, the licensee
requested the NRC to run dose projections to compare results. The results of
this comparison showed general agreement between dose projections.

Appropriate measures were taken to monitor radiological conditions and
habitability of the EOF. In consideration of the projected travel of the
plume over the EOF, the monitoring point for entry to the EOF complex was
relocated. Actions were initiated to relocate the decontamination trailer to
an unaffected area before any release.

Protective measures for field monitoring teams and emergency workers were
established initially and updated as conditions changed. This included the
administration of potassium iodide (KI) when appropriate and the determination
of an emergency worker dose adjustment factor. Field teams were kept well
informed of changing plant conditions, meteorological and dose projections,
and emergency response actions.
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6.2 Conclusions

The EOF was activated promptly and performed effectively during the exercise.
Notification messages were timely and offsite radiological assessment and

protective action recommendations were appropriate.

7 SCENARIO AND EXERCISE CONDUCT (82301)

The inspection team made observations during the exercise to assess the
challenge and realism of the scenario and to evaluate the conduct of the
exercise.

7. 1 Discussion

The inspectors found that the scenario provided adequate challenge for the
licensee to demonstrate the specified exercise objectives. The major plant
events occurred rapidly however, and before arrival of NRC or offsite response
groups. This detracted from the ability of the nonlicensee responders to
become involved in working with the licensee to assess and monitor critical
accident mitigation activities.

The inspectors noted isolated examples of controller or drillsmanship problems
as follows:

A controller in the TSC was observed discussing specifics of the
condensate and feedwater piping and instrumentation diagram with a

mechanical engineer player at 12:35 p.m.

At approximately 10:08 a.m., the control room information coordinator
required a temporary relief from his duties. This relief was provided by
a training staff member who was performing as an observer of the crew'
performance as part of their normal requalification training. This
individual had knowledge of the exercise scenario and was appropriately
identified as an "Observer" by an orange armband. Reliefs given to
players during the exercise should be provided by staff who do not have
any knowledge of the exercise contents.

-I

The examples noted above were identified as areas for potential improvement.

7.2 Conclusions

The exercise scenario provided adequate challenge for the licensee to
demonstrate the specified exercise objectives.

8 LICENSEE SELF-CRITIQUE (82301-0302.b. 12)

The inspectors observed and evaluated the licensee's formal self-critique on
September 16, 1994, to determine whether the process would identify and
characterize weak or deficient areas in need of corrective action.
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8. 1 Discussion

The licensee's exercise critique demonstrated an effective, thorough self-
assessment process. The licensee's self-critique had the direct input of
senior management. Licensee representatives stated during the critique that
licensee identified improvement items would be tracked and, where indicated,
cot rective actions would be implemented. The inspectors found that the
findings identified by the licensee's critique were similar to the NRC

identified areas of potential improvement as described in this report.

8.2 Conclusions

The licensee's self-critique was excellent, and closely paralleled the NRC

findings.
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ATTACHMENT 1

1 PERSONS CONTACTED

Licensee Personnel

*H. Aeschliman, Emergency Planner
*P. Bagan, Emergency Planner
*W. Barley, Radiation Protection Manager
*I. Borland, Lead Emergency Planner
*L.'all, Emergency Planner
*P. Bemis, Manager, Regulatory Programs
*A. Conner, Security
*J. Cooper, Contract Emergency Planner
*S. Davison, Manager, Plant Support Assessments
*H. Flasch, Director of Engineering
*J. Gearhart, Director, guality Assurance
*D. Holmes, Emergency Planner
*D. Mughes, Control Room Operator
*B. Hugo, Compliance Engineer
*R. Jorgensen, Emergency Planner
*W. Kiel, State Liaison, Regulatory Programs
*A. Klauss, Emergency Planner
*K. Heehan, Emergency Preparedness Supervisor
*D. Herhar, Operations Support Control Director
*J. O'Donnell, Manager, Emergency Public Communications
*J. Parrish, Assistant Managing Director, Operations
*E. guinn, Emergency Planner
*H. Reddeman, Division Manager, Technical Services
*C. Schwarz, Operations Manager
*G. Smith, Operations Manager
*p
*R.
*F
*R.

1.2

Taylor, Shift Manager
Utter, Emergency Preparedness Supervisor
Van Buskirk, Manager, Emergency Planning
Webring, Support Services Manager

Other Personnel

*S
*R.

1.2

Benbrook, Washington State Emergency Management
Cowley, Nuclear Engineer, Washington State Department of Health

NRC Personnel

D.
D.

Pereira, Region IV; WCFO

Proulx, Resident Inspector, WCFO

* Denotes those present at the exit meetin



2 EXIT MEETING

The inspection team met with the licensee representatives denoted in
Section 1.1 on September 16, 1994, and summarized the scope .and .findings. of-
the inspection as presented in this report. The licensee did not identify as
proprietary any of the materials provided to, or reviewed by, the inspectors
during the inspection.


