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Hanford Tank Waste Operations & Closure (H2C) 
EVENT REPORT FORM 

 

1. Project: Retrieval and West Operations    2. Report Date: 07/22/2026 

3. Title:                                               AOP-015 Response at POR-625 
4. Investigation Report Number   
    (if applicable):  EIR-2026-051 5. Revision:  0____                  

 

6. Responsible Manager:  

7. Event Investigator:   

8. Area/Building/Location: 200E/A-Farm/POR-625 

9. Date and Approximate Time of Event:           Date: 07/07/2026 Time: (military)  1220 hours  
 
  

10. Associated Action Request (AR) Number: ITDC-AR-2026-2284 

11. Occurrence Report Number (if applicable):  N/A 
 
12. Event Learning Meeting Held: Yes [ ]  or No [x]   
 Date:  N/A Time: (military) N/A  
 
13. Brief Summary of Event: What Happened? 
At approximately 1220 hours on 07/07/2026, two H2C Radiological Control Technicians 
(RCTs) were performing a transfer line walkdown in A-Farm when one of the RCT’s 
Personal Ammonia Monitor (PAM) began to alarm at 6 Parts Per Million (PPM) near POR-
625. 
 
At the time of the alarm the RCTs were wearing full-face air-purifying  
respirators with gas/vapor cartridges (MSA GME Chemical Vapor). No odors or symptoms  
were reported and all involved workers declined precautionary medical evaluation.  
 
14. What Should Have Happened? 
The PAM should not have indicated increased ammonia concentrations or activated the  
action-level (>12 ppm ammonia) unless changing tank vapor conditions were present. 
 
15. Key Facts from Investigation:  

• At 1258 hours, the Central Shift Manager (CSM) entered TF-AOP-015, Response to 
Personal Ammonia Monitor Alarm, A-Farm was evacuated and access to A-Farm was 
restricted. At 1400 hours, Industrial Hygiene Technicians (IHTs) performed 
field response actions per IHSP-PROG-MULTI-TF-AOP-15, Response to Personal 
Ammonia Monitor Alarm. At 1429 hours, access was restored and TF-AOP-015 was 
exited for A-farm. IHTs’ field response actions did not indicate further 
actions were necessary in regard to worker safety and health. 

• To summarize the conclusions of Industrial Hygiene Event Investigation Report 
IHIR‑00142, AOP‑015 Response at POR625: A review of Vapor Monitoring and 
Detection System (VMDS) data concludes that there was very low potential for 
ground level exposure from exhausters. Based on reviewing environmental 
conditions related to worker location and available monitoring data when the 
events occurred, it is unlikely that the PAM alarm was caused by Tank Farm 
vapors. 

• To summarize the conclusions of Industrial Hygiene Event Equipment Report  
IHIR‑00012, AOP‑015 at 241-A Farm: The PAM underwent a full performance review, 
including calibration records, bump tests, alarm logs, and a physical 
inspection. No physical defects or configuration issues were found, but quality 
control testing indicated the sensor may be unusually sensitive when the inlet 
is briefly covered. As a precautionary measure, the instrument should be sent 
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to Industrial Scientific for further evaluation. This action will be documented 
in ITDC‑CR‑2026‑2284. 

16. Impact to Facility: (Caused by the event or a description of known consequences): 
Due to access restrictions at A-farm an impact to operational capabilities occurred  
until response actions could be completed, and access restored.  

17. Problem Statement (Who, What, Where, When, and Consequence/Impact): 
 N/A 

18. Event Causal Matrix Summary: 
N/A  
 

 

 


















