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O  Multi —Patient
of ___ Patients

/ /
Service Number Service Name Unit Number Run/Incident Mo/Day/Year
Sex
- - O ™M Age / /
SSN O F DOB

Patient Name (Last, First, MI)

Billing/Mailing Address
Prescribed Medications
City, State, Zip County Phone #
Allergies
If Minor, Name of Parent or Guardian
Dispatch Non-Emergency/Emergency Response/Disposition Pre-Arrival Aid
Cancelled |
Call Received Service Dispatched | Time Responded Emergency O CPR OYes O No ON/A
Non-Emergency O
Date Date Mode: Transfer O AED OYes O No ON/A
To Scene: From Scene: Mutual Aid O
Time Time (m} Emergent O Stand by | FirstAid OYes O No ON/A
m| Non-Emergent O Unk O
Incident O Up/Downgraded O Provided by:
Address/Location Mileage Transport/Transfer Type of Incident
On Scene Depart Scene Beginning
) Medical ]
At Hospital/Transfer On Scene Facility MVC (]
Violence O
City , NM In Service At Hosp. Eall ]
Unit/Service Employment O
County Ending Other
Primary Category/Prehospital Care BLS ALS Disposition
Summary o O Intubation
. O Extrication est. min O Cardiac Monitor O Medication | Treatment O refused O not needed
O Medical aT
Dec'c‘z. DraMuvg: O Assessment O Chest Decompression
O O?Br fac O Bumn O Airway Management O Cricothyrotomy Transport O refused O not needed
O Pediatri O Fall O Oxygen O Other
o Behla ric | O Ha d/Spi O Nasal/Oral Airway
O Pgis%\gora DVig?encglne O Combitube IV Site ORt 0Lt O Transported by private car
O oth OFi /GSW O BVM OArm OLeg OHand O Other service transported
er O O'trﬁarm O CPR Oyo OE)
er 0O Defibrillation O Cancelled O False alarm
Suspected Helmet Use O Wound Care Outcome O Divert O Closest hospital
ODrug O Yes O Control bleeding O Re-route O Protocol
OAlcohol 0O No O Limb Splinting Olmproved O Nochange O Physician request
O Spinal Immobilization O Worsened [ Cardiac Resuscitation | [J Patient request
Seatbelt Use Infant Seat Use O OB Delivery O Expired [ Dead at scene
O Yes O Yes O Other O Other
O No O No
Time >
GCS
Pulse Rate
Respiratory Rate
Blood Pressure ! ! ! ! ! / /
02 Sat/ETCO2 / / / / ! ! !
BGL
Oxygen

Medications




NARRATIVE: (To include patient identification, chief complaint, current history, assessment,
past medical history, medical communication, treatment and outcome)

FR, EMT-B, EMT-I, EMT-P Glascow Coma Scale
Crew Signature Crew/Emp # (Circle level of Licensure) o Infant Child/Adult
g Spontaneously | 4 Spontaneously
é& To Speech 3 To Command
2 To Pain 2 To Pain
FR, EMT-B, EMT-I, EMT-P . No Response 1 No Response
Crew Signature Crew/Emp # (Circle level of Licensure)
Coos, Babbles | 5 Oriented
El Irritable, Cries | 4 Confused
E Cries to Pain 3 Inappropriate Words
Moans, Grunts | 2 Incomprehensible
Physician Signature License # No Response | 1 No Response
(not required)
Spontaneous 6 Obeys Commands
Localizes Pain | 5 Localizes Pain
g Withdraws 4 | Withdraws from Pain
FR, EMT-B, EMT-I, EMT-P = Flexion 3 Flexion
Report Author Crew/Emp # (Circle level of Licensure) Extension 2 Extension
No Response 1 No Response
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