
PRE-HOSPITAL NOTIFICATION FORM
PHYSICIAN MEDICAL DIRECTION

Date/Time:

May 05, 2017 05:24:00 PM

AGE:
SEX:

Male

Female

Agency: Unit 1

Unit:

CD #:

LEVEL:

CHEIF COMPLAINT: CP ADB Pain Fall NIV Weakness SOB

Stroke Overdose MH HTN AMS Cardiac Arrest

Other:

History: CAD DM HTN CVA Other:

Patient Medications:

Allergies:

Physical Examination:

Mental Status:

Alert

Pupils:

EqualL:

EqualR:

Neck

Tender

Other:

Lungs:

ClearL:

ClearR:

Abdomen

Nontender

Tender

Rigid

Right

Left

Upper Quad.

Lower Quad.

Extremities:

Intact

Edema

Deformity:

Neuro:

Intact

Facial Droop

Weakness

Numbness

LeftRight

Right Left

Right Left

Color

Normal

Skin Condition

Temperature

Normal

Moisture

Normal

Other Findings:

Pre-Hospital Treatment: O2 Monitor Glucose Intubation IV C-Collar/Backboard

BP
P R Rythm

Orders

Patient Name

Receiving Hospital

Item 1

ETA

Item 1

Decision By Person Notified Time By

Telemetry RN Dr. Signature DEA#

Recent Travel: Yes No

Current Fever: Yes No

O2 Level:
12-Lead Recieved

Level ETT Size

4.5

R L

Hand

22 g


