Arrival Stamp

EMS RAPID INITIAL ASSESSMENT FORM
PREHOSPITAL NOTIFICATION (PART ONE)

Date/Time: Provider: Other: UNIT#: ETA:
Select v <5Mins Vv
AGE: SEX: Chief Complaint: MVC Fall Weakness N/V ABD Pain oo v N
Male Cardiac Arrest SoB || AMS HTN cP Psych / OD ’L*gzag i E
Female Other
Vitals:
BP: HR: RR: SPO2 BGL: Monitor: GCS: AAOX:
RA
%|_| 02@ L/Min
Other Info (PMH Allergies): Treatment:
Blood Thinners: Y N Packaged v
Room Assignment: Charge RN Notified:
Y N

Reason for Divert:

Report Taken By:

Sent to Women's Services

Patient Identification




