PRE-HOSPITAL NOTIFICATION FORM / EMS COMMUNICATIONS
SEX: Transfer from another facility:
Date/Time: Agency: | Unit 1 v AGE:
Male No
Unit: Female Yes | Select one V
CHIEF COMPLAINT: CpP ADB Pain Fall NIV Weakness SOB Other:
Stroke Overdose MH HTN AMS Cardiac Arrest
History: CAD DM HTN CVA Other:
Activation Time:
Level: Select V
BP . . . .
P R 02 Level: ETCO2 Level: GCS: Glucose: Activation Criteria:
Activation Initiated By:
EMS/Field RN MD/PA
Pre-Hospital:
02 v Other: MEDS:
NC R L CSPINE ASA mg Zofran mg
NRB Select v SPLINT Morphine mg NTG mg
NEB Select v BACKBOARD Other D50 grams
CPAP 12-Leade indicates STEMI |
INTUBATED Cardiac Rhythm:
ETT Size | Select v |
Mental Status: Pupils: Lungs: Skin Condition
Alert v L: | Equal ~ L'} Clear v Color Temperature  Moisture
R:| Equal 2 Rl Clear v Normal ¥ | Normal ¥ | Normal v
[l MVC Involvement: [RYsceE MPH
Passenger Rollover Extrication Estimated Height | < 1 foot v
Driver Ejection Unrestrained Landed On:
ETA: | <1 min N Bed assignment: | Select ¥ | Name of RN/PA/MD receiving report:
Additional Notes:
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