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Chief	Complaint:		This	is	what	the	patient	tells	you	-	his/her	description	of	the	problem.		For	e.g.	"I	can't	breathe",	"my	chest	hurts"

Assessment:	This	is	the	record	of	your	physical	assessment	of	the	patient	including	the	primary	and	secondary	exams.		Focus	on	key	findings;	pertinent	positive	and	negative	
findings	that	justify	your	treatment.		You	should	use	a	logical	approach	starting	with	how	you	found	the	patient	on	arrival,	a	summary	of	your	primary	findings	(AVPU,	A,B,C's)	;	
then	relevant	complaints	as	you	do	your	physical	exam	(head	to	toe	or	modified).		Describe	your	findings	in	a	head-to-toe	order.		

Extra:		Anything	that	does	not	fit	in	any	of	the	other	categories.	e.g.	disposition	of	pt.	belongings

Treatment

Patient	Medications

Transport:		Mode	of	transport,	any	other	treatment	performed	during	transport,	any	changes	in	patient's	status	and	disposition	of	patient	upon	arrival	at	the	emergency	
department.		

Treatment:		Treatment	performed	by	you	or	your	partners.

History:		This	is	the	patient's	immediate	history	and/or	events	leading	up	to	the	current	incident.		It	also	includes	the	patient's	pertinent	past	medical	history.	e.g.	"patient	was	
watching	TV	when	chest	pain	began";	patient	accidentally	shot	a	nail	from	a	nail	gun	into	his	knee";	pt	found	unresponsive	on	couch	for	unknown	reason"
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