PATIENT CARE REPORT  
                                Service Name   


	incident date:

	

	dispatch reason : 

	

	pt’s Chief Complaint

	

	Incident Number 

	

	Ambulance  Number

	

	Response Code

	2
	3
	Change
	2
	3

	Transport Code

	2
	3
	Change
	2
	3

	Times

	Dispatched
	
	
	
	

	Enroute
	
	
	
	

	Arrived

Scene
	
	
	
	

	Departed

Scene
	
	
	
	

	Arrived

Hospital
	
	
	
	

	Departed

Hospital
	
	
	
	

	In Service
	
	
	
	

	In Quarters
	
	
	
	

	Response Disposition 

	
	Treat & Release 

	
	Jail , Treat& Release

	
	Scheduled Transport

	
	BLS Emergent

	
	ALS Emergent 

	
	Medivac 

	hospital Notification

	
	 Dispatch

	
	Cell Phone 

	
	Radio

	Assistants

	
	Extra Responders

	
	Police

	
	Fire

	
	Medivac Crew

	
	Police

	
	Other

	Patient Valuables

	

	

	

	

	Equipment Left at the clinic

	

	


	Incident Address:  

	City:


	starting  mileage___________________
at scene mileage__________________

at clinic mileage___________________
at fire hall mileage_________________

	Transport to: 
	City:


	

	Patient Information

	Patient Name (Last, First)

	Sex
	Date of Birth 

                                                /                 /         
	   Age
	Social Security Number

	Patient Mailing Address                                                                City                                                  State                                      Zip

	Home Telephone

	Employer
	Telephone 
	Worker’s Comp?

	Responsible Party or Next of Kin


	Relationship (circle One)

Policy holder    Spouse     Guardian     Son     Daughter     Other
	Telephone

(             )

	Street Address                                                                                                     City                                                   State                           Zip



	Insurance Company
	Medicaid

	Medicare

	Street Address                                                                                                    City                                                    State                           Zip



	Subscriber


	Policy Number
	Group Number

	Secondary Insurance Company


	Policy Number

	Street Address                                                  City                                                                           State                                                Zip



	subjective    Assesment

	O : Onset :

	

	P : Provocation :

	

	Q: Quality :

	

	R: Region:

	

	R: Radiation :

	

	R: Relief :

	

	S: Severity ( 1-10 )

	

	T : time, frequency

	

	Pt. Allergies :

	

	Medications :

	

	

	other notes:

	

	

	


PATIENT CARE REPORT
                         Service name     
	Patient Information
	

	Patient Name (Last, First)
	DOB 


	
	
	Vital Signs
	

	Time
	Blood Pressure
	Pulse


	Respiratory

Rate
	Blood

Glucose level
	O2   saturation

Room Air 
	O2

sats

LPM/ delivery 

	weight 

LB/KG
	IV’s & Medication

size, site, rate, solution, initials

	
	/
	
	
	
	
	
	
	

	
	/
	
	
	
	
	
	
	

	
	/
	
	
	
	
	
	
	

	
	/
	
	
	
	
	
	
	


	Objective report 

	LOC  / AVPU 

	initial observation: 

	

	

	

	

	hands on assessment :

	

	

	

	treatment:

	

	

	

	

	

	name of on call provider contacted : 

	orders given : 

	

	

	transport to : 

	

	Medic’s 

	Primary Attendant   Printed Name    &  Signature


	Medic Level 
	medic #

	assistant attendant  Printed Name    &   Signature
	Medic Level 
	Medic  #



	assistant Attendant   Printed Name    &  Signature


	Medic Level 
	medic #

	assistant Attendant   Printed Name    &  Signature


	Medic Level 
	Medic   #



	Driver
	
	

	receiving provider 
	time 
	date


