PATIENT CARE REPORT

Date: Incident No.: Nature Of Call: Location:
| | | | |
Dispatched: En Route: At Scene: At Hospital: In Service:
| ] | | || i
Patient Information:
. [None
Age: [ Allergies: =\ own | |

[ male

[] Female

Weight (inkg [Ib]):[ ]

Medications: [Junknown |

Past Medical History:

Chief Complaint: |
Vital Signs:
Time: | | | BP:| VA | Respirations: [ | SpO,:| 1%
Time: | | | BP:| /| | Respirations: | | SpO,: [ %
Time: | || BP:| /| | Respirations: [ | SpO,: [ |9
Time: | || BP: /| | Respirations: [ | SpO,;: %
Treatment:
i Assisted

Oxygen @___L/min Ventilation Airway Adjunct CPR

CINC C1NRM [18vM 0 m O

O Defibrillation | COBleeding control | 0 Bandaging O Splinting O Other
Narrative:
Date: | | Printed Name:] | Signature:
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