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Date Pt. # Unit ID: Response Transport Destination:
City of Palo Alto Event #

/ / of 1      2      3 1      2      3

Name: Incident Address: City:

Age:                     Y   M   D DOB:       /      /

Sex:         M     F Weight:                     kg

Private MD:

Base Contact:  □ MICN:                                                    MD:

History □ Denied □ Unknown □ Cardiac (Unspecified) □ MI □ CVA/TIA

□ Psych □ CHF □ Angina □ COPD □ HTN □ D.M. □ Seizure

□ Other ___________________________________________________________________________________

___________________________________________________________________________________________

Medications: Allergies: □ NKDA

C/C HPI:

Working DX: Pulse Oximetry: Before O2: ___________ After ___________ Blood Glucose: 1: ___________ 2: ___________

Skin Color □ WNL □ Pale □ Flushed □ Cyanotic Temp: □ WNL □ Cool □ Hot Moisture: □ WNL □ Moist □ Dry

□ Other ________________________________________________ □ Diaphoretic 

Airway: □ WNL/Clear Breathing: □ WNL/Clear □ Labored Pupils: □ PERL □ Non-Reactive □ Other:

□ Other _____________________________________ □ Retractions □ Shallow □ Absent □ Other R __________________ L __________________
WNL WNL

Head/Face □ Abdomen □

Neck □ Back □

Chest □ Pelvis □

Lungs □ Extremities □

Blood Pulse Resp.I.D. Time EKG Management ResponsePressure Rate Rate

Trauma Criteria Met:     □ Physiologic: ____________________________ □ Anatomical: ____________________________ □ Mechanism: ____________________________ □ Paramedic discretion

Crew Names I.D.

Primary Attendant:

Secondary Attendant:

3rd Person/Observer:

Signature: _________________________________________________

Signature: _________________________________________________

City of Palo Alto
Patient Care Report Santa Clara County #085 Patient Address: ________________________

Destination Decision
□ Nearest Receiving Facility
□ Base Order
□ Physician Requested
□ Pt./Family Request
□ Triage in trauma Center
□ Triage in Other Specialty Center

□ Other ____________________________

□ Diversion From ___________________

Transported By: □ HEL
□ BLSAgency: ____________________
□ PD

ID# ________________________ □ Pvt

Dispatched:

Enroute:

Arrive Scene:

PT contact:

Transition:

Depart Scene:

Arrive Dest:

Canceled:

Suspect ETOH: Y N U

Suspect Drug: Y N U

First Responder: Agency ________ Unit ________

PD Custody:  □ Yes          □ No

Badge # _____________ Agency ________________

Glasgow VERBAL MOTOR
EYE 1 Orient 5 Obeys 6

Spont 4 Confus 4 Purpos 5
Speech 3 Inapp 3 Withdr 4

Pain 2 Incomp 2 Flex 3
None 1 None 1 Exten 2

TOTAL: None 1

Vehicle Specifications:

Protective Devices:

Extrication Time:

Report Given to

C-Spine Precautions
Collar

□ NN □ Reg

□ Short □ Tall

□ bNN □ Pedi

Immobilization

□ Backboard

□ Straps

□ Hdbed

□ Tape

□ Other ______________

Intubation
Reason: □ Respiratory distress
□ Patient unable to control airway
□ Respiratory arrest □ Full arrest
Airway prior to intubation: □ None
□ BVM □ OPA □ NPA Size ______

ETT Size ________ Time __________

Attempts x ________ By ID: _________
Attempts x ________ By ID: _________

□ Successful □ Unsuccessful

Complications: □ Vomitus □ Blood
□ Clenched □ Anatomy □ Other

Environment: □ Enroute □ On scene
□ Floor □ Bed □ Gurney □ Ground
□ Other
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STANFORD EMS
Patient Care Report (PCR)

Patient Phone:__________________________

Event #


