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COMMONWEALTH OF VIRGINIA N 
PRE ..HOSPITAL PATIENT CARE REPORT	 HEALTH DEPARTMENT FORM # ~~ ~:_~~ ~.J "7 :~..~~: (; 

All 1 ID # FR EMT ST CT I P RN MD OTH NA	 Unit # D D D D D D D D 
Unit # [] D D D D D D D All 2 ID # FR EMT ST CT I P RN MD OTH NA 

Unit #Operator _ ID # FR EMT ST CT P RN MD OTH NA [] D D D D D D D 
Operator ID # FR EMT ST CT I P RN MD OTH NA Unit # D D D D D D D D 
Patient's	 Patient'sPatient's FIPS 
Name SSN ITIIIIIIIJ [BI[IIJ Physician	 _ 

Address --======,------;==== ITIJ D Year D Mon Other Personnel _ 

City State __ Zip DJIIJ -OIIJ AGE DDay DUnk Fire	 _ 

Law Officer

WT ITIJ
Spouse	 Parent/Guardian _ DOBITIIIITIJ 
Other Address _ DLB DKG 

Allergies _ 0RaceCode 1---------1
Med Gender Code 0 

< TYPE OF CALL PRE·EXISTING CONDITION 
1 Accident/ Industrial/Construction 7 Mutual Aid 1 Asthma 7 Chronic Renal Failure 0 Other: 
2 Accident/MVC 8 Public Service 2 Diabetes 8 Cancer 
3 Assault 9 Standby 3 Tuberculosis 9 Hypertension 
4 Fire 10 Transport/Routine 4 Emphysema 10 Psychiatric Problems 
5 Iniurv Not Listed 0 Other: 5 Chronic Resp Failure 11 Seizure Disorder NA Not Applicable 
6 Medical Emeraency 6 Heart Disease 12 Tracheostomy U Unknown 

HISTORY OF PRESENT ILLNESS/PHYSICAL EXAM/OTHER INFORMATION: 

Rate: Rate D Normal / D Normal D PERL EYE 
D Increased, not labored DR>L 
D Increased/labored OR D Palpated D Decreased DL>R VERBAL: 

Decreased /fatigued D Not DOlL
Obtained D Not MOTOR 

D Not Obtained D Absent D CON 
DUnable To D Unable To Obtained D UNREACT TOTAL: 

D Alert Rate: D Normal / D Normal D PERL EYE 
D Voice D Increased, not labored DR>L 
D Pain D Increased/labored OR D Palpated D Decreased DL>R VERBAL: 

D Not
D Unresp Decreased /fatlgued Obtained D Not DOlL MOTOR 

D Not Obtained DNot Obtained D Absent D CON 
DUnable To DUnable To D Unable To Obtained D UNREACT TOTAL: 

D Alert Rate: Rate: D Normal / D Normal D PERL EYE 
D Voice D Increased, not labored DR>L 
D Pain D Increased/labored OR D Palpated D Decreased DL>R VERBAL: 

D Unresp Decreased/fatigued D Not DOlL
Obtained D Not MOTOR 

D Not Obtained D Not Obtained D Absent D Unable To Obtained 
DCON 

DUnable To DUnable To D UNREACT TOTAL: 

D Alert Rate: Rate: D Normal / D Normal D PERL EYE: 
D Voice D Increased, not labored DR>L 
D Pain D Increased/labored OR D Palpated D Decreased DL>R VERBAL: 

D Unresp Decreased/fatigued DNot DOlL
Obtained D Not MOTOR 

D Not Obtained D Not Obtained D Absent D CON 
DUnable To DUnable To D Unable To Obtained D UNREACT TOTAL: 

Respirations 

Incident #~ Incident in CITY 0 COUNTY 0 of:	 FIPS [BI[IIJ 
Agency Agency #	 IITITI Unit # IITITI Agency Use # ~

~ ~ ~

Incident Location 

LOCATION TYPE TYPE OF SERVICE	 .. • 
1
2
3 

4 Treated and Released 
5 No Treatment Required

Treated, Trans orted EMS 6 Patient Refused Care 
2 Treated, Transferred Care 7 Dead at Scene 
3 Treated, Transported Private 8 Cancelled
 
4
 Vehicle 9 No Patient Found 

NA Not A licable 
5 U Unknown 
6 

AIC	 ID # FR EMT ST CT I P RN MD OTH NA 

t-......-'-......................---l-...........-----'
 

TIMES (24 Hour Format)
 
TIME OF CALL
 

DISPATCHED
f---+-j----+-----1 

RESPONOING 
f-----t---t---t----j 

ARRIVE SCENE 
f-----t---t---t----j 

ARRIVE PATIENT 
f-----t---t---t----j 

LEAVE SCENE 
f-----t---t---t----j 

ARRIVE DESTINATION 
f-----t---t---t----j 

LEAVE OESTINATION 
I------t---t--f---I 

RETURN SERVICE
L---l_---"-_----'-_---.J 

Other Agency Units Responding 



AGENCY USE _ 

1 Aircraft Related Accident 1 Abdominal Pain 1 Abdominal Pain/Problems 
2 Assault 2 Back Pain 2 Airway Obstruction 
3 Bicycle Accident 3 Bloody Stools 3 Allergic Reaction 
4 Bites 4 Breathing Difficulty 4 Altered Level of Consciousness 
5 BurnslThermal/Chemical 5 Cardioresp Arrest 5 Behavioral/Psychiatric Disorder 

Face 

6 Chemical Poisoning 6 Chest Pain 6 Cardiac Arrest Head 

7 Drowning 7 Choking 7 Cardiac Rhythm Disturbance 
8 Drug Poisoning 8 Diarrhea 8 Chest Pain/Discomfort 

Neck 

9 Electrocution (non-lightning) 9 Dizziness 9 Diabetic Spine 

10 Excessive Cold 10 Ear Pain 10 Electrocution 
11 Excessive Heat 11 Eye Pain 11 Hyperthermia 
12 Falls 12 Fever/Hyperthermia 12 Hypothermia 

Thorax 

Hand, Ann 

13 Firearm Injury 13 Headache 13 Hypovolemia/Shock 
14 Lightning 14 Hypertension 14 Inhalation Injury (Toxic Gas) 
15 Machinery Accidents 15 Hypothermia 15 Obvious Death 

Abdomen 

Foot, Leg 

Body region unspecified 

18 MVC-Public Road 18 Palpitations 18 Respiratory Arrest 

25 Water Transport Accident 25 WeRkness (malaise) 25 Traumatic Injury 
24 Venomous Stings (plants, animals) 24 Vomiting 24 Syncope/Fainting 
23 Stabbing 23 Vaginal Bleeding 23 Stroke/CVA 

16 Mechanical Suffocation 16 Nausea 16 Poisoning/Drug Ingestion 
17 MVC-Non Public Road/Off Road 17 Paralysis 17 Pregnancy/OB Delivery 

21 Smoke Inhalation 21 Syncope 21 Smoke Inhalation 
20 Radiation Exposure 20 Seizures/Convulsions 20 Seizure 
19 Pedestrian Traffic Accident 19 Preg/Childbirth/Miscarriage 19 Respiratory Distress 

22 Sports Injury 22 Unresponsive/Unconscious 22 StingslVenomous Bites 

~O~-,O:"t",h",er'c:==========-I-~0:J Other: 26 Vaginal Hemorrhage 

NA Not Applicable E20~7BG~e~n~e~ra~I~II~ln~e~s~s:~=====t±P~~~~tti=i~~d_J_l_l-l-J
U Unknown F. Other: 

__L_l_J 
U Unknown 

1 Assisted Ventilation (BVM)
 

2 Positive Pressure Ventilation LPM:
 

7 Nasal Airway LPM:
 

9 Oral Airway LPM:
 

10 Nasal Cannula LPM:
 

3 

4 

5 

6 

8 

Chest Decompression 

Cricothyrotomy 

EGTAlEOAlPLT/CBT 

ET 

NG Tube 
11 Oxygen Mask LPM: 

12 Backboard 

13 Bleeding Controlled 

14 Burn Care 

15 CPR 

16 ECG Monitoring 

17 Defibrillation/Cardioversion (AED) 

18 Immobilization - Extremity 

19 Immobilization - Spine 

20 Immobilization - Traction Splint 

21 Intravenous Catheter 

22 Intraosseous Catheter 

23 Intravenous Fluids 

24 MAST/PSAG 

25 Medication Administration 

26 OB Care/Delivery 

27 Pacing 

0 Other 

NA Not Applicable 

TREATMENT 

IV ACCESS 
Location Gauge Attpts Sue Time 

2 

3 

4 

5 

MEDICATION Dose/Route Time ID Number 

2 

3 

4 

5 

6 

7 

8 

9 

10 

PHYSICIAN'S NOTES/ORDERS/SIGNATUREAUTHORIZATION 

1 Standing Orders 

2 On-line 

3 On-scene 

4 Transfer Orders 

5 DNR 

NA Not Applicable 

U Unknown PHYSICIAN DEA#: NARCOTICS ACCOUNTED FOR: 

• DESTINATION• ... .. TRANSFERRED 

2 
licable 

FluidfType Vol./Rate 10 Number 

Dose/Route Time ID Number 

IV BOX: OLD# NEW#
 

OLD# NEW#
 

DRUG BOX OLD# NEW#
 

•
• 

END Mileage 

START Mileage 

TOTAL Mileage 

Receiving Facility 

# 

3 
4 
5 

2 

6 



• ~rta~h_EKG_S~~rip_s'. 

Date: -------=--i:::-:--=---------:--::-

Relationship: - _._. - • 
~__'...... ....J ~. 

Date: L ~ ,. 

-
Signature of person receivin 

Printed Name: - -. - - -
_. ~ . ... '";, l,:. po "1 :'; 

Signature: - - --- - - .. ~ ~ '-- -.--.- L_ - --

I ~ 
Witness: ~~ ~ _ 

Additional Notes: _ 

EMS Informed Consent to Refuse 

I, the undersigned, refuse all further treatment and/or transport for ~ 

the named EMS Agency and assumes full responsibility for his/her/my treatment against the advice of the 

medical provider. By signing this form I am confirming the following items: 

• I am of legal age (or the legal parent/guardian of above patient) to decline these services; and, 

• I make this decision being of sound mind and not under the impairment of any alcohol or substances (legal or 

illegal); and, 

• Been informed of the potential need for further medical evaluation; 

Recommended evaluation/treatment/services being refused: 

o further medical diagnostic tests (Le. x-ray, laboratory tests, etc.); 

o further injury/illness care or management; 

o further medical evaluation by a health care professional; 

o other: -------------------:.........:- , 
I • 

and, 

Been informed of the potential risks associated with the refusal of services; 

Potential risks associated may include, but not limited to: 

o undiagnosed injUry or illness; 

o improper healing of injury; 

- -~-~ 0 worsening of injury or illness with or without changing signs or symptoms; 

o subsequent changes in condition including unconsciousness (coma), shock or death; 

o other: --------------------"7--0---.
•

and, 

• Understand this refusal in no way reduces my ability to recall EMS servicesjn the future. 

o Check here if refusal information was translated to a language other than English for patient understanding. 
Interpreted by: _ 

Release of mformation and financial responsibility statement: I authorize the above named Ambulance Service tei release any Information pertinent to my case to any 
Insuranc~ company. adjuster, attorney, governmental agency, or third party Involved in th_e case. Also I authorize any holder of medical information or documentation 
needed to determine benefits or benefits payable for related services or any service provided to me now or In the future to be released to the above named Arpbulance 
Service. I authorize that payment be made d,r-ectly to the above named Ambulance service for any S6(VlceS thaI are reimbursable by IJlY inSurance(sj. I_uhdet"stand 
that I am responsible for and will pay all fees tor services as rendered. I further understand that such payment Will not be delayed while aw8lling any settlement. 
Judgement, or Insurance payment It collection procedures are required, I agree 10 pay"lhe cost of collections, inclUding attorney ~es and court costs 




