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Preliminary Patient Care Record







     
Supplemental Patient Information
DATE :


  CREW: 

                                             


Card # ____________

ADDITIONAL NARRATIVE:


	Time
	HR
	BP
	MAP
	SpO2
	EtCO2
	Resp
	Rhythm
	GCS
	Pain
	Interventions
	Medications/IV Drips



	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	


Crew 1: 






   Crew 2: 




   

Preliminary Patient Care Record

      Date 


Incident #


    Transport Team Members











Time of injury/illness:
 



        /    ___        /
    







Onscene:

 

   
                                                                                                                                                                                               


Arrive Patient: 
 

   










Depart w/Patient: 
 

   
PATIENT NAME








@Receiving Facility: 
 

   
STREET ADDRESS

CITY
       
STATE                           ZIP

                  
       KG/LB      _______’ _______”    
                     
  ____________    
HOME MEDS 







AGE             WT           
   Ht
SEX          ETHNIC ORIGIN                                  

DOB 
/____          /
         


PMHx






   

CHIEF COMPLAINT                  



ALLERGIES:






   

History of Present Illness/Injury

Care PTA (by whom and care rendered)

INITIAL ASSESSMENT  

LABS:
	Date
	Time
	WBC
	Hgb
	Hct
	Plt
	Na
	K
	Cl
	CO2
	Bun
	Cr
	Glu
	PT
	PTT
	pH
	P02
	pC02
	HC03
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


	NEUROLOGICAL EXAM

Pain:  ​​​  _____ of 10

Fontannel:  Flat          Full          Bulging          Sunk

Level of Cons:     Alert          Lethargic          Obtunded          Unresponsive

Loss of Cons:       Yes          No          Unknown

Oriented:             Person           Place        Time

Pupils:          PEARL      L(R          R(L    Reactive:  Brisk     Sluggish    Nonreactive

Sensory/Motor       Intact Abnormal

                             E                    M                       V             Total

GCS:                         +                        +                      =                     Trauma Score 
                                                                                                                    

	MEDICATIONS PRIOR TO ARRIVAL OF  EMS CREW:

Med

               
        Time  
                           Route   
         

Med

               
        Time  
                           Route   
                               Med

               
        Time  
                           Route   
                               Med

               
        Time  
                           Route   
 

SKIN

Color:    Pink      Pale    Cyanotic     Other   
   

Temperature:     Hot      Warm          Cool       Cold

Moisture:            Dry       Moist       Diaphoretic

BURNS:  

          %BSA                                                                                                                   

	AIRWAY/RESPIRATORY:  

Status:  Patent     Secured                 Needle Thorascostomy:   L   R

Effort:    Unlabored    Labored    Retractions    Grunting    Nasal Flaring

BBS:    Clear    Abnormal :  

      

ETT       
               @  

 cm  lips/nares           Trach

     

O2:    NRB     NC  
     LPM    Other  
                

Vent: Mode
Vt 
Fi02
%   RATE
      bpm  PEEP               cm

Other:       

               
    

               
               

ETT Attempts :                             Attempts by:   

         

Alternative Airway:  

               
        

               
                                                  
	EXTREMITIES:

Movement:  Equal  Unequal     Flaccid    Hypotonic    Hypertonic                                                                 
Pulse / Motor/ Sensory in Extremities                                                       
IV’s:


      ga  

               
         @ 

PTA   PTT

      ga  

               
         @ 

PTA   PTT    


      ga  

               
         @ 

PTA   PTT             



	CARDIOVASCULAR:  

Capillary Refill:       Brisk    Delayed

JVD:       Present          Not appreciated

Pulses:      Carotid:     Strong          Weak          Absent

                   Radial:       Strong          Weak          Absent

               Femoral:        Strong          Weak          Absent


	INTAKE                                                                   OUTPUT:

PTA                                                                       PTA            


      /              
      CRYS             
      /              
      EBL 
 
      /              
      COLL             
      /              
      UO  

      /              
      OTHER          
      /              
      OTHER   

TOTAL INTAKE:
                     TOTAL OUTPUT: 

                 



	Maternal HX:  Gravida   
             Para  
  
                          

Pregnancy Complications:    PTL      PROM       PIH

Gest. Diabetes          Pre eclamp.        Other 

                 
Medications: 

               
         
Tob:  

         ppd     EtOH       Illicit drugs:  
                     
Birth HX:    Spont         Artificial      ROM@ 

             clear     mec


	Representative of Receiving Facility:  Print and Sign




Ambulance Billing authorization Form – Suppliers

Patient Name:




  Transport Date 


 Card#




The above name patient or the patient’s lawful representative or surrogate for consent to treatment acknowledges that the medical care which (was) (is about to be) furnished to the patient (was) (will be) limited solely to emergency transportation and treatment.  The undersigned authorizes such medical and surgical treatment and transportation as being considered medically necessary.  I request that payment of authorized Medicare, Medicaid, or any other insurance benefits be made on my behalf to Supplier for any services provided to me  by Supplier now or in the future.  I understand that I am financially responsible for the services provided to me by Supplier, regardless of my insurance coverage, and in some cases, may be responsible for an amount in addition to that which was paid by my insurance.  I agree to immediately remit to Supplier any payments that I receive directly from insurance or any source whatsoever for the services provided to me and I assign all rights to such payments to Supplier.  I authorize Supplier to appeal payment denials or other adverse decisions on my behalf without further authorization.  I authorize and direct any holder of medical information or documentation about me to release such information to Supplier and its billing agents, and/or the Centers for Medicare and Medicaid Services and its carriers and agents, and/or any other payers or insurers as may be necessary to determine these or other benefits payable for any services provided to me by Supplier, now or in the future.  If collection proceedings take place, any and all legal costs (including attorney fees) will be the responsibility of the patient, the patient’s legal guardian(s) or the patient’s estate.  Supplier is not liable for any lost personal items, which are on or in the possession of the person we transport.  A copy of this form is as valid as an original.  Supplier means Olney EMS.  

  SIGNATURE SECTION:

One of the following three sections MUST be completed
	SECTION I – PATIENT SIGNATURE

The patient must sign here unless the patient is physically or mentally incapable of signing.

X.   





    

       Patient Signature or Mark

If the patient signs with an “X” or other mark, it is 

Recommended that someone sign below as a witness.

X. 






    Witness Signature

Witness Printed Name

If patient is physically or mentally incapable of signing,

                     Section II must be completed.

NOTE:  If patient is a minor, the parent or legal guardian is

              required to sign in this section.


	SECTION II – AUTHORIZED REPRESENTATIVE SIGNATURE

Complete this section only  if patient is physically or mentally incapable of signing.

Reason the patient is physically or mentally incapable of signing:

Authorized representatives include only the following individuals (check one):

□     Representative of sending facility that furnished care.   

□  Relative or other person who receives government benefits on behalf of patient

□  Relative or other person who arranges treatment or handles the patient’s affairs

□  Patient’s Legal Guardian       □  Patient’s Health Care Power of Attorney

I am signing on behalf of the patient.  I recognize that signing on behalf of the patient is not an acceptance of financial responsibility for the services rendered.

X. 



       X.   

          
    
     Representative Signature                                       Printed Name of  Representative



	SECTION III – EMERGENCIES ONLY – AMBULANCE 
	CREW AND FACILITY REPRESENTATIVES SIGNATURES


Complete this section only for emergency ambulance transports, if patient was physically or mentally incapable of signing, and no authorized representative (as listed in Section II0 was available or willing to sign on behalf of the patient at the time of service.  Crewmember must complete A. and have a staff member from the receiving facility sign B.  If you are unable to obtain a signature in B, crewmember must obtain a Face sheet. 

A. Ambulance Crew Member Statement (required to be completed by crew member at time of transport)

My signature below indicates that, at the time of service, none of the authorized representatives listed in Section II of this form were available or willing to sign on the patient’s behalf and it was impractical for the patient to sign because, as further detailed in the patient record, □ the patient was physically or mentally incapable (includes unconscious or medicated or in the event patient expired after dispatch but prior to or upon arrival of ambulance)  OR  □ uninterrupted delivery of emergency care was in the patient’s best interest OR   

□ Other













Name and Location of Receiving Facility:




  Time at Receiving Facility: 



                X.   





            X.   





    

                                   Signature of Supplier Crewmember                                                                                                                                   Printed Name of Supplier Crewmember
B. Receiving Facility Representative Signature

The above-named patient was received by this facility at the date and time indicated above.

                X.   





            X.   





    

                                 Signature of Supplier Crewmember                                                                                                                                     Printed Name of Supplier Crewmember

OR  Secondary Documentation

If no facility representative signature is obtained above, the ambulance crew should obtain one or more of the following forms of documentation from the receiving facility that indicates that the patient was transported to that facility by ambulance on the date and time indicated above.  The release of this information by the hospital to the ambulance service is expressly permitted by §164.506 © of HIPAA. 

□Receiving Facility Face Sheet / Admissions Record                     


□Patient Care Report (signed by representative of facility                       

□Patient Medical Record





□Hospital Log or Other Similar Facility Record

