CASE MONTH DAY YEAR
NO. DATE
' CONFIDENTIAL MEDICAL INFORMATION COVERED UNDER WISCONSIN STATUTE 146.81-84 ‘
AVB. DISPATCH O ALS |ALsunit O Yes |incipenT| BLSHFR ALS
EMS REPORT FROVIDER LEVEL O BLS |Special Call? O No |NUMBER
EMERG. CITY ZIP CO.
LOCATION
TYPEOF (O Airport QO Educ. Inst. O Home/Resid. O Industrial O Ppublic Building O RecreationaliSport O Restaurant/Bar O Waterway | work RELATED O Yes
LOCATION (O Clinic/Med. O Farm QO Hospital O Nursing Home O Public Outdoors O Residential Inst. O StreetHWY O Other INJURY? O No
ENTRY TIME__| DISPATCHTIME | TIMEUNITRESP.| AT SCENE | AT PATIENT (Est)] DEPART SCENE | AT HOSPITAL INSERVICE | INOTRS |G
Ot o
OaLs @)
15T EMS UNIT OTHERUNITS QO E -EngineCo. |O R- FDSquad [Q L- Ladder Co. [O M-ALS UnittQ A - Private Amb. O chief officer O Helicopter O Other
ARRIVING RESPONDING: | | | O EMms officer O Police__
PATIENTJEAS IRS M.1. NFE()é WT.(|ps) AGE DOB {MO. |DAY YR
INAME Q | | |
[ADDRESS CITY "§TATE ZIP
Same as above
PRIMARY Medi C GROUP ONE R OWhi Native Amer.
AR edicare OT19 OBCBS QUHC OCompcare OSelf Pay| POLICY # O Same as SSt# ( ) R 88|a:f 8H§t:)vaenicmer
oo [ [ [ [ [T [[IITLIIIITITIITTT] FIN Sheet? O Yes O N0 12 opsan Gome
SECONDARY(QT19 OAetna OBCBS OCompcare QHumana QWPS| POLICY # O Same as SS# GROUP Social
INSURANCE Securit R
O CO. #
DISPATCH CODE gEéEEF%OMPLAINT PRIV WORKING BLsPFRY AL |~ CCONSET CARDIAC ARREST DATA N/OA
Standard of C i i .
LS tandard of Care | | | Time of Cardiac Arrest:
mrg]  WORKING ASSESSMENT g5 (Fill in all circles that apply) 1grs [BLS] Q Unknown Onset ;
BLS/ s BLS/ /(-\LS pply) Bl aLs BLS aLs Witnessed? O No QO Yes Ifyes, by
O[O At1- Angina(chest pain) / MI [ O |O B7- Cough O |O F1- Trauma-Blunt O |O 13- Diarrhea _ .
O|O A2- Arthythmia / Palpitations| O |O C1- Poison / Overdose O |O F2-Trauma-Penetrating| O [O J- Psychological Time CPR Started: by
O|O A3- Cardiac Arrest O |O C2- Substance Abuse O |O Fé- Trauma-Lacerating| O |O K2- Diaphoresis TS T \’
O|O a4-cHF O |O c3- Allergic Rx O |O F3-Burns O |O K- Dizziness PRIOR SBy. A\ IV |Meds| Ar. eaton] PR | 20 et
O|O K- Non-Cardiac Chest Pain| O |O D3- Hypertension O |O F4- Drowning O |O Ka4- Fever / Hyperthermia X B4 02 !
) . > . - Bystander |[OQ|O| OO OO OO
O|O B1- Airway Obstruction O |O D1- Hypotension / Shock | O [O F7- Electrocution O |O K5- Headache stResponde O[O O OO OO0
O|O B3- Asthma O |O D2- Other Vascular O |Q F5- Hanging O |O K- Hypothermia nesp
O|O B2- copD O |O E1- Altered Consciousness| O [O G - Diabetic O |O K7- Nausea / Vomiting ~ |POlice _ O|0|0|0|0|0|0|O
O|O B4- Inhalation Injury O|O E2-CVA/TIA O|O H-0B/GYN QO |O K8- Numbness Med. Faciliiy |OQ| O] O] OO |00 0O
O|O B5- Respiratory Arrest O[O E3- Seizure O|QO 11 -Gl Abdominal O [O K9- Weakness EMT OO0 00|00 0]|0O
O|O B6- Respiratory Distress | O |O E4- Syncope O |O 12- Gl Bleed O |O K - Other Paramedic | QO] O] O] O[O OO
INITIAL PHYSICAL EXAM
BLSl/\/IENTAL STATUS Brs | BREATH SOUND?@ RESPIRATORY EFF%RT PUPILS © SKIN TEMF’@ _SKIN COLOR BLSSI/(IN MOISTURE
PER| ALS Yes No ves o Ekﬁ’ ALS BLl ALS [BLS] BLSI aLs PER [ ALS
. PFR| ALS PFR
OO A et Lt Rt ’9’%’ hsisted? 11O O Nomal [ [ves No E?li??f PERL 7\%7!\1707&1?1& O] O Normal O] O Normal 8 8 g?yrmal
O|O v-Resp. Verhal ||O OO O Clear O| O Inc. Effort El[O O O|Reactive O O O O] O Pale O| O Maist
) OO0 O wet (Labored, Retractions,| F|Mid Dil Pin vid i e || O] O Warm . ) .
O[O P-Resp. Pain loXoileXo s d Accessory muscles) | T size OO O| O cynanotic  [|O] O Diaphoretic
. ourease O| O Dec. Effort Rlves nosmd| | Yes e aig|| @] © Hot O| O Flushed CAPILLARY REFILL
O] O U- unresponsive O O| O O Absent (Fatigued, Dec. rise & || ORreactive O O O|[O| O cool BER] AL
w51 BEHAVIOR O OO O wheeze fall of chest) ﬁ‘ Mid Dil  Pin ) Mid Dil Pin O] O Cherry O| O <2 Seconds
BER| ALS ONA||O O| O O Congested |[O|O Absent 710 O Of size O| O cold O| O Jaundice O| O > 2 seconds
O| O Normal _ |B-GLUCOSE~JPAIN QUALITY|PAIN ON/A PHYSICAL EXAMINATION - CHECK ONLY WHEN ABNORMAL
O| O Acute Confusion |1st | | A O Sharp O |severiTy ON/A%OT /0 /8 L/ 5 Ss ég ,,‘;JéDL%/’OéJ\O
O|O Usually Confused Q Dull NAI ™" (57010) INJURY / PAIN LSS/ /S5 E/E5/5a/RJSS
TIME: O Cram 3 5/ 2/98 5 /8858t YT
Q|Qmteen gy |SE, fuul [ ] lo0ATON K 5/ 258/ & /¢ T 508
8 8 'C”(‘)métff;"sc' Q Constant |y Head / Face olololololololololo
Q Radiate Neck clkelielicllelkelNellelkelNe)
e VR WO Crest/aa |0 O[O O[O[0[O[0T0]0
BLS BLS BLS
PER| ALS PER| ALS PER| ALS Abdomen OO0 |0|0|0]O0|0|0|0
O 4—3)%?32“ OO 5-Oriented (@](e) 6-Move§ spontan. | Back / Flank olololololololololo
0|0 3-0pens t OO 4-Confused. O|O 5-Lo'cal|zes Pelvis / Hip olololololololololo
command O[O 3-Inappropriate [ OO 4-Withdraws LAm @QOQIO|O0|O0|I0|O0|O|O0|0Ol0O|0O
O|O 2-0pens to| OO 2-Incomprehen O|O 3-Flexorposturing |[RAIM @O @O | O[O0 |O|O|O|O|0O]| 0O
pain sible sounds | | 2-Extensor posturind Lley, QO OO | O OO0 100000
O[O 1-None O[O t-None | O[O 1-None Rleg QO OO/ 00100010100
PAST MEDICAL HISTORY
()AINLERGIES o CARDIAC SURGERY o CHRONIC PRCE%LEMS PERSONAL PHYSICIAN:
one None O None None Gastrointestinal
O Unknown O Unknown O Unknown O Headaches CURRENTMEDS O Yes O No O Unknown
O Yes O Angina O Unknown O Asthma O Hepatitis
O Latex _ O Arthythmia O Abdominal O Bleeding Disor. O HIV+
Allergic Meds: : O Cancer O Hypertension
QO Cardiomyopathy ’
O CHF QO Heart O coprD O Paralysis
O Congenital oL O CVAITIA O Psychiatric
9 . ung O Dev. Delay / MR O Seizures
k O Implanted Defib. O Neurological | © Diabetes O Substance Abuse ‘
oM O Dialysis / Renal O Tuberculosis
O Other Oother______[Q Other Revised: 01/01/06




Overflow form used O
Transfer of Care form used O

' EMS REPORT  page 2

A

ROUTINE EQUIPMENT / PROCEDURE ONA B Rx AUTHORIZATION TRANSPORTED TO: CODE#
. PER
O Nasal Airway O MAST Inflated O Wound Care Ol O on-Line Physician
QO Oral Airway O MAST Not Inflated QO other oloons Physici TRANSPORT MODE CHOICE
QO Suction Airway O 02 Liters N Scene Fhysician O FDALS ONiA| O Closest Hospital ONA
O Backboard O Nasal O Mask O| O Protocol Only QO FDBLS O Specialty Center
O CcPrR O 0B Care BASE DOCTOR NO. O Private Ambulance O Patient / MD Request
O C-Spine O splinting BLS ALS O Air-Medical O Diversion
Immobilization QO Traction Splint . . | QO other O On-Line Medical Direction
FLUID TIME GAUGE |  SITE unsuc] RATE TOTAL VOLUME  [PERFORMED BY | ARWAY TIME AIRWAY TYPE SIZE Junsuc] PERFORMED BY
o ON|O cs| ® OO O |rovancen O Combitube O®OO®
SALINE Ol O @ (® |ARWAY#1 QOralET QO Nasal ET O ® 06
ez onv|O ® © © ®]aovanceo O Combitube O |®OO®
SALINE Q10| O CCS @ © [Arwav#2 QoralET O Nasal ET| @) ®06
DOSE / PERFORMED] EKG  |ECTOPICS MENTAL]  BLOOD PRESSURE Reg. PULSE | END ¥ Improved
TIME DRUG/PROCEDURE | 10, g |ROUTE" ™ gy RHYTHM | BLOCKS | STATUS | Systolic  , Diastolic PULSE |iieg| RESP | ox  |'|oSme RESPONSE
[ololele ®x_ | | ® GlQ)
[0]6) 0EO | | O] | | ©
®OO B | | | | ® | | ®0O
e -
X __ ] R
010 ocol | | ||| 0 L] [®
®OO® ®« __ ] | | | | ® | | Cl¢)
0]6) ®‘ ©
®O0® [GIO)
010 L] 0 L] [®
ololele | | | | ® | | GQ)
8500 o 55
o L
99 L] ] ' L[] ]®
® ®O
016 L] 0 L[] [®
OOV ® | | QO
_ 0J6) | ©
ALS VEHICLE . [Bif_lg LRVEl bl oo CODE # Hx 3RV EupLovee s CODE # HX |EXAM
epor
AL Writer oo ) Writer o0 oo
s ¥ 0|0 @) O|0 0|0
N A3 0|0 O 0|0 o|O
N 0|0 ) 0|0 o|O
LS Ol0 O 0|0 0|0
MOTOR VEHICLE CRASH CRASH TYPE # of Vehicles:( )1 (O>2 | EXTERIOR DAMAGE INTERIOR DAMAGE RESTRAINTS PATIENT SAFETY
—— ONAl - O Car O Semi-Truck O None O None o obs. Rprtf ﬁQUPMENT
RO O OI—E O Motorcycle O Snowmobile O Minor O Spidered Windshield None O O one ONA
|: E OO0 0 QO Aircraft O Truck O Moderate O Steering Wheel Bent Airbag O O O Helmet i
RO OO ¥ O ATV O van QO Major (O Compartment Intrusion>12" Lap Belt OO0 O Eye Protection
QO Bus O Watercraft OTHER CRASH INFO O Impact Speed 40+ mph | 2P 2 O Clothing Protection
Fill in Patient Location in Vehicle  [SR5SH: O Death Same Vehicle Q Prolonged Extrication | Shoulder Belt O OO Flotation Device
X = Location of Impact to Vehicle  |NUMBER QO Patient Ejected or Thrown O Rollover Child Seat O OO Uunknown
ORY /R OF R ation, Asse e eatment, Response
COMPLAINT REPORTED
BY DISPATCH:
B
L
g
/
P
'l:
R
A
L
S

A T

llill 4
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EMS REPORT  page 3

CASE
NO.

CAUSE OF INJURY (Select One)
QO Air Pressure Mishap (scuba diving)

QO Aircraft Related

QO Athletic Event

QO Bicycle Crash (exclude MVC)
QO Bicycle vs Motor Vehicle

O Bite (nonvenomous animal only)
QO Burms - Fire/Flames

QO Burns - Hot Liquids

QO Drowning

O Electrocution (non-lightning)
QO Excessive Cold

QO Excessive Heat

O Explosion

QO Fall

QO Fall Down Stairs

QO Fall From Height > 9'

A

O Motor Vehicle (Traffic)

O Overexertion / Strenuous Activity

O Pedestrian vs Motor Vehicle

O Physical Assault (with object or
punch, kick, push, human bite)

O Poison, Drug Ingestion, Alcohol

O Poison, Not Drugs

O Radiation Exposure

) ) O
QO Suffocation-Mechanical, Hanging

O Venomous Stings & Bites
(plant/animal/insect)

O Water Transport Incident

O Unknown Cause

QO other

N/A

‘ INTENT OF INJURY

QO |Intentional

O| O Mutual Ad

O | O Scheduled Interfacility Transfer

O| O standoby

O
O]

QO Unknown

QO Unscheduled Interfacility Transfer

O No Lights or Siren

O

O

O O Initial Lights and Siren, Downgrade to No Lights or Siren O
O O Initial No Lights or Siren, Upgrade to Lights and Siren

O Burns - Hot Object QO Firearm O Sexual Assault @) Unintentional

QO Chemical Exposure QO Legal Intervention Injury O Smoke Inhalation O Undetermined

QO child Battering (suspected) QO Lightning O stabbing / Cutting ‘ 'e) Sse(#URCE OF IN‘(])URUK]known
O Crushed Between Objects O Machine Injury O Striking Against, Struck by Object QO Other Person

O Diving Injury (strike bottom) O Motor Vehicle (Non-Traffic, off road) (includes sledding accidents) | O Other
— RESPONSE TYPE — LIGHTS & SIREN TO SCENE BLS/ LIGHTS & SIREN FROM SCENE

BLS/ BLS/ PFR ONIA
PFR | ALS PFR| ALS . X

O] O Response to Scene (Incl. Still Alarm) : - O O Lights and Siren

O Lights and Siren i i
O| O Intercept O O No Lights or Siren

O O Hnitial Lights and Siren, Downgrade to No Lights or Siren
QO Initial No Lights or Siren, Upgrade to Lights and Siren

Start

S 1. D

End
Soon 1 1. |

LOADED MILEAGE (Start=at scene, End=at hospital) End-Start=Trans.Miles

el ]
Miles .

Patient Signature:

X

| also acknowledge that | have received a copy of the Milwaukee County EMS Provider and/or
municipal Fire Department EMS Provider's Notice of Privacy Practices.

QO Yes (incl. prior pts)
If not patient,
Notice given to:

O No,explain why not:

TREATMENT PROVIDED BASE EKG ACTIVITY ONA Yes No N/A [STUDY?Oyes ONo CARDIAC ARREST OUTCOME ONIA
QO Rhythm Strip Done - Not Sent Smoke Detectorr O O O |6 7 8 9 10
Treated i ?
8 - O Rhythm Strip Done - Sent oo O O O |00 00O Any Return of Pulses? O Yes O No
ot Treate N L T T T - — T ol tutuii il s e
(includes examine only) O 12 Lead Done - Sent & Received | # PATIENTS ON SCENE QO Single O Multiple Resuscnatl(oanytpe ) PNB OEJthome )
- O 12 Lead Done - Sent & Not Rec'd - (overwhelmed existing select one select one
QO Patient Refused Treatment or Not Sent MASS CASUALTY? O Yes O No ¢ EMS rosouaces) O Successful pulses ot £D) O Terminated in
PATIENT CONDITION oS PPE USED FACILITY ONIA DIFFICULTIES ENCOUNTERED ONIA O poa F|EE|%/DNR
ATEND OF CALL  |f5rR| ALS NOTIFIED BY O Dispatch O Unsafe Scene O Unsuccessful (No Pulses at OAat
O Unchanged O| O Gloves O Radio o O vehic " ED or Terminated in Field) | () Expired in ED
O Improved OO cown O Phone O Extrication Vehicle Problems O DNR Order . o )
0|0 coggles . O Hazardous Material O Weather (Do Not Resuscitate) Admit to ED
O Wworse 99 O Direct oL Bari O ot O None, DOA - Trauma TIME OF EXPIRATION
O DoA O | O Mask O Unable* anguage Barrier er
O Unknown O | O other *Explain: O Road O None, DOA - NonTrauma
CONSENT EMS REFUSAL ONA
(Pt. to initial all that apply) |PROVIDER The Refusal of Care flowchart has been followed per the Standard of Care.
| refuse treatment / transport against medical advice and understand / accept risks.
EMS Personnel Initials:
| requgst that payment of authoriz_ed Medi(_:qre or_insurance benefits be made on my bghalf to O EQUIPMENT FAILURE / OUT OF SERVICE ONA
the Milwaukee County EMS Provider/municipal Fire Department EMS Provider attending me for
any services furnished me by that Provider. | authorize and direct any holder of medical Type:
information or documentation about me to release to the Centers for Medicare and Medicaid
Services and its carriers and agents, as well as to the EMS Provider and its hilling agents and
any other payers or insurers, any information or documentation needed to determine these (O COMPLICATION / SIGNIFICANT EXPOSURE ONIA
benefits payable for related services, now or in the future. | understand that | am financially Type:
responsible for the services provided to me by the EMS Provider, regardless of insurance
coverage. This authorization is in effect until | choose to revoke it.
PRIVACY NOTICE DELIVERED?

ER Doctor Name:

(O Patient unable to sign. Reason:

financial responsibility.
Witness Signature:

If patient unable to sign, ask witness to sign and document relationship to patient. The witness
signature validates that patient care was provided by EMS personnel, it does not imply any

X Relationship:
Witness Address: O Address same

. as receiving
City: Zip: hospital
Signatures of Persons

Writing Report

BLS/PFR Reviewed By:
k ‘ ALS Reviewed By:

Revised: 01/01/06




