
HTNCHFAngina
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PsychDiabetesCancer
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SeizETOHCardiac
TrachRecent Travel

Other

Downtime PCR ***PCR must be entered into OC-MEDS as soon as possible per OCEMS 300.20***  Add’l Pg(s)
Incident Number DateUnit #

DD/MM/YY    

Incident Location (Name/Address/City) Inc. Zip

>1 Pt

District/ EOA

En Route

Dispatch Complaint 1st On Other Agency

On Scene

MCI/Tag Response Delay

Other Unit(s)

HH:MM

Y / N

Days

HH:MM

#

Patient Last Name

Patient First Name, MI

Symptoms

Patient Home/Mailing Address (Note Alternative Status)

Date of BirthAge

Sex/Gen Height/Weight

Pt Contact

Patient Phone

Pt Zip

Race/Ethnicity

Next of Kin / Stroke Contact

in/kg/color

HH:MM

### - ### - ####Mos DD/MM/YY
Appx

### - ### - ####
Contact Phone

Med/Surg Hx

Chief Complaint (Hx & Duration)

Impressions Physician

None    Unk

Cln    SNF   B&C    Str    Rec    Wld

Medications AllergiesNone    Unk None    Unk
Barriers to Care

Patent
A Compromised 

Obstructed
Normal

B

Rapid
Labored
Shallow
Weak/Agonal
Apneic
BVM, CPAP, etc
Normal

C
Rapid
Bounding
Weak
Absent
EBL                cc

DNR

Onset/LKW

HH:MM
Initial Acuity
Sit Details

AVPU/LOC
O xAlert
PlacePerson
EventTime
to Painto Verbal

Unresponsive
Normal Baseline

AMSConfused
DisorienImpaired
ComaShock
StrangeSedated
PersevSomnol
AgitatedCombat.

Uncooperative

Skin Signs
Normal Temp

CoolWarm
ColdHot 

Normal Color
FlushedPale
JaundiceCyanotic
RashMottled

Normal Moist
MoistDry
WetDiaphor
TentingTurgor

Cap Refill (sec)
>42-4<2

#

DetailsExam Assessments
Equal Grip/Pushes
No LOC       No CVANeuro

Face Symmetrical
No Trauma

Head/
Face

No JVD
Trachea InlineNeck

Neg Barrel Hoop
= Rise/FallChest

CBL
Adequate TVLungs

Soft/Non-Tender
No N/V/DAbd

Motor Loss
Numbness

Mech.
Pain

No Trauma
Cleared

Back/
Spine

Neg Barrel Hoop
No IncontinencePelvis

Moves All
No Distal EdemaExtrem

WNL  N/A  ABN

WNL  N/A  ABN

HH:MM

HH:MM

HH:MM

HH:MM

HH:MM

HH:MM

HH:MM

HH:MM

HH:MM

PERLEyes

mm
R

mm
L

#

#

Not PossibleInjury
HangingAuto ReCSM (-)Resp Dist
CrushPregnAmputAge Cons
EMS JudgAnticoagGCS <6Head Re
(-)TraumaFall  # ftOtherPenetr

CrewInterventions (incl PTA)TimeCrewVital Signs (incl PTA)Time

Procedures Details: Size, Location, Depth, Verification, Shock, PacingHH:MMGCS (Eye 4,Verbal 5,Motor 6) TotalHH:MM

CSM(a/p), Success, Attempts, Response, Complications, AuthorizationHH:MMHR, RR, B/P, SPO2, BGLHH:MM

HH:MMPain (PQRRST)HH:MM

HH:MMStroke (Face, Arm, Grip, Speech)HH:MM

HH:MMHH:MM

HH:MMEKG, ETCO2, TempHH:MM

Medications Given Details: Dosage, Unit, Route, Site, HH:MMAPGAR (Appear, Pulse, Grimace, Activity, Resp)HH:MM

Response, Complication, AuthorizationHH:MMPAT (TICLS, Breathing, Circulation)HH:MM

Unit

Receiving
Agency/

Incident/Patient Disposition

Specialty/Type

Destination Name

BHC      

Base Hospital

Destination ReasonPrimary Impression

Report By: Crew Member Name

Radio Freq

330.15

Agency Name

Front 
Page

HH:MM HH:MM HH:MM

HH:MM

HH:MM HH:MM
Dispatch
HH:MM

Dest Arrival ED Transfer In Service CancelledLeft Scene

Transport Mileage

Resp Mode

Triage

Field Transfer

HH:MM



Scene Delay Method
Air  Ground

Transport ModeTransport Delay
# of Pts 

Transp in 
This Unit

Final Acuity

Entered into OC-MEDS

Turn-Around Delay

Destination Address (Address, City, Zip)

Exposures

Narrative

AMA Details: Reason, Plan, Pt with Whom                                                     Release Details: Situation, <18yrs Requires Responsible Adult

Reason Pain Meds Not AdminReason ASA Not AdminReason 12-Lead Not ObtainedAlcohol/Drug Use Indicators

***PCR must be entered into OC-MEDS as soon as possible per OCEMS 300.20***  

Lower Acuity 
(Green)

Non-Acute/  
Routine

Critical (Red)Emergent (Yellow)

Dead without Interventions 
Dead with Interventions (Black)

Hospital Patient Identifier(s)

APOT Interventions
Cot      Waiting Room      Depart After 1hr
Bypass APOT>60min     Report to OCEMS

Medications, Valuables, Belongings

TimeName   /  Signature /   Alt StatusType

HH:MMPatient

HH:MM

HH:MM

HH:MM

HH:MM

HH:MM

HH:MMControlled Med

HH:MMReceiving Facility

HH:MMCrew

Billing Information

Billing Address                                       Name of Insured

Driver’s License                                      Social Security #

Insurance Company, Group ID, Policy #

Medicare #

Medi-Cal #

Work Related                                         Employer Contact

Medical Necessity Reason

DD/MM/YY    HH:MM

Crew Member NameRole/Level

space for agency specific supplemental questions

Airway Confirmation                     Crew Member                       HH:MM
Preoxygenated       Visualization      Bulb Aspiration     Misting      ETCO2       EDD
Tube depth # measured at:                     Trachea    Bronchus    Pharynx    Esophagus

Gastric    Breath-L  Breath-R    Chest Rise-L   Chest Rise-R

Complications & Suspected Reasons for FailureCardiac Arrest Detail
Etiology/Presumed Cause

Witnessed by:

CPR Initiated by:

AED Initiated by: 

First Defib by: 

Time Discontinued:    HH:MM

Reason Discontinued

Expired          Ongoing              ROSC

AMA Checklist
AAOx4           Unimpaired          Capable 
911 Re-Access          Risks         ≥18yrs

Details Described in Narrative

Release Checklist

Assessment    No Complaint    No Request 
No Indication   No Treatment    No Threat  
911 Re-Access  ≥18yrs  Caregiver Capable

Details Described in Narrative

Injury Details                   Blunt    Burn (BSA)   Penetrating     Other
Trauma Triage Criteria (Other):    Spinal      RR <10 or >29      Seat Belt Sign         Pelvis

Blunt Abdominal        Long Bone Fx           Passenger Space Intrusion or Ejection

Location in Vehicle, Vehicle Collision Description, Safety Equipment

Downtime PCR

Back 
Page

Agency Name /  Incident # 


