
 

 

   

 
 

SERVICE NAME /  VEHICLE# 

 

SERVICE #  

 

INCIDENT #                TODAY’S DATE 

INCIDENT LOCATION            TRANSPORTED TO 

PATIENT   LAST NAME                                                               FIRST                                                                  M.I. 

 

______________________________________________________________________________________________________________________________

PATIENT ADDRESS                                                                                                         CITY                                                STATE                    ZIP 

 

 

AGE 

 

 

Gender DATE OF BIRTH 

 

CHIEF 

COMPLAINT 

  

Medications  Pt. States None          Unknown         Brought W/Pt.             List: 

ALLERGIES    Pt. States None         Unknown             List: 

MEDICAL 

HISTORY 

 Pt. States None         Unknown          Asthma               Cardiac         COPD         Renal Failure        Seizure               

  Stroke/CVA             Cancer              CHF                    Diabetes      Htn                   Other________________________________                

Call Received 

P
a

ti
en

t 
S

ig
n

s 

L.O.C.                 SPEECH               SKIN                 COLOR            RESPIRATION           PULSE                PUPILS         
 

___Alert            ____Coherent        ____Normal          ____Normal           ____Normal               ____Normal       ____Reactive  L / R 
 

___Voice           ____Incoherent     ____Moist             ____Cyanotic          ____Rales                 ____Rapid          ____Dialated   L/ R    
 

___Pain             ____Slurred           ____Hot                 ____Pale                ____Distressed          ____Slow            ____Equal       
  

___Unrespon    ____Silent             ____Cool               ____Flushed           ____Absent               ____Absent         ____Unequal 
 

__________     __________          __________            __________           __________               __________        _________ 

Dispatch 

On Scene 

M
ed

ic
a
l 

C
o

n
d

it
io

n
 

 

___Abdominal Pain       ____Pediactric Cardiac Arrest     ____Coma                       _____Near Drowning              _____Stroke      
          

___A.M.S.                     ____Cardiac Chest Pains              ____Fx / Disloc.        ____Poisons / OD                  _____Suspect Spinal Inj 
 

___Amputation              ____Cardiac Dysrhythmias          ____Head Trauma     ____Eclampsia / Pre          ____Syncope 
   

___Anaphylaxis             ____Ped. Dysrhythmias               ____Hyperthermia    ____Resp Distress                   _____Vaginal Bleeding 
 

___Burns                       ____Childbirth                              ____Hypoglycemia   ____Seizures                      ____Death in the Field 
 

___Cardiac Arrest         ____Congestive Heart Failure      ____Hypothermia      ____Shock                                 ______ General Patient Care 

D
isp

a
tch

 T
im

es 

In Service 

TIME B / P P Resp.   TREATMENT   

         

         

         

Patient Assisted 

Medications  

Nitroglycerin ____ 

 

Auto inhaler _____ 

 

Auto Injection Epinephrine ____ 

MEDICATIONS GIVEN 

 QTY.          DOSE 

_______      ______Glucose Paste 

 

_______       ______ Charcoal 
 

 

   
 

 

 

 

NARRATIVE 
 

 

 

 

 

 

 

 

 

REFUSAL OF TREATMENT / TRANSPORT 

This is to certify that I am refusing Treatment / Transport and have been informed of the risks of doing so. 
 

X_______________________________________          ___________                      X__________________________________________         _____________ 
     Patient Signature                                                                                                Date/Time                                       Witness Signature                                                                                                        Date/Time 

 

 

 

______________________________________________________           ________________                               _________________________________________________________           ___________________ 

 Crew Member # 1                                                                                            EMS License #                                      Crew Member # 3                                                                                                EMS License # 

 

 

_______________________________________________________           ________________                               _________________________________________________________          ____________________ 

 Crew Member # 2                                                                                            EMS License #                                      Crew Member # 4                                                                                                EMS License # 

 

Carbon Hill Volunteer Rescue Squad                      Patient Care Narrative / BLS 

CARBON HILL VOL RESCUE SQUAD 149


