Dispatch:

AGENCY NAME Alaska
DATE: RESPONDING FROM:
INCIDENT INFORMATION: (CIRCLE DRIVER ORATT) CREW MEMBERS  (ADDITIONAL CREW LISTED IN NARRATIVE) CET e
DRIVER/ATT 1:
ADDRESS:
DRIVER/ATT 2
CITY: STATE: ZIP: DRIVER/ATT 3:
REASON FOR DISPATCH: TYPE OF RESPONSE: TYPE OF SCENE/PICK-UP LOCATION:
— Sﬁg&%’;i;@im ___ HOSPITAL ___ PUBLIC BUILDING
LOCATION PATIENT FOUND: — : HOME RESIDENTIAL INST.
| STAND-BY e e
INTERCEPT/ASSIST | — FARM —__ EDUCATIONAL INST.
MODE OF RESPONSE TO SCENE: __ Lights ___ Siren ___ None T SCENE - N/A ~ MINE/QUARRY ~ OTHERHEALTH
— ) —_ INDUSTRIAL CARE FACILITY
g_ESPONSE R TIME (MILITARY) ___ SPORT/RECREATION ___ OTHER
i esp.: EMS DNR PRESENT TREET/HIGHWAY NKNOWN/UNSPEC.
| ADVERSE WEATHER CALL RECEIVED — __S HIG __u OWN/UNSPEC
| CROWD CONTROL
DISPATCH/NOTIF
— Egﬁ\',li’_*rﬂo“ >20 MIN. PATIENT DEMOGRAPHIC INFORMATION:
_ EN ROUTE
| INFECTIOUS . .
 EXPOSURE — PATIENT NAME: SEX:M___ F___
| LANGUAGE BARRIER )
| ROAD CONDITIONS AT PATIENT ADDRESS:
| UNSAFE SCENE ) . )
| VEHICLE COLLISON PATIENT MOVED ciry: STATE: 2IP:
| VEHICLE PROBLEMS . . )
_ OTHER: DEPARTED SCENE PHONE: DOB: AGE:
| NONE ARRIVAL AT DEST. RACE: __ WHITE __ BLACK ___ AMERICANINDIAN ___ ALASKAN NATIVE
RETURNTO SERVICE ASIAN/PI OTHER UNKNOWN
AID BEFORE ARRIVAL BY: — — —
NA UNKNOWN ~ |OTHER RESPONDERS:
— —— | EMSAGENCY (BLS) ___ NONE
BYSTANDER/FAMILY
— | EMSAGENCY (ALS) ___ MEDICAL RESP. ETHNIC ORIGIN: HISPANIC NON-HISPANIC UNKNOWN
| BLSFIRSTREPONSE | ARAMB ( ALS) — HAZ-MAT TEAM — — —
| ALS FIRST RESPONSE | FIRE DEPARTMENT ___ CORONER
OTHER | RESCUE SQUAD ___ LAW ENFORCEMENT AGENCY RESTRAINTS USED? ___YES __ NO (REASON )
I OTHER:
— PATIENT INSURANCE TYPE CODE: CARDIAC | EVENT TIVE
PATIENT HISTORY: PATIENT'S PHYSICIAN VEDIGAL HISTORY: ARREST: ARREST
Witnessed By: CPR.INT.
|  ASTHMA _ NONE/UNK | NA ___ UNK,
CHIEF COMPLAINT, | BEHAVIORALDIS. ___ SEIZURES " BLs__ ALs| tsToers
|  CANCER ___ STROKE/CVA | BY-STANDER
ONSET DATE/TIME / WORK RELATED? YES___ NO___|  CARDIACDIS. ___ SUBSTN.ABUSE 2ND DEFIB
|  DIABETES ___ TOBACCO USE J—
|  EMPHYS/COPD ___ TRACHEOSTOMY |CPR Provided By:
ALLERGIES | HYPERTENSION _ TUBERCULOSIS | NA __ UNK, RESUSIT.
|  RENALDISORDER __ OTHER (LIST) | BLS ___ ALS i
MEDICATIONS | BY-STANDER | terminaTED
PHYSICAL: AIRWAY: —_ PATENT __ OBSTRUCTED
SUSPECTED USE/ABUSE: __ ALCOHOL __ DRUGS __ BOTH __ NONE ___ UNKNOWN
BREATHING EFFORT: __ NORMAL ___ INCR. __ DECR.  ___ ABSENT
BREATH L _ NORMAL___ DESCRS.___ ABSENT ___ RALES ___ RHONCHI __ WHEEZES
SKIN COLOR: ____NORMAL ___ PALE ___ CYAN. ___ FLUSH SOUNDS: R __ NORMAL __ DESCRS.___ ABSENT___ RALES __ RHONCHI___ WHEEZES
SKIN CONDITION: _ NORMAL ___ COOL  ___ DRY —__ MoIST
CHEST WALL: _ ABNORMAL SYMMETRY __ CREPITUS __ FLAILCHEST ___ UNKNOWN
NEUROL: ALERT VOICE PAIN UNRESPONSIVE
— — — —_— ABDOMEN: _ DISTEND _ TENDER SOUNDS: _ INCRS.__ DESCRS.___ ABSENT
PUPILS: :i— mgﬁm _— g'lt/;-l_; _— gg":‘lgj—r _— :guggﬁg_ EXTREM.: R-UP _ ROM _ ROM __ PULSE __ SENS. CAPREFILL _ <2S__ >2S
— . _— : — L — a L-UP _ ROM__ ROM__ PULSE _ SENS.CAPREFILL__ <2S__ >2S
NECK: WD CAROTID L __ PRESENT __ DECRS. __ ABSENT E_"L‘g R oy o e e S 2
__ PAIN PULSE: R ___ PRESENT ___ DECRS. ___ ABSENT — =" — : —
BLS PROCEDURE CODES: 05 - C-C-COLLARAPPLIED 10 - SHORT BD/SCOOP ~ 15- MAST/PASG 20 - OXYGEN, CANNULA ZZLM@ﬁ:égisggzrgysggzﬁv
01-ASST. VENTILATION 06 - CPR 11 - SPLINT, ARM 16 - IV MAINTEN. 21 - AIRWAY, ORAL
02 - BLEEDING CONTROL 07 - COLD/HOT APPLIED 12 - SPLINT, LEG 17 - OB CARE/DELIV. 22 - AIRWAY, NASAL
03 - BANDAGE/DRESSING 08 - EXTRICATION 13- SPLINE, TRACTION 18- SUCTION 23 - DEFIB. AUTOMATIC
04 - BURN CARE 09 - LONG BED / KED 14 - POSITION/ELEV. 19 - OXYGEN MASK 24 - OTHER BLS PROC. | SIGNS/SYMPTOMS/IMP.: (CHECK ALL WHICH APPLY)
TIME CERT. PULSE RESP. SBP/ TEMP. EYE VERB. MOT G.C.s RTS PROC ATT. suc AMOUNT 01 ABDOMINAL PAIN 22 SMOKE INHILATION
* bep 02 AIRWAY OBSTR. 23 STING/BITE
03 ALLERGIC REACT. 24 STROKE/CVA
04 ALTERED L.O.C. 25 SYNCOPE/FAINTING
05 BEHAVIOR/PSYCH. 26 TRAUMA (PAGE 2)
06 CARDIAC ARREST 27 VAGINAL HEMMOR.
07 CARD. RHYT. DIST. 28 NOT APPLICABLE
08 CHEST PAIN 29 UNKNOWN
09 DIABETIC EMERG. ___ BACKPAIN
10 ELECTROCUTION ___ BLOODY STOOL
PATIENT DISPOSITION: A  UNKNOWN PATIENT CONDITION AT LAST DEST.: 1 HYPERTHER/FEVER ~ ___ DIARRHEA
_ TREATED, TRANSPORT — TREATED, RELEASED  __ OBVIOUSLY DECEASED UNCHANGED EXPIRED 12 HYPOTHERMIA __ DIZZINESS
___ TREATED, TRANSF. CARE ___NOTREATMENTREQ.  ___ NO PATIENT FOUND ~ BETTER T UNKNOWN 13 HYPOVOL./SHOCK ___ EARPAIN
—_ TREATED, TRBYPO.V. __ TREATMENT REFUSED ___ CALL CANCELED ~ WORSE —NA 14 INHALATION INJURY ___ EYEPAIN
15 OBVIOUS DEATH ___ HEADACHE
MODE OF TRANSPORT: ___ LIGHTS ___SIREN ___ NONE DESTINATION 16 POISON/DRUG —_— HYPERTENSION
17 PREG./OB DELIVERY ___ NAUSEA/NVOMIT.
DESTINATION PATIENT PROTOCOL CLOSEST LAW ENFORCEMENT MANAGED CARE 18 RESP. ARREST - PALPITATIONS
DETERMINED BY:  __ PATIENT'SDR. _ DR.ONSCENE __ MEDCTRL. — OTHER ~ UNKNOWN /NA 19 RESP. DISTRESS — PARALYSIS
20 SEIZURE ___ UNRESPONSIVE
21 SEXUAL ASSAULT WEAKNESS
REPRESENTATIVE OF FACILITY ASSUMING CARE : E.M.S. CARE PROVIDER: —




AGENCY NAME:

INCIDENT #

RESPONSE #

UNIT #

DATE:

TIME CALL RECEIVED:

Alaska

Ambulance Run Report
Page 2 - ALS/Injury/Narrative

PATIENT NAME:

SEX: __ MALE __ FEMALE AGE:

NOTE:

01 - ASST. VENTILATION
02 - BLEEDING CONTROL
03 - BANDAGE/DRESSING

BLS PROCEDURE CODES: 06 -

CPR

07 - COLD/HOT APPLIED
08 - EXTRICATION

09 - LONG BD/KED

10 - SHORT BD/SCOOP

13 - SPLINT, TRACTION
14 - POSITION/ELEV.
15 - MAST/PASG

16 - IV MAINTENANCE
17 - OB CARE/DELIV.

20 - OXYGEN, CANNULA
21 - AIRWAY, ORAL

22 - AIRWAY, NASAL

23 - DEFIB, AUTOMATIC
24 - OTHER BLS PROC.

ALS PROCEDURE CODES:

50 - CARDIOVERSION
51 - CAPNOMETRY
52 - CHEST DECOMP.

55 - EGG MONITORING
56 - CARDIAC, PACING
57 - GLUCOSE, BLOOD
58 - INTUBATION

59 - INTRAOSSEOUS

60 -

61

INTRAVENOUS
ACCESS

- GASTRIC TUBE
- PULSE OXIMETRY
63 -

OTHER ALS PROC.

104 - BURN CARE 11 - SPLINT, ARM 18 - SUCTION 53 - CRICOTHYROTOMY ACCESS
05 - C-COLLAR APPLIED 12 - SPLINT, LEG 19 - OXYGEN, MASK 54 - DEFIB., MANUAL
TIME CERT.# | PULSE | RESP. | SBP/IDBP TEMP. | EYE | VERB. | MOT | G.cs. | RTs. | PROC. | ATT. | suc. AMOUNT OXY. CARDIAC RHYTHM RATE
SAT.
TIME CERT.# | MEDICATION ADMINISTERED | DOSE | ROUTE | SITE | AUTHORITY
CAUSE OF INJURY:
__ MOTOR VEH., TRAF. ___ FIRE/FLAMES ___ ELECTROCUTION
" MOTOR VEH. OTH. —__ SMOKE INHALATION ___ RADIATION EXPOSURE
" PEDESTRIAN, TRAF. ___ EXECESSIVE HEAT ___FIREARM
BICYCLE ___EXECESSIVE COLD ___KNIFE
T BOAT/WATERCRAFT ___ VENOMOUS STRING ___ BLUNT OBJECT
AIRCRAFT __BITE —_ RAPE/SEXUAL ASSAULT
___DRUG POISONING ___ LIGHTNING ___ BATTERING/ASSAULT
" CHEMICAL POISON ___ DROWNING/ N.D. ___OTHER
" FALL OR JUMP ___MEC. SUFFOCATION —__ UNKNOWN
~ MACHINERY ~ NOTAPPLICABLE
INTENT OF — UKKNOWN —INTENT.. OTHER
i .
INJURY: — —
MANUAL DEFIBRILLATION: JOULES 1st. 2nd 3rd
SAFETY DEVICES USED BY PT.: Injuries Amput | Blunt Burn | Crush | Disloc. | GSW | Lacer Pain Punc. Swell
SUPPLEMENTARY NONE/UNKNOWN
INFORMATION ~ AIRBAG ___ CHILD SAFETY SEAT External
~ LAP & SHOULDER BELT — EYE PROTECTION Head
LAP BELT ONLY — PROTECTIVE CLOTHING
~ SHOULDER BELT ONLY ~ PERS. FLOTATION DEVICE
~ HELMET ~ OTHER (SPECIFY BELOW) Face
Pediatric T s Neck
ediatric frauma Seore | o, . 4s Administered (cc) | Fluids Output (cc) | Est. Bloodloss
(cc) Thorax
Abdomen
Spine
Upper Ext.
NARRATIVE: (Use Ball-Point Pen, Black or Blue) pper X
Lower Ext.
Unspecified

REPRESENTATIVE OF FA(

CILITY ASSUMING CARE

EMS CARE PROVICER

MEDICAL CONTROL FACILITY ID NUMBER




Reimbursement Information

GUARANTOR NAME DATE OF BIRTH TELEPHONE (HOME) TELEPHONE (WORK/OTHER)

STREET cITY STATE zIP

NEXT OF KIN/GUARDIAN RELATIONSHIP TELEPHONE

STREET oy STATE zp

PRIMARY INSURANCE

POLICY NUMBER GROUP NUMBER INSURED NUMBER

SECONDARY INSURANCE

POLICY NUMBER GROUP NUMBER INSURED NUMBER
MILEAGE MILES EMPLOYER

AUSTERT MEDICARE MEDICAID

AT SCENE

AT DESTINATION PATIENT SOCIAL SECURITY NUMBER PATIENT VALUABLES AND DISPOSITION

RETURN TO SERV.

Release for Medical Billing and Insurance and Notice to Medicare Patients

| hereby authorize the release of any medical records or other information that is necessary to process any claims for medical or other insurance
benefits. | understand that | have an obligation to pay for services and supplies provided, regardless of any deductibles, co-payments, or
other variations in individual insurance programs. If | have Medicare of AK , Medical Assistance agrees to accept assignment, and | authorize

to bill my carrier for whatever benefits | am entitled to cover these charges and services. To Mediare Patients: Federal law requires that we
notify you when services to be provided may not be covered by Medicare. In our opinion, the ambulance transport on this date may not be
covered by Medicare because it may not meet their guidelines. We are, hereby, giving you notice that if Medicare denies payment for this
service, we will hold you responsible for payment. | further authorize the release of any medical information to enable proper completion of the
quality improvement process for this service.

Signature of Patient, Legal Guardian, or Healthcare Surrogate

Release of Liability/Refusal to Consent to Treatment

I, the undersigned, have been advised that medical assistance on my behalf is necessary and that my refusal to allow such assistance
may result in death or endanger my health. | have been advised of, and fully understand, the nature of the risks | am taking by refusing
medical assistance. | assume all responsibility for the consequence of my decision. | hereby release any and all persons employed by
or responding with them from any and all liability which arises now or may arise in the future from the consequences of this refusal of
emergency medical care and/or transportation to a hospital.

_ Refused medical care offered to me or the patient

_ Refused transport to a medical facility which was offered to me or the patient

Refused transport to the nearest hospital after being advised that the welfare of the patient required prompt emergency care
No treatment was necessary or requested

Signature of Witness Signature of Patient, Legal Guardian, or Healthcare Specialist

Refused to Sign

Signature of EMS Staff Date
GLASGOW COMA SCALE REVISED TRAUMA SCORE PEDIATRIC TRAUMA SCORE
EYE OPENING VERBAL MOTOR SYSTOLIC BP RESP. RATE G.CS. PARAMETER 2 “ 4
: Weight 20k 10-20 k¢ 10k¢
4 Sponsaneous 5 Oriented 6 Obey§ Commands 4 -90 or Greater 4-1-t029 4-13t015 Airevlvgay >N(?rrr?al lv?ain(: wg/o Elt Eltore%ired
3 To voice 4 Confused' 5 challzed Pain 3-761t089 3-30 or Greater 3-9t012 Systolic BP 590 50-90 <50
2 To Pain 3 Inappropriate Words 4 Withdraws from 2-50t0 75 2-6t09 2-6t08 Loss of Con. None Hist. of Loss of Con.  Unresponsive
1 None % I’Gcomprehens\ve {; Beconl;cz:te 1-1to49 1-1t05 1-4t05 Fractures None Single Closed Mult. or Open
one 1 U:f;:pgnesive 0-None 0-None 0-3 Skin No injury Abrasion/Minor Penetrating Inj.




