Alabama Emergency Medical Services

Jincident Number: Type of Call: State Number: Incident Date:
Location: Dispatcher: Dispatched TOC: Unit: Prescheduled Pickup Time:
Disposition: (Circle one) Called By: Dispatched Chief Complaint: | Driver: TIMES
Transported/ Non-transport Svc/Cancelled .
Date Time
Destination: Notification: Priority To Scene: Attendant 1: Call Rec'd
Dispatched
Chosen By: Requested: Priority From Scene: Attendant 2: Enroute
Location
Patient and Address: Account Number: Relation: Medicare: Transport
Destination
P Account SSN: Insurance Type: Other: In Service
A Est. Mileage
T Other Insurance Info: To Scene
|
E To Dest.
N SSN: Phone: Account Name/ Address: Odometer
T Ending
Age: DOB: Race: Gender: —
Beginning
Total Miles
PATIENT CIRCLE )
CHIEF COMPLAINT OUTCOME ONE Improved No Change Deteriorated
CURRENT MEDS.
ALLERGIES
IMEDICAL HISTORY
SYMPTOMS
DATE TIME PULSE RESPS BP SKIN AVPU EYES VERBAL MOTOR
Date Time Medic Procedure/ Medication fif LEo ) Success? (it ) Patient Response NOTES
Route (protocol, verbal, written)
This is to certify that | am refusing Treatment/Transport and have been informed the risks of doing so
Patient Signature Date/Time Witness Date/Time
NARRATIVE:
X X
Person Receiving Patient Date/Time Driver EMS License #
X X
Authorizing Physician Date/Time Attendant EMS License #

DEA#

MCP ID#
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