EMS Field Work Sheet

Incident Date______________ Unit Number__________ Run Number_____________

Incident Location________________________________________________________

Name________________________ Date of Birth___________ Age_______ Sex M / F

Address________________________________________________ Weight__________

Social Security_______________________ Physician____________________________

Chief Complaint____________________ Mechanism of Injury_____________________

Level of Consciousness A x 1 2 3 V P U  Skin (color/temp)________________________

GCS  Eyes 4-1____  Speech 5-1____  Motor6-1____  Total____  Pupils______________

Medical History: Cardiac  CHF  Hypertension  Seizure  Diabetic  COPD  Asthma  

Other Medical History_____________________________________________________ _______________________________________________________________________

Medications______________________________________________________________________________________________________________________________________

Allergies ________________________________________________________________

	Time 
	
	
	
	

	Blood Pressure 
	
	
	
	

	Pulse
	
	
	
	

	Respirations 
	
	
	
	

	SPO2
	
	
	
	

	EKG Monitor 
	
	
	
	

	Glucometer
	
	
	
	


Treatment ________________________________________________________________________________________________________________________________________________________________________________________________________________________

Response to Treatment:     Better    Same    Worse 

NOT THE EMS PATIENT CARE REPORT

