PATIENT CARE REPORT

Run # _________                                                                                           
	Call
	Dispatched

	Enroute


	At Scene

	Transporting

	   Destination

	In Service

	Begin

Mileage
	End

Mileage
	Total
Mileage

	
	
	
	
	
	
	
	
	
	

	Name of Origin:

	      Date
	Unit :
	 Name of  Destination:

	Place of Origin:      NH    Hospital     Residence     DR     ESRD    ER
	Destination:     NH    Hospital     Residence     DR     ESRD    ER

	Address of Origin:
	Address of  Destination:
                                                                                  

	Pt. Name:  
	DOB:  
	Sex:                   Race:  
	Age: 

	Address:  
	City:  
	State:  
	Zip: 

	SSN#: 
	   Medicare#:
	  Medicaid#:

	Ins. Co.  
	Address:    
	Pt Tel # 
	

	Policy #  
	Group #   
	
	

	Dr. Name:
	Address:
	Tel #
	


	Vital

Signs
	B/P  __________             Pulse  _______         TEMP_________            GLUCOSE________
RESP  _________          TIME  _______

	B/P  _______        Pulse  _______

TEMP  ______ GLUCOSE______  RESP_______     TIME________        
	Oxygen–Yes/No
	   NC/NRB   LPM - _____



	                            Airway

_____  Oral Airway               Size:  _____

_____  BVM (Size:__)          Rate:  _____

_____  Ventilator                  Rate:  _____
	Patient Notes:
	                          PMHX
  CVA                  ESRD
  CHF                   COPD
DIABETES       HTN
CANCER          AMS
Risk of Falling off Wheelchair

	Reason for Transfer:


	

	Reason for Stretcher:   

	BLS.  


	
	

	
	  Bed Confined                

	PMHX: _________________________________________________________________________________________  ALERGIES:  _________________
                                                                                                                                                                                                  MEDS:______________________
  

	Narrative:                            PLEASE DON’T FORGET TO INCLUDE THE REASON FOR STRETCHER IN YOUR NARRATIVE

	

	

	

	

	

	

	

	


                                                   FINANCIAL RESPONSIBILITY ASSIGNMENT OF BENEFITS, RELEASE OF INFORMATION

Insurance/Medicare:  I authorize the release of medical information necessary to process my insurance claim.  I authorize payment of insurance benefits (basic, major medical, Medicare and/or Medicaid) to the undersigned supplier for services described on the attached claim. For value received the undersigned agrees to pay the sum indicated, and to release the company from all claims that might arise from the service performed. This Company is not responsible for the loss of personal effects due to fire, collision or any other cause.  The Company assumes no responsibility for possible if effects due to the mechanical failure of any equipment for any reason.



	Receiving Signature:                                                                                              Title:
	Date:

	Patient Signature:
	Patient Gaurdian:
	Date:


Medic Name (print):                                                         Date:                               Driver Name (print):                                                                Date:











