LTS EMS COUNCIL

AED MEDICAL DIRECTOR REVIEW

AED Service:  





Date of Incident:  





Incident #:  






1.  Pre-hospital Rhythm:  (From code summary)


Initial:  (Asystole    (VF      (VT     (PEA    (OTHER:_________________


Converted to:  (Asystole    (VF    (VT    (PEA    (OTHER:______________

2.  Arrival at Emergency Department:


Initial:  (Asystole    (VF   (VT   (PEA  ( OTHER:______________________

Pulse Rate:  ______    Respirations:_____  Spontaneous:_____   Assisted: 


Final rhythm:  (Asystole    (VF    (VT   (PEA     (OTHER:________________

3.  Outcome Information:


Survive to admit:

Yes
No

Survive to discharge:
Yes
No













Review w/

4.  Protocol Review



Appropriate



Service

CPR





_______



_______

Dispatch/On-scene Time


_______



_______

AED Application Time


_______



_______

Shocks Delivered When Indicated

_______



_______

Medical Command Contacted/


Requested




_______



_______

ALS Interface




_______



_______

AED Problems Encountered/


Documented




_______



_______

Code Summary & Audio Record


Submitted




_______



_______

Comments:

Signature:___________________________________________
Date:___________

Distribution:


1 Copy - AED Medical Directors File


1 Copy - AED Service


1 Copy - LTS EMS Council Office, Attention:  EMS Program Manager

