DOCUMENTING PATIENT CARE

The following information should be included in each narrative.

WHAT WERE YOU DISPATCHED TO?   (May not be what you find on scene)

CHIEF COMPLAINT – The #1 thing the patient tells you is wrong with them.  May or not be related to what is actually wrong with the patient.

PHYSICAL DESCRIPTION – Just a brief description, i.e. 29 y.o. medium build Caucasian Female.

HISTORY OF PRESENT ILLNESS – All the events leading up to why the ambulance was dispatched.  Includes scene observations, mechanism of injury, pertinent positives and negatives, (chest pain?  Difficulty breathing?  Nausea?  Vomiting?  Headache?  Dizziness?  Loss of Consciousness?  Recent Illness?)

PAST MEDICAL HISTORY – Any prior medical problems, especially those that could potentially relate to this incident.  (Heart Attack, Stroke, Angina, COPD, CHF, Asthma, Diabetes, Cancer, High Blood Pressure, etc.)

MEDICATIONS – All prescription and non-prescription medications being taken by the patient.  (Did the patient recently start or stop taking any medications?)

ALLERGIES – Any allergies to medications?

PHYSICAL EXAM FINDINGS –

· Level of Consciousness

· Level of Distress

· Skin Color/Temp.

· Pupils

· JVD?  Trachea?

· Head/Face

· Lung Sounds (clear?  Equal?)

· Abdomen

· Pelvis

· Back/Spine

· Extremities

· Distal Sensation

· Distal Circulation

· Capillary Refill (Pediatrics)

Where was the patient transported?

Did you transport ALS or BLS?  If ALS, what medic unit accompanied?

Were there any changes in patient’s condition en route?  (Improvement?  Deterioration?)

Who was patient released to at the Hospital (RN?  Doctor?)

