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Section I:

	AED Program License Number:
	
	AED Unit ID:
	


	EMS VID:
	
	AED Program Name:
	


	Report Completed By:
	


Section II:

	Name and EMS VID of Ambulance Service transporting patient:
	


	Case/Incident #:
	
	Patient Age:
	
	Patient Sex:
	


Section III:

	Date of Incident:
	
	County of Incident:
	


	Incident Address:
	


	Incident Location Type:
	


Section IV:

	Time Call Received:
	
	Time of Arrival:
	
	Time AED Unit Applied:
	


	Time First Shock Administered
	


	Was CPR being performed prior to your arrival?
	Yes
	
	No
	


	Care at Scene:
	CPR
	Yes
	
	No
	
	Defibrillation:
	Yes
	
	No
	


	Number of Times Defibrillated:
	
	Conversion:
	Yes
	
	No
	


	Estimate of time (in minutes) elapsed between arrest and arrival of responder:
	


Section V:

	
	
	
	

	Responder 1 Printed Name
	Responder 1 Signature
	Level of Licensure
	Date

	
	
	
	

	Responder 1 Printed Name
	Responder 1 Signature
	Level of Licensure
	Date


Section VI:

Please use the back of this form to document any unusual circumstances encountered on the scene, or other information you feel is important to the overall care given to this patient.

Section VII:
Physicians: (attach separate sheet(s) if necessary)

	Emergency Physician Comments:

	

	



_______________________________

____________________________________

___________________

Emergency Physician Printed Name

Signature 




Date

	AED Program Medical Director Comments:

	

	


______________________________________
____________________________________

___________________

AED Program Medical Director Printed Name
Signature 




Date

	Regional Medical Director Comments:

	

	


______________________________________
____________________________________

___________________

Regional Medical Director Printed Name
Signature 




Date
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