CONFIDENTIAL

ANNEX
St. John Ambulance WHEN COMPLETED
Sos — A UL AR LA
Case Number
— Duty
PERSONAL INFORMATION :
Patient Name Date of Birth (DD/MM/YYYY)
Mr.Mrs./Miss/Ms
Mailing Address Telephone Number
: ( )
City Province Postal Code
Report Date Report Time Incident Date Incident Time incident Location
/ / hrs / / 7 hrs
. . . Ambulance Police Other
Broughtinby: nd/Relative Q s
ght in by }—“K = ¥ e ~Sdger——) . temety
HISTORY/DESCRITION- / A \ L\ N | l
History and Descridjon of InjuryX{ine i V ] Medications
Allergies
Time Blood Pressure Pulse Respiration Temperature Pupils
hrs mmHg Imin. Imin. °C L Rt.:
hrs mmHg Imin. /min, °C jLt: Rt.:
hrs mmHg Imin, Imin. °C Lt Rt:
TREATMENT
Care rendered (Be specific.) . Advised to see Physician?
O Yes Q N
PatientConsent
U Given Q1 Refused
DISPOSITION
Disposition:  Dischargetime _______hrs  Hospital
) . . . Ambulance Police Other
Accompanied by: (1 Friend/Relative = 3 Self Unit Badge: (Spociy):
PATIENT TRANSPORT
To Scene: Time Out: hrs | Km Start: LightsQ Sirenld PRQY| Time Arrive: hrs { Km Scene:
To Destination: Time Leaving: hrs LightsQ - SirenQ PRQA Time Arive: hrs | Km Destination:
Vehicle No.: Authorization: - | Driver (Print) Attendant (Print) '
Congition on Artival gxpigin; Qunchanged Olimproved  CDeteriorated
Treated by (Print Name) Signature Brigade Unit | | Page No.
Supervisor (PrintName) Signature Brigade Unit d

Medical Director(Print Name) Signature




REFUSAL_OF TREATMENT

| hereby refuse first aid treatment and acknowledge that first aid treatment and further medical treatment was

advised by the St. John Ambulance Brigade member. | therefore release St. John Ambulance and its members
from all liability for respecting my express wush

| Signature—Patient/Substitute Decision Maker Date Time

Signature—First Witness Signature—Second Witness

'HISTORY/DESCRIPTION

O ArrestWitnessed QO  ArrestNotWitnessed
Time h.

CPRstarted by

O Bystander

Q  Police/Firefigther

- 0 oter

Time CPR started
Time AED hooked up
Time of first shock
Total number of shocks given

TREATMENT

Time Medicine or Procedure Resuit

Name of Medical Director
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