
WEST VALLEY FIRE DEPARTMENT 
EMERGENCY MEDICAL INCIDENT REPORT 

 
__________________________________                                  Patient_______of_______ 
Incident Number 
 
Date__________________________________Responding Apparatus______________________________________ 
 
Alarm Time _____________________  On Scene Time _____________________ In Service ___________________ 
 
Incident Address ________________________________________________________________________________ 
 
Patient’s Full Name ______________________________________________________________________________ 
 
Patient’s Address ________________________________________________________________________________ 
 
Age ______________________   DOB ______/______/______    M / F    Phone Number_______________________ 
 
Chief Complaint: ___________________________________________  Physician:____________________________ 
 
Mechanism of Injury: ________________________________________ Allergies: _____________________________ 
 
Previous HX: ______________________________________________ Last Intake: ___________________________ 
 
Medications: ___________________________________________________________________________________  
 
______________________________________________________________________________________________ 
 
Assessment: Illness   Cardiac   Trauma / MVA              Seizures 
  Respiratory  Diabetic  C.V.A. / T.I.A.               Overdose 
  Syncope  Allergic Reaction Altered Mental Status              Other  
           
Puplis:  Equal  /  Reactive  /  Constricted  /  Unequal  /  Unreactive  /  Dilated  /  Fixed 
 
Factors:  Alert  /  Disoriented  /  Conscious  /  Unconscious  /  Trauma Band #______________ 
 
Procedures: 
 Airway     CPR     Combi-tube 
 Bleeding Control   Burns / Wound Care   Defib / AED 
 Chest / Abdominal Thrust  Extrication    OB / Delivery 
 Spinal Immobilization   Splint FX’s    Suction  
 Oxygen Therapy  Liters_____________ BMV / Cannula / Mask   Other _______________ 
 

 

   AMBULANCE FIRST ON SCENE      REFUSAL SIGNED (on back) 

Transported to:     PYMC    YVMH   No Transport  Other ___________ 
 
Transported by:    AMR   ALS   FD   YSO  Other ___________ 
 
YSO on Scene #________________ YPD on Scene# ________________WSP on Scene# _______________ 
 
Report By ______________________________________________________________________________________ 
 
Officer on Scene ________________________________________________________________________________ 
 

                Time                                    Blood Pressure       Pulse Respirations      Cap Refill 
 
__________:__________ __________/__________           __________ __________      ____ x sec 
__________:__________ __________/__________ __________ __________      ____ x sec 
__________:__________ __________/__________ __________ __________      ____ x sec 
__________:__________ __________/__________ __________ __________      ____ x sec 



 
Vehicle #1 
 
License# __________ 
 
Make_____________ 
 
Model ____________ 
 
Year _____________ 

 
Vehicle #2 
 
License# __________ 
 
Make _____________ 
 
Model _____________ 
 
Year ______________ 

 
Vehicle #3 
 
License# __________ 
 
Make _____________ 
 
Model _____________ 
 
Year ______________ 

 

 
 
NARRATIVE / COMMENTS: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 “I hereby acknowledge that I do not desire any further medical treatment or transportation at  this time.” 
 

 “I hereby acknowledge that I have been advised that evaluation, treatment and / or transportation is necessary 
for my condition.  I have also been informed of the potential risk involved if I do not comply with this advice.” 
 

 “Furthermore I state my refusal to follow the advice given me by emergency medical personnel, and refuse 
further evaluation, treatment and / or transportation to a medical facility.  By the above statements, I hereby absolve 
and hold harmless of any responsibility all emergency medical services (EMS) personnel, and their agents, for any ill 
effects which may result from my actions.” 
 

 “Do Not Resuscitate” directive presented and verified. 
 
 
Patient / Guardian Signature __________________________________________  Date ________________________ 
 
 
Signature of Witness ________________________________________________ Date ________________________ 
 


