
	Triage/Intake Information

	Date:
Time:

	Name:
                                            DOB:__/__/__      Age:        Gender: M    F

	Chief Complaint:

	Significant Medical History:  

Circle if applicable – HTN         Cardiac     Diabetes     COPD 

                                 Seizures   Asthma     
                                 Other: _____________________________

Notes: _____________________________________________ ___________________________________________________

___________________________________________________


	Vital Signs:

BP: ________   P: _________

R: _________   T: _________

Pain Level: Area________ __/10

Mental Status:

Alert/Oriented   ( Yes   ( No
Height: _______Weight:_______

LMP:__________ 

Pregnant:  Y (   N (


	Medications: 

Name

Dose

Frequency

Allergies:___________________________________________
	

	Permanent Address:
	Contact number:

Alternate number:

Emergency Contact Name and Number:

	Current address/location (if different from permanent):
	

	Primary Care Physician Name:
	PCP Tel. Number:

	Information taken by: ___________________________________  Title: ____________________
Signature: __________________________________


ASC Sample Disaster/Incident Medical Record

Treatment Record

	Practitioner Notes

	Date/Time
	Include treatments, procedures, etc.
	Initials



	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	Clinician Notes

	Date/Time
	Include treatments, medications, patient response and VS, etc.
	Initials



	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


	Printed Name
	Signature
	Initials
	Title

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


All personnel who have documented on this medical record shall print their name, sign, initial and insert their title below:

	Insurance Information – required prior to patient discharge

	Insurance Carrier
	

	Member/ID number
	

	Group Number
	

	Next of Kin/Responsible Party
	


	Discharge Instructions

	Follow up with:

	Rx Given: Y     N  
	Name of Rx medication(s):

	General Instructions:

	

	Patient information entered into ReddiNet (if applicable) (

	DC Instructions given by:


(Updated 2016)
Event Name:








Patient Tracking #:





Discharge to:


(Home 


(Shelter


(Hospital


(Other: __________


Transport via:


(Walk


(Car/taxi


(Ambulance


(Other: __________


Condition:


(Stable


(Unstable


Discharge time:


___:____ am/pm





DISCHARGE DATE/TIME: _______


___











