
PLANNING & EVACUATION CONSIDERATIONS URGENCY:  
Evacuation Required?  Yes  No 
Final Destination? 
 
 
 

 

 
Location Description (Grid Reference): Patient Refused Care  □ See Log Entry  □ See Other: 

Field Treatment Required Evacuation Resources Required: 
  
  
  
 Communication Link: 

  

Time    Treatment Applied: # Of People In Group. 

 Current Weather:  
Air Evacuation Land Evacuation Water Evacuation 

Degree Of Slope For Heli Site: Route: Route: 

Diameter Of Heli Site:   

Wind From:                  Speed: Difficulties: Wind From: 

Altitude:  Speed: 

Visibility:  Sea State: 

Contingency Plan-See: Contingency Plan-See: Contingency Plan-See: 

Long-Term Care Considerations:  
 
 
 
 
 
 
 
 

 
  2001 Slipstream WFA 

ACCIDENT & TREATMENT REPORT FORM 
Time Of Accident: Day Month Year Rescuer’s Name: 

Patient’s Name: Age: Male Female 

Address:                 Street                     City                    Prov/State Telephone: (        )           - 

Whom To Notify: Relationship: Telephone: (        )           - 

Family Physician Name: Telephone: (        )           - 

Medical Plan Name: Medical Plan Number: Prov./State of Plan Origin: 
 

Injury / Illness 
Suspected:  

Anterior View Posterior View 

 
Describe Mechanism of Injury, Events, and/or Chief 
Complaint:  

 
 
 
 
 
 
 
 
 
Number each injury site on models above & describe (List 
most severe first): 

1: 
2: 
3: 

Allergies:   
 

Medications:  
 
Dosage/Frequency? 

Previous Medical History (Injury/Illness):  
 
 
Chronic Conditions?  Medical ID Tag? 

 
Previous Physician’s Care: 

 

Susceptibility To Infection: 

Recent Illnesses: 

Last Food: AM/PM 

Last Drink AM/PM 

Environment: C o l d ?   H e a t ?   A l t i t u d e ?  P o i s o n s ?  

 
Current  
Tetanus Yes No Contacts 

Removed Yes No N/A 
Las t  Bowe l :  
Las t  U r ina t ion :  
Mens t rua t ion :  Pregnancy :  
 
Other Factors Recent Travel? 
Wound Abscess/Infection? 

Emotional Stresses? 

Mental Health? 



  PHYSICAL ASSESSMENT   (Complete Only When Applicable) 
When was condition first noticed? Time: AM/PM Date: Description of condition should be recorded 

in “Mechanism of Injury/Chief Complaint” 

How has it progressed? Improved Deteriorated Details: 

What makes it better or worse?  

Ever happened before? Yes No Details: 

If yes, what was done to alleviate it? 

Group members with similar complaint? Yes No Details: 

Related events: 

 

C.N.S. Exam If Apparent Deficiencies - Repeat relevant aspect(s) of examination(s) to confirm.  

Vision: 

Hearing: 

Speech: 

Irritability or personality changes? If yes, describe: 

Face appears symmetrical? Yes No If no, describe: 

Co-ordination/Balance (eyes closed): 

Equal (and normal for the patient) strength? Arms/Hands Yes No Legs/Feet Yes No 

If no, describe: 

Equal (and normal for the patient) sensation? Arms/Hands Yes No Legs/Feet Yes No 

If no, describe: 

Glasgow Coma Scale check as per “Vitals” section. Eyes (1-4): Verbal (1-5): Motor (1-6): 

Chest Exam Check any applicable boxes below only if conditions are present. 

Coughing Shortness of breath Difficulty breathing Yellow phlegm Green phlegm 

Additional observations: 

Abdominal Exam All four quadrants - check any applicable boxes below only if conditions are present.  

Rigidity Pain Referred/Radiating Pain Rebound Tenderness 

Describe and indicate location: 

Wound Exam:  Details and Additional Observations:  No wound found: 

Visible bone/tendon/ligament? Yes No  

Visible debris in wound? Yes No  

Discharge or swelling? Yes No  

Does wound require closure? Yes No  

Pain on flex/extend? Yes No  

Tender/swollen lymph nodes? Yes No  

ONGOING ASSESSMENT Eyes Open  Best Verbal Response  Best Motor Response 

(Complete Only If Applicable) 4 Spontaneously 5 Oriented 6 Obeys Command to Move  
3 To Speech 4 Confused 5 Localizes Pain 
2 To Pain 3 Inappropriate 4 Withdraw Response To Pain 
1 No Response 2 Incomprehensible 3 Flexion Response To Pain 
 1 No Response 2 Extension Response To Pain  Pupil Size (mm)   1 No Response 

Date            
Time            

Vital Signs Every 15 minutes until stable; then hourly; when condition remains stable - every 4 hours. 
Glasgow Eyes            

Coma Verbal            
Scale Motor            

Respiration Rate            
 Character            

Pulse Rate            
 Character            

Pupils L Size 
(mm)            

L = left L React            
R = right R Size 

(mm)            
 R React            

Skin Colour            
 Temp            
 Moistness            

Other (vomit, incontinence, convulsions, etc.) 

 
 
 

Core Oral            
Temperature: Rectal            

Circulation Distal to any            
Sensation  Injury:            

Ongoing Treatment Log 
C

           
Oxygen Flow Rate:            
Drugs:            
Dressings/ Lymph Node            
Food & Liquids            
 


