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e Document information related to the
: : patient’s condition, care, and service

O bJ eCtlveS: provided while adhering to all legal,

: confidentiality and HIPAA

requirements.

skt Homis * Multi\/ 0




s
e

* Document important Operations
Information including patient
demographics as well as information
from your dispatch center, such as how
the call was received, response times
and response type.
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e Document all the important
information needed for obtaining the
payment source for services provided
by EMS.
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Objectives:
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Social history: likes to go
howling with his friends
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Timeline of
Events
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What is the complaint?
What type of response was determined?
What guideline was used?

This will dictate a BLS or ALS response

Can also dictate Emergency vs. Non-Emergency
Response
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Dispatched En-route

2] = & — S
Response

How did you respond?
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Emergency response is a BLS, ALS1
or ALS2 level of service that is
provided in immediate response
to a 911 call or equivalent.

Emergency

Response:

Immediate response is when an
ambulance provider takes the
necessary steps to immediately
respond to the request for service.
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Regardless of the method the call is

made in, the call is emergent when,

based on the information available

to the dispatcher, it is reasonable

for the dispatcher to dispatch EMS
emergently while following an
accepted, standard, dispatch

protocol.

“911 call or equivalent” establishes

the standard that the nature of the

request at the time of dispatch is
the determining factor.
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An emergency call does not need to come from The determination to respond emergently must
911, even in areas where 911 systems exist. be equivalent to the local 911 or equivalent
protocols
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If the call comes directly to the ambulance
provider, then the agency dispatch
protocol and dispatcher’s actions must
meet, at a minimum, the standard protocol
of local 911 centers.

AR R R

Application

For areas that don’t have local 911, the agencies
dispatch protocol and actions must minimally
meet the standards of the dispatch protocol in a
similar jurisdiction in the State, or if that does
not exist, then the standards of any other
dispatch protocol in the State.
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 When the dispatch is inconsistent with this
A | icatiO N standard or protocol, such as when no protocol
p p was used, the patient’s condition at the scene

determines the appropriate level of payment.
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Emergency vs. Non-
Emergency

e What is your average response time to 911
emergency calls?

e Compare the time it takes you to respond to
an actual emergency. Does the time
responding to an Urgent Care Center match
time for an emergency call?

* Not the only indicator.

e Was the call received in the same way other
emergency calls are taken?

* If routine emergency calls are assigned a
priority or EMD code, do your non-
emergency calls?

e Best practice it to follow accredited

(E FD%I:!ﬁgstandards for determining response levels. *Mu't'.

This Photo by Unknown Author is licensed under CC BY


http://jackbrummet.blogspot.com/2014_08_01_archive.html
https://creativecommons.org/licenses/by/3.0/

ALS Response and
Assessment

Multi

e ALS Assessment:

e An advanced life support (ALS) </ FDRHPO
assessment performed by an ALS Fort Drum Regional
provider as part of an emergency b g g

Organization

response that was necessary due to
the patient’s reported condition at
time of dispatch was such that only an
ALS provider was qualified to perform
the assessment.

e An ALS assessment does not have to
result in a determination that the
patient requires ALS service.
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 The determination to respond
emergently with an ALS ambulance
must follow local 911, or equivalent,
service dispatch protocol.

* |f the call came directly to the service,
the provider’s dispatch protocols must
minimally meet the local 911 protocol,
or similar.
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On Location:

g T PR AL T

Be sure to accurately document
scene times. This helps in

proving an emergent response
to your calls.

At Patient Side:

Always complete a full assessment. Make sure
you complete and ALS assessment when
dispatched on an ALS level response.

Organization



Medicare sees ambulances as
T tati transportation only. Medicare
ransportation patients go to the closest facility,

with exceptions.

= : Document each
Interventions . :
intervention clearly.

Foundation of
Documentation

This will dictate the level of

Chief Com pIaint service, response to the call
and the patient condition.
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Documentation
Highlights
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Chief Complaint

Why did the patient

call EMS for

treatment and

transport?
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Chief complaints are often documented as
“none”, or “for transport”. This is not good
for reimbursement. A patient who's
unresponsive does not have a chief complaint
of "none® their chief complaint is their
condition - unresponsive. A diabetic patient
can have a chief complaint of altered mental
status, or hypoglycemia if someone
measured their BG prior to EMS arrival. If
you're transporting a patient from a local
urgent care center, documenting "transfer for
blood work" or "transfer for a cast
application" will often lead your claim for
reimbursement being denied. Instead,
document abdominal pain, or headache, or a

broken arm. Isn't that their initial complaint?



History of
Present llIness
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This is the story of what is
going on with your patient.
This is not a section for
documenting interventions
or assessments.

The HPI plays a critical role
in the patient’s medical
record and record for billing.
Each call should have an
OPQRST-I and SAMPLE
documented. Pertinent
negatives are equally
important. This will help tell
the story for an ALS
assessment and response —
if needed.

On transports, document
the need for an ambulance,
what services are not
available at the sending
facility and if the patient is
having an emergent
procedure on arrival at the
sending facility.



Interventions

What did you do for
your patient on this

call?

—
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Every interventions gets its
own line on the chart, unless
times truly correlate. If you
start an |V, it is acceptable to
document the BG on the
same line, however a 4 lead
ECGand a 12 lead ECG
should have a separate line.
Are you truly giving
Morphine and Zofran at the
same time? Document then
on 2 different lines. This
helps coders identify calls
that can be billed as ALS2.



ALS 2 Criteria

A2 | Y Multi




Advanced Life
Support, 2

e Advanced Life Support, Level 2 (ALS2) is the
transportation by ground ambulance and the provision
of medically necessary supplies and services including:
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e At least three separate administrations of one or
more medications by IV push/bolus, or continuous
infusion (except crystalloid fluids)

- Or -
 Ground ambulance transport, medically necessary

supplies and services, and the provision of at least
one of the following ALS2 procedures:

Manual defibrillation/cardioversion

Endotracheal intubation (SG airways are not
included)

Central venous line
Cardiac pacing

Chest decompression
Surgical airway

O access

I Multi/-



An example of a single dose medication
administered fractionally, on three
separate occasions, that would not
qualify for the ALS2 payment rate, would
be the use of IV Epinephrine in the
treatment of pulseless VT/VF in the adult
patent.
.. Administering this in increments of
An Exam P e 0.25mg, 0.25mg and 0.50mg would be
qualify for ALS2. The AHA ACLS
Guidelines state this medication is
administered 1mg every 3-5 minutes.

In order to receive payment for ALS2,
Epinephrine must be given in three
separate 1mg doses for the treatment of
pulseless VT/VF.
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| |ICD-10 Codes For Emergencies

Abdominal Pain

R10.10 Upper abdominal pain, unspecified
R10.0 Acute abdomen

R10.10 Upper abdominal pain, unspecified
R10.11 Right upper quadrant pain

R10.12 Left upper quadrant pain

R10.13 Epigastric pain

R10.2 Pelvic and perineal pain

R10.30 Lower abdominal pain, unspecified
R10.31 Right lower quadrant pain

R10.32 Left lower quadrant pain

R10.33 Periumbilical pain

R10.817 Generalized abdominal tenderness
R10.819 Abdominal tenderness, unspecified site
R10.84 Generalized abdominal pain

R10.9 Unspecified abdominal pain

R19.30 Abdominal rigidity, unspecified site
R19.37 Generalized abdominal rigidity

Chest Pain

R0O7.1 Chest pain on breathing

R0O7.2 Precordial pain

FO7.82 Intercostal pain

R0O7.89 Other chest pain

R0O7.9 Chest pain, unspecified

R10.13 Epigastric pain

R11.10 Vomiting, unspecified

R11.11 Vomiting, without nausea

R11.2 Nausea with vomiting, unspecified
120.0 Unstable angina

121.3 ST elevation myocardial infarction (STEMI),
unspecified site.

126.99 Other pulmonary embolism without acute
cor pulmonale

146.9 Cardiac arrest, cause unspecified
148.91 Unspecified atrial fibrillation
149.9 Cardiac arrythmia, unspecified
150.9 Heart failure, unspecified



| |ICD-10 Codes for Non-Emergencies

e Stroke

167.89 Other cerebrovascular disease

169.91 Cognitive deficits following unspecified cerebrovascular
disease

169.941 Monoplegia of lower limb following unspecified
cerebrovascular disease affecting right dominant side

169.942 Monoplegia of lower limb following unspecified
cerebrovascular disease affecting left dominant side

169.943 Monoplegia of lower limb following unspecified
cerebrovascular disease affecting right non-dominant side

169.944 Monoplegia of lower limb following unspecified
cerebrovascular disease affecting left non-dominant side

169-949 Monoplegia of lower limb following unspecified
cerebrovascular disease affecting unspecified side

169.951 Hemiplegia and hemiparesis following unspecified
cerebrovascular disease affecting right dominant side

169.952 Hemiplegia and hemiparesis following unspecified
cerebrovascular disease affecting left dominant side

169.953 Hemiplegia and hemiparesis following unspecified
cerebrovascular disease affecting right non-dominant side

169.954 Hemiplegia and hemiparesis following unspecified
cerebrovascular disease affecting left non-dominant side.

169.959 Hemiplegia and hemiparesis following unspecified
cerebrovascular disease affecting unspecified side.

e Special Positioning and Unable to Ambulate

L89.133 Pressure ulcer or right lower back, stage 3
L89.134 Pressure ulcer of right lower back, stage 4
L89.143 Pressure ulcer of left lower back, stage 3
L89.144 Pressure ulcer of left lower back, stage 4
L89.153 Pressure ulcer of sacral region, stage 3
L89.154 Pressure ulcer of sacral region, stage 4
L89.313 Pressure ulcer of right buttock, stage 3
L89.314 Pressure ulcer of the right buttock, stage 4
L89.323 Pressure ulcer of the left buttock, stage 3
L89.324 Pressure ulcer of the left buttock, stage 4

L89.43 Pressure ulcer of contiguous site of back, buttock and hip,
stage 3

L89.44 Pressure ulcer of the contiguous site of the back, buttock
and hip, stage 4

M24.551 Contracture, right hip

M24.552 Contracture, left hip

M24.561 Contracture, right knee

M24.562 Contracture, left knee

M25.50 Pain in unspecified joint

R26.0 Ataxic gait

R26.1 Paralytic gait

R26.89 Other abnormalities associated gait



From Scene

Are you transporting to
the right facility?

— m

At Destination

How was the patient moved
from the ambulance?
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This Photo by Unknown Author is licensed under CC BY-SA

AII charts must be documented to the nearest tenth of a mlle
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Fractional Mileage:


https://photo.stackexchange.com/questions/11274/what-is-one-single-point-perspective-photography
https://creativecommons.org/licenses/by-sa/3.0/

is down.



Medicare Documentation Guidelines
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This means that the institution is generally equipped to
provide the needed hospital or skilled nursing care for
the illness or injury involved. Regarding a hospital, it
also means a physician, or physician specialist is
available to provide the necessary care required to treat
the patient’s condition.

Appropriate
Facility

If a physician does or does not have staff privileges in a
hospital, it is not a consideration in determining if a
hospital has appropriate facilities. If an ambulance
service transports to a more distant hospital for the
service of a specific physician/specialist, it does not
make the hospital where the physician has privileges
the appropriate facility.
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If a more distant facility is better equipped, either qualitatively, or
guantitively to care for the patient, does not warrant a finding that the
closer facility is not “appropriate.” This is warranted however, when
the beneficiary’s condition requires a higher level of trauma care or
other special service available only at a more distant hospital.

A p p rO p rl a te A legal impediment that bars a patient’s admission would find that the

institution did not have appropriate facilities.

Facility

* Example: Nearest TB equipped facility may be in another State and that State’s law
prohibits admission of non-residents.

An institution is also not considered appropriate if no bed is available.

=
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An Example

e Mr. Smith becomesiill at his residence and
requires ambulance service to the hospital. The
hospitals in Mr. Smith’s community are capable
of general in-patient care, however Mr. Smith
requires immediate dialysis and none of the
local hospitals have this capability. The service
area of the closest hospital with dialysis does not
cover his home. Transport to the farther
hospital is acceptable as the appropriate facility
due to treatment capabilities.

“® FDRHPO i
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Billing Signatures

Competent

 The patient must be competent. If the patient had a couple beers, they can still be competent. Use common sense

judgement. If there are doubts, have a witness sign as well.

Age

* |fthe patient is under 18, have a parent/guardian sign. Patients under 18 can sign for themselves if emancipated,

buy NYS does not officially issue emancipation orders.

Parents/Legal Guardians
Relatives, Friends

Representative of an Institution Providing Care or Support
e Theis the second to last choice and should be reserved almost as a last choice.

Last Resort

 Medic signs for the patient, but only when these conditions are met:
* Beneficiary is unable to sign; AND
e There is no other person who could; AND :

e The circumstances are fully documented C’! FDRHPO
4

Fort Drum Regional
Health Planning
Organization
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Physician Medical Necessity

* Necessity and Reasonableness:

* Medical necessity is established when the patient’s
condition is such that use of any other method of
transportation is contraindicated. In any case in which
the means of transportation other than an ambulance
could be used without endangering the individual’s
health, whether such transportation is available, no
payment may be made for ambulance services.

* In all cases, the appropriate documentation must be
kept on file and, upon request, presented to the
carrier/intermediary. It’s important to note that the
presence, or lack thereof, of a physician’s order for
transport by ambulance does not prove, or disprove,
medical necessity for ambulance transport.
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Just because you have a PCS doesn’t mean
the transport is medically necessary!!!

—
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e Under the FS payment is made according to the level of
medically necessary services furnished. That is, payment is
based on the level or service furnished, provided it is medica
necessary, and not simply on the vehicle used. Even if a loca
government requires an ALS response for all calls, payment
under FS is made only for the level of service provided, and t
only when the service is medically necessary.
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Bed Confinement

e Bed Confined

e Unable to get up from bed without assistance;
e Unable to ambulate; AND
e Unable to sit in a chair or wheelchair

e This term is not synonymous with “bed rest” or
“non-ambulatory”. Bed confinement, alone, is
neither sufficient, not is it necessary to determine
the coverage for Medicare ambulance benefits. It is
just one element of the beneficiary’s condition that '
may be considered in the intermediary’s/carrier’s C’ !:RRIEIPQ
determination of means of transport other than an s Health Planning

. Organization
ambulance were contraindicated.
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Putting It All Together

e The call starts with the call taker. This information
determines your level of response and your ability to bill
for ALS assessments.

e |f the call is an emergency call, treat it like one. You don’t
have to respond lights and sirens, but you do have to
respond immediately.

e Ensure your assessments are thorough, accurate, and
reflect what you witnessed and performed.

e Ensure you obtain billing signatures, PCS’s, ABNs, hospital face
sheets, and other necessary information to create a claim. The
faster the claim can be processed, the more likely payment is.
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Chart Review
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PRID:' PCR Humber: 17 ] ; DR HNumbear
Basa:Stat o 1.2 Team: =

Unit: iB | Transport Crew 1:0ther Caragiver — CErre .
Shift:n

Dispatched AscEDdominal Paim> I

Mazs Casualty:

venc. cria: [N Crew 2

Type of Svo:Scocsne nechedul=d
Response Code:bof 1 WET Transport, PFrimary aregiver -
Hode to Raf -l L.zeyhut 1ren S esrt
Moved Via:Stretcher I.Illlllllll
Position:Supine - taramedl
Outcome - T 1 ced, 'TANS] Fted k [ )
Amb . Trangport Code:Inif : I BRFT - Abd ria
Mode to Reo:
Mowed From:Stroet
Transportiinab_ e stand w hout

Assaessmant:asslslLance

Stretchar Purpose :

Pt. Condition:
Final RARouity:lower Acull i 1]
CHMS Service Lewel 215,

Raf Othar Typa:
Location:

Reacaiving

Eesgqueastear:

Scanas Grid: Deast. Grid

Deastination Basis:



Chief Complaint (Category: Abdominal Pain)

e — e
0 F chief CSWF}EEEE,£E>EbdGﬂiﬁﬂl pain.

Duratiecn:|l? Hours
tomic Location:|ibdomen

ICompleted for Suspected Illiness
Secondary Complaint

and loose stools

atient also expariencing nausea, vomiting,

rltinn:hz Hours

History of FPresent Illness

EMS was requested to the above address for a 90 year old female with abdominal

Prgvuuua da ay. The fa;:l:,y gtaff sktakted that thy did an X-ray and found thet

with ileus present on the X-ray film, Upon asssssment the patient's abdominal

quadrant, the staff stated that
loose bowel movement earlier in the day.

the patient was experiencing nausea and vomiting,

pain that started around 150t the
the patient had a large cbstruction
pain was in the left upper

and that the patient had an

L

Current Madications

Allscgies

Madical History
trial Fibrillation
ypertension
coliosis
btained From:

ot Avallable

Mot BEecorded

bulfa Drugs




Activity
Time H.R. B.P. RA Sal2 Resp Ehirl'_'l:n GCS [ECG !hthu-:iﬂ‘ﬂﬂ'!
H.R. Method Resp Effort Stroke Scale
ActionCommeant
{01:28 4/5/6 1
EMS made patient contact and patient report was given to EMS by the facllity staff
o3z 4/5/6 1
EMS moved the patient from the bed to the stretcher wia the sheset pull method and secured the patient
with seat belt like straps
132 98 94 / P Y 96 16 4/5/6 #1
Electric Monitor - Pulse Hormal Cincinnati Regative
Oximatar
[r1:45 107 e| / 72 Y 96 16 4/5/6 £1
Electric Monitor - Pulse Hormal Cincinnati Negative
Oximater
a7 #1
Hosp. e p1s alert sent byl ia cellular.
H01:54 #1
Patient report given Lo BN at the patients bed side
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PRID: 55599720 PCE Mumber:149007&] DR Humber: 745

Service:
Base:
Unit:

Shift:nig

Dispatched :

Veheg. Grid:_ Faramaedic

Type of Sve:Scene Unscheduled Crew 2:0river/Filot - Transport

Response Code:Not Giwven Caregiver - 5S¢

Mode to Baf:Lights [/ Sirens _

Moved Via:Carry EMT

Position:Semi-Fowlers l * designates

Outcome:Treated, Transported by EMS RET:Breathing difficul
Amb. Transport Code: rip Mode to Rec:Mo Lights/Siren:
Mowed From:Ztretol
Stretcher Purpose:Breathing problems
Pt. Coendition:Impro
Final Acuity:Lower Acuity {(Green)
CMS Service Level:ALS, Level 1 Emergency

i s
al}

Ref Other Type:R

Location:

Receiving

Requester:
Scena Grid:

Dest, Grid




Scene Information

First Agency Unit on Scene?: Yas
Patient Belongings: The clothes on her.

Descriptiom: Arrived to find the Pt. in her mothers arms ChdOx3. Pt. was barley crying and was pink warm and dry.

Chief Complaint {(Category: Breathing Problems)

natomic Lﬁﬂltiﬁﬂ:thf&l
ALE Assessment:Completed far Suspected T1llness

Secondary Complaink
Low 02 SAT

History ;E_Er-llnt Illness

Per the mother at the sceme. The Ft, was starting to ory when she started coughing and gagging, and then turning
blue. Mother states by the time we arrived the baby started Breathing rightoand her skln coler got better.

1 Madical History Current Medications

E.—;.;-.;-, ...................................................................... .-;.|:,,:,- .......................................................... -
btalped From: Famlly




BAetlonCommant

a2 140 Y 42
i Falpated

Histaory abtalned and Pt.

34
Normal

o bhe ambulanca,

(REG)
Cincinnati Heagativa

4/8/6

EII:!.-I 13% Y G2

Zlactelc Monlitor -
Cardiac

Crddyitala asgessed, Cardiac Monitor

Complicaticn: None. RAuthoarizaktion:

36

Mormal

4 Laad,Sinuos
Tachycardia (REG)
Cincinnati Hagative

Unehanged.

rmed by N vothing acute showing

Begporge;

il

2354

Transport started.

g1

Bai57
i ied

‘Cxygen, 2 LPM wvia E

SAT increased to 100%.

Authorization:

II- C - - -l.-
p248 Probacol.

o4

BeEsponse;

Hl

Improwed

.54

pow-baly ey e alars sent b

v — ria Cgllolar. No orders given.

Al

.08 132 100

Elgctric Monitor -
Cardiac

] Raassassmant .

32

MNormal

4 Lead,MNormal Sinus
Ehythm (EEG)
Cincinnati Hegative

47576

Manual
Interp

Rl

-13 13d 104

Elactric Monitor -
Cardiac

1 arrival JLER_fm. F.

a2

4 Laad,HMormal Sinus
Rhythm (FEG)
Cincinnati Magative

4/5/6

Manual
Intarp




Chart 3:
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IF‘R.II'_'I: ! - FCHR Numbwer :

Service:
Basa -
Unit:

Ehlft

Dispatched A o
o Caﬂualty'_

Veho., Erid

Fosition:
Cutcome :T1 ced, ' TAans] -
Amby. Transport Code:

Raf Othear Typs:|
Location

Re-ues ter
Sceane Grid:;

Crew 2: = e 3 =g

Crew 3: Frimar C

Crew 4:

[ ia

BT Car
Mode o BRedc: 1l
Mowed From: i
Tranaportiinabls
Assessmeaent @ o

o = Condition:Incl
Final Aculity:
CMS Service Lawvel:

Receiwving

Dest. Grid

mec. mMaiioy Demirh

Destination Basis:



Scane Information

Deascription: Residence: Patient iz found unresponsive by PD with head against the bathroom door having fallen to
the ground amd lost control of bowels. Patient iz unclothed and in his bedroom.

First Agency Unit on Scene?®: Yes
Patisnt Beslongings: HN/A

I Chief Complaint (Category: Cardiac Arrest)

ardiac arcast

Duraticon:|15 Minutes
tomic Location:|General / Global
ALS hsssasment:[Completed for Suspected Illness

History of Presant Illneass

Crew dispatched to the abowve address for possible cardiscs arrest. Cardiac arrest confirsed en route by PD who
began CFR, Chemung Flre Department firast responders and -ar:j.uer_‘l on scena and bagan ACLIS, Patient was found
unreaponalive by mother after she and patient'"s return home this am, Patient last seen well about 10 min before 9-
l=-1 was contacted. Crew diacovered patient unresponsive with PD performing compressicona. Patient is pale and
cyancotic and has loat his bowaels and has significant bruises about his genitalia and lowear abdomen from a

previous heart catheterization. Patient is pulseless and apneic.| ACLS atarted pads placed oral airway placed |
ventilation's and compressiona performed and I0D placed with epi pushed. Patient asystole without compressions. ID
pulled during patient movement onto reeves. |Patient transferred to ambulance for further care and transporct.
Medical History Currant Madications Allergies

ardiac Acrrhythmia 1iodarone [nEnown

hronic Eidney Disease, End Stage ranesp

iabates Mellitus (DM} spirin

ypercholesterolemia trovastatin

ypertension rilinta

tainmned From: HNot Recorded amotidina

umalog

umnilin W
etoprolal
idodrine
eglan
envela
Sensipam
[razodones




Activity

RA Sa02

Rasp Rhythm

ECG Methed| Prtel

Stroke Scale

Resp Effort

Started

O A1lS DeaTroom

Inresponsive withouo
and placed
1-’t ].-' '.

el lations.,

I..ll,_

-J.'\-—.l:I

C

the patlien

= 0
L =) ot I -

COMPEesSS10ns .

on arrival p
reports tha
ulse or brea

Cincinnati Unable To

J—

Clre

Arrest g3

¥

AED and

TOULCE .

UNrespoansly

atient 15 found to be a 49 year o le & and naked lyi

t the patient was f[ound with his head agalnst the bpathroom door and
thing and PD moved the patient to begin compreszsions. Crew began ACLS
th lnititial rhythm belng asystole without a palpable pulse. CPR

over by BMS and CrFD. CPR Type was Starc Compressions and

wlj Hone., Aavbchorlzation: Yia Protocol. PE. ESponse: e s :.__|-.:.l.

joa:1z

0

Elactric Monitor
- Othear

Asystole, Other

Cinecinnati Unable To
Complets

Absant

_ Look over compresslons and ventllatClons

Manual ]

Interp

1/1/1

4L

Haii

0

Elaectric Monitor
- Cardiac
ed 3

"Woxygen initiated at 1
* Compllcation

i

0 Asystole,Other

Cincinnati Unable To
Complete

e

Asgigted

Manual #3

Interp

1/1/1

s - T — -
LAl -'_'I_::"-E_J [

1]

gsponse: Unchang




16 0 [ Asystole,Other 1/1/1 Manual §3
Intarp
Electric Monitor Assisted Cincinnati Unable To
- Cardiac Complete
Crfimnadas placed. CPR halted pt. is apneic and pulselesa, continued ACLS/ CPR. CFR AED performed by -

_ Succesaful,., Complication: Hone. AhAuthorization: Via Frotocol. Ft. Response; Unchanged.

prais 0 0 Asystolae,Othar 1/1/1 Manual 3
Intacp
Electric Monitor Assisted Cincinnati Unable To
- Cardiac Complete
Wit ¥ 10 initiated L':,.'_ with Z5mmga. at Eight Humeral IO, Attempts: 1, successful. Complicatlon:
Mone. Authorization fa Protocoel. PL. Reaponge: Unchanged. IO placed In B proximal humerus, pulled back

and found patent, £

.20 0 (1] Asystole,Other 1/1/1 Manual #3
Intarp
Electric Monitor Assisted Cincinnati Unable To
= Cardiac Complete

FPatient has a pulse with CPR only and no chythm without compressions. Epinephrine 1:10,000 (0. lmg/l=L),
R

MG via I0 gliven I'_I'_-,'_ Complication: None. Authorizatlon: Via Protocol. Ft.

Epl administered via ID: PEA noted.

Klard

i
ezponse: Unchanged.

P 0 0 Asystole,Othar 1/1/1 Manual ¥3
Intarp
Electric Monitor Assistad Cincinnati Unable To
= Cardiac Complete
IO was unaecured and became dislodged. Llnsection sight covered. CPR continued. Patient moved onto resves

stratcher and extriacated from home and transferred to .JI‘I:-'.:I..!.‘II:.'!!..

[p4:28 o o Other,Pulseless 1/1/1 Manual #3
Elactrical Activity Intarp
Electric Monitor Assistad Cincinnati Unable To
- Cardiac Complate
cm at lips. Attempts: 3, suc

mhdsionying Airway LTD Intubation 'u'r'_ with 4, essful. Placement verified

via: Auacultation, Chest Rise, Varification by: Ancther Person on the Sams Crew. Secured wvia Commarcial

]

O@ewiLee ., l._-\-|-:|.-.-|'_i::.'.|:':|"-|1':: None, None. Authorization: Via Protocol. PE. Flr*:r.!:r.r.n: T.—.|.-:'r'|'.'l'~-|, 4 ET tubi

| e tampt fallowed By King #4 alrway placemi ‘I




TET 0 0 4 1/1/1 Manual #3

Lead,Asystole ,Pulseless Interp
Elactrical Activity
Electric Monitor Asaisted Cincinnati Unable To
= Cardiac Complete
Pause with rhyvthm check. Mo pulse and pea/asvetole noted. Continued CPR,
[a:38 0 0 Asystole,Other ,Pulseless Manual #3
Electrical Activity Interp
Elactric Monitor Assisted
= Cardiac
Alre¥ Suction parformed L}-_ compllcations: None, None. Authorizatlon: Via Protocol. Pt. Response:
Unchangad.
 aaaadd 0 0 Asystole,Other, Pulseless 1/1/1 Manual #3
Electrical Actiwvity Interp
Electric Monitor Assisted
- Cardiac

“ed Epinephrine 1:10,000 (0.1mg/imL), 1 MG via ET given by | cormrlication: None. Authorization:

Via Protocol. Pt. Responsa: Unchanged.

[a:40 1] 1] Asystole,Other, Pulseless 1/1/1 Manual g3
Electrical Activity Interp
Electric Monitor Assisted
- Cardiac
Hosp. Moty ~ardiac alert sent by _ via Cellular. Hospital notified on cell of inbound with cardiac
arrest, CPR and ACLS 1n progress with asystole/pea on monitor. Potential candidate for: Other
[a:43 0 0 Asystole,Other,Pulseless 1/1/1 Manual #3
Electrical Activity Interp
Electric Monitor Assisted
- Cardiac

Final assessment: Patient has pulse only with compressions. Patient facizl color has turned from
bluefcyanotic to a2 more perfused color. Patient transported to - room 11 report given and care
transferred.
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Contact Info: * Mult

e jhaag@multimedbilling.com
e Direct line: 315-544-9193
 EMS Blog Website (education and blog):

o www.freshems.com

FDRHPO

Fort Drum Regional
Health Planning
Organization



mailto:jhaag@multimedbilling.com
http://www.freshems.com/
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