

General Information
1) Identification Number ___________________               2) Time: ____________________
3) Ambulance Company                                         4) Date of Transport
_________________________                               _________/___________/__________
 5) Type of Ambulance: ◻ Basic	◻ Advanced
6) What is the type of transfer?
◻ Primary (From the event to the Hospital Emergency Room)
◻ Secondary (interinstitutional transfer, interconsultations or tests)
              	If secondary transport: Name of hospital that requested the transfer:  __________________
7) Address of Patient Pickup: _____________________
8) Site of origin of the patient:
◻ Street                   	◻ Other hospital                        	◻ Medical office
◻ House                  	◻ Business                               	◻ Other location
Information About Patient
9) Patient Sex:   ◻Male        ◻Female                         10) Patient Age:      	____________              
 
11) Systolic Blood Pressure      	            12) Respiratory Rate    	  13) Heart Rate
          _____________                       	                 _____________                   _____________
 

14) Mechanism of injury
◻ Injured by Firearm  	◻ Transit Accident     	◻ Falls from Height
◻ Injured by Sharp Weapon               ◻ Other Cause of Trauma   	◻ Medical Emergency (non-traumatic)
Information regarding transport
15) How much time passed from ambulance dispatch to arrival at the site of accident or the hospital that requested the transfer?
____________________ Minutes
16) How much time passed from the transfer from the site of emergency or the hospital that requested the transfer to the receiving hospital?
____________________ Minutes
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