EMS Quality Assurance Report

Date of review: ____/____/____

Quality Assurance performed by: _____________________

Run Report #: _____________        Date of Service: ____/____/____

Crew: (CC)_______________/________________/_________________/___________________


	1) Repeat Vital Signs:  Repeat vital signs were performed every 5 minutes with unstable trauma patients, and every 10 minutes with medical emergencies unless patient’s condition changes or deteriorates.
	YES

NO

N/A
	

	2) Spinal Immobilization:  If spinal immobilization was indicated was it done?

If patient meets exclusion criteria for spinal immobilization was this documented?
	YES

NO

N/A

YES

NO

N/A
	

	3) If signs and/or symptoms of a possible heart attack were present, was 12-Lead EKG obtained?
	YES

NO

N/A
	

	4) Aspirin Administration:  Aspirin was administered to the pt. If suspected to be experiencing any chest pain/pressure or other symptoms related to cardiac ischemia.
	YES

NO

N/A
	

	5) Blood Glucose Check:  A blood glucose check was performed on the pt. If there is any diabetic history, any signs of decreased or altered LOC, or any suspected seizure activity.  
	YES

NO

N/A
	

	6) Scene Time:  the on scene time was 20 minutes or less.  If longer than 20 minutes, was there a valid explanation in the documentation.
	YES

NO

N/A
	

	7) Neurologic Assessment:  If signs or symptoms of possible stroke, was the Cincinnati Stroke Scale done and documented.
	YES

NO

N/A
	

	8)  Glasgow Coma:  Was the Glasgow coma scale documented for a trauma call ?
	YES

NO
	


Date returned to Crew:  ___________________





□ check if additional review/follow-up is necessary








