	
	Patient Label

	

	Southwest Idaho Cardiac Level I Inter-Facility Transport Form:  PLEASE ATTACH EKG

	
	                                                                                                                                 COMMENTS
1. Onset time of Chest Pain:

2. Patient Arrival Time in ED: ________________

Mode of Arrival:   FORMCHECKBOX 
  Self/Family/POV     FORMCHECKBOX 
  Air
                          FORMCHECKBOX 
  Ambulance   FORMCHECKBOX 
  Mobile ICU   
If EMS, agency name: ______________________
3. 1st ECG Time: _________________

 Location:     FORMCHECKBOX 
 Pre-hospital      FORMCHECKBOX 
 ED
4. Call Time to Transfer Team:

5. Transfer Team Arrival Time:

6. Mode of Transfer:   FORMCHECKBOX 
  Ground Ambulance     FORMCHECKBOX 
  Mobile ICU       FORMCHECKBOX 
  Air

7. Transfer Team Out Time (Depart from your ED):

8. Activation time of cath lab: ________________



	
	HISTORY

Age: ___________                   Gender:    FORMCHECKBOX 
  Male    FORMCHECKBOX 
  Female

PMH:   FORMCHECKBOX 
  HTN      FORMCHECKBOX 
  DM      FORMCHECKBOX 
  CAD     FORMCHECKBOX 
  CHF     FORMCHECKBOX 
  COPD      FORMCHECKBOX 
  Other:  

Home Medications:   FORMCHECKBOX 
  See Attached List  
________

________
Allergies:   FORMCHECKBOX 
  NKDA   FORMCHECKBOX 
  PCN   FORMCHECKBOX 
  Sulfa  FORMCHECKBOX 
  Morphine   FORMCHECKBOX 
  Latex   FORMCHECKBOX 
  Nickel  FORMCHECKBOX 
  IV Contrast    FORMCHECKBOX 
  Other: __________
DNR:   FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No            DNI:   FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No



	
	ASSOCIATED PROBLEMS TODAY (not PMH):

 FORMCHECKBOX 
  CHF    FORMCHECKBOX 
  Cardiogenic shock   FORMCHECKBOX 
  Bradycardia    FORMCHECKBOX 
  V.Tach    FORMCHECKBOX 
  Other Arrhythmia:

 FORMCHECKBOX 
  Vomiting   FORMCHECKBOX 
  Anxiety   FORMCHECKBOX 
  Fear of Flying   FORMCHECKBOX 
  History of Motion Sickness



	
	INITIAL / LAST VITAL SIGNS:

BP

HR

RR

O2 Sat

FiO2

Rhythm

Initial

Last



	
	PAIN LEVEL:  Initial 1 – 10:                                                            Last 1 – 10:  

What decreased the patient's pain level (check all that apply):

 FORMCHECKBOX 
  Oxygen     FORMCHECKBOX 
  NTG SL    FORMCHECKBOX 
  NTG Paste    FORMCHECKBOX 
  Morphine   FORMCHECKBOX 
  Other:  



	
	TEST RESULTS:

CXR:     FORMCHECKBOX 
   Not Done     FORMCHECKBOX 
   Normal     FORMCHECKBOX 
   Abnormal (specify):  

BUN / Creatinine:  ________________      Potassium: ________________

	
	IV ACCESS:

Location:

Size:



	
	IV FLUIDS:

Fluid Type:

Amount Given:



	
	MEDICATIONS GIVEN:

ANTIPLATELETS

 FORMCHECKBOX 
  ASA  325mg po   OR    FORMCHECKBOX 
  ASA 81mg x 4 po  
 FORMCHECKBOX 
  Clopidogrel 600mg 
 FORMCHECKBOX 
  Other:  

NITRATES 

 FORMCHECKBOX 
  NTG 0.4mg sl, #:                
 FORMCHECKBOX 
  NTG paste, # inches:                 
 FORMCHECKBOX 
  Other:  

ANALGESICS 

 FORMCHECKBOX 
  Morphine, #mg:                 
 FORMCHECKBOX 
  Other:  

ANTICOAGULANTS [check one given]
 FORMCHECKBOX 
  Heparin 60un/kg bolus (max 4,000un), # units:                 
 FORMCHECKBOX 
  Heparin 5,000un IV bolus

 FORMCHECKBOX 
  Enoxaparin 30mg IV bolus then after 15 min 1mg/kg SQ, #units SQ:  
            
 FORMCHECKBOX 
  Enoxaparin 0.75mg/kg SQ (age > 75 yrs, no bolus), # mg SQ:  

 FORMCHECKBOX 
  Other:  
 

BETA-BLOCKER [check one if given]
 FORMCHECKBOX 
  Metoprolol 25mg po 
 FORMCHECKBOX 
  Metoprolol 5mg IV  
 FORMCHECKBOX 
  Other:  

THROMBOLYTICS [indicate which is given and time]
 FORMCHECKBOX 
  Retavase 10mg IV bolus #1, time given:  ___________________________________
 FORMCHECKBOX 
  Retavase 10mg IV bolus #2, time given:   __________________________________
      OR

 FORMCHECKBOX 
  TNKase IV bolus (circle dose), time given: __________________________________
Weight – Kgs:

Dose – mgs:

< 60

30

60 – 69

35

70 – 79

40

80 – 89

45

> 90

50

ANTI-EMETICS [check if given]
 FORMCHECKBOX 
  Zofran, #mg/route:          /          
 FORMCHECKBOX 
  Phenergan, #mg/route:           /          
 FORMCHECKBOX 
  Other:  

ANXIOLYTICS [check if given]
 FORMCHECKBOX 
  Versed, #mg/route:          /          
 FORMCHECKBOX 
  Ativan, #mg/route:           /          
 FORMCHECKBOX 
  Valium, #mg/route:          /____  

 FORMCHECKBOX 
  Other:  

OTHER MEDS GIVEN:   




____
____

____

____

____
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