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This month we will be looking at the medical report that we generate as well as the release forms 
that we use when documenting a patient refusal of care. Documentation on a medical report 
serves many purposes. Some of the reasons for documentation include: 
 

• Preserves basic patient information for your department 
• Records any changes noted in the patient condition 
• Supports the treatment that you provided 
• Allows continuity of patient care 
• Satisfies national regulatory requirements for creating medical records 
• Provides data for Quality Improvement and Quality Assurance 

 
Good documentation also helps to protect the EMS personnel when it comes to litigation. Having 
a solid medical report to review and refresh your memory in the event of you being deposed or 
even having to testify will make you look much more credible when all of your care has been 
documented. It reflects on the fact that you provided good patient care.  An accurate, complete 
medical record implies organized assessment and management of your patient. Characteristics of 
a good medical record are: 
 

• Accurate 
• Complete 
• Legible 
• Free of extraneous information 

 
Accurate means that we are only documenting the facts and noting all of our observations. Do 
not speculate about the patient or the incident itself in your reports. Make sure after you have 
information in your document that you are double checking items like numerical entries for 
accuracy and you have not documented a wrong total for something. Always recheck your 
spelling of the patient’s name, the location of the incident and be very cautious with medical 
terminology and the spelling of those words. 
 
Complete implies that all of the required and requested information has been placed in the 
document. If information that is requested is not applicable or does not apply, then make sure to 
note “not applicable” or “N/A”. Include at least two sets of vital signs on every patient you 
encounter. Failure to document something implies to the person looking at your record that you 
failed to consider it. If you look for something and you note that it is not there, document it’s 
absence in the record. An example would be “there is swelling and deformity at the L ankle, but 
no crepitation was noted while splinting” Remember that if it is not documented…it was not 
done! 
 



Legible means that if you cannot make sense of your report, you also may be unable to determine 
what happened when you are asked to interpret it by someone else. Documents that are 
subpoenaed or brought into court usually speak for themselves. You will be much more credible 
on the stand or to attorneys if what you wrote makes sense. If your document does not make 
sense, a jury has the right to ignore it altogether.  
 
Free of extraneous information implies that you will avoid using phrases that will label your 
patients  as being “drunk” or maybe “psych patient”. You will only want to describe the 
observations you made while you had contact with your patent. You also want to add a preface to 
any comments that had been made by the patient as “per the patient” or “patient stated” before 
what had been said. An example of this would be “patient stated that they had two beers today”. 
Only use quote marks if it is accurate as a statement which is word for word.  You will only 
document hearsay if it applicable to the patient at this time. Do not record it as factual 
information. Avoid interjecting any humor into the report. The public does not regard EMS as 
any kind of a humorous business.  
 
A copy of your medical record is required to be filled out and either left at the ED or faxed to 
them after it is completed back in your station. A green sheet, which is the information form that 
you fill out at the scene and throughout your call, will need to be copied and left at the ED until 
the actual medical report has been produced. The person that is in back with the patient during 
the transport should be the individual that completed the medical document. All personnel that 
were involved and participated in the care of the patient should review the report before actually 
signing off on it. Here is a copy of the green sheet for your review of the information on that 
document.  
 

 



Another form that is used by several agencies is the patient information sheet. This form was 
used for a smooth patient handoff to Flight For Life for years, but we have now used it for 
registering the patients when they come in to the ED as well.  
 

 
 
If something needs to be corrected in the medical record, correct it. The sooner the error is 
corrected the more credible and reliable the change is. Remember that every time you enter the 
medical record, you basically leave a finger print that says you were in there and why. Use an 
addendum form in the document to make any and all changes. This will be saved with the 
original medical document with the date and time of the change.  
 
Don’t hesitate to write a long report on your patient. It is always better to document findings 
now, than to try and recall the events later. Avoid stating diagnostic impressions. Report facts 
and observations and if you must state a diagnostic impression, do so within the scope of your 
training. You want to include the observations that led you to that impression. If your training 
includes 12 lead ECG’s, you may include why you feel the patient may be having an Inferior 
Wall MI because of the elevation noted in II, II and AVF.  
 
Avoid using “possible” or even “?” when you do your observations if they would be very 
obvious to anyone. If the patient fell off their bike and has an open fracture to the R wrist and 
you put in that the patient has a “possible” fracture to the R wrist after bone ends have been 
noted, that would be an obvious finding. If your patient complains of pain in an area, state what 
you found when you examined that area. Failure to actually record your observations implies that 
you did not investigate it.  
 
Now we are going to discuss some certain things that you will want to document on specific 
types of calls. These are things that should be placed in your narrative as well as conveyed to the 
ED when you call as well as during your patient hand off time.  
 
MVC’s you need to report: 

• Type of collision (head on, rollover, lateral impact, etc) 
• Degree of damage to the vehicle 
• Location of patients  
• Use of seatbelts  
• Was there air bag deployment? 



Falls you need to report: 
• Where the patient fell from 
• How far the patient fell 
• The surface the patient fell onto  
• The reason the patient may have fallen 

 
Head injuries you will report: 

• Level of consciousness (alert, verbal, painful or unresponsive) 
• Pupil reaction to light 
• Note the presence or absence of: 
• Discharge from the nose or the ears 
• Cervical pain, muscle spasms, tenderness or any deformity 
• Altered PMS (pulses, movement or sensation) 

 
Chest injuries you will need to report: 

• Position of the trachea 
• Status of the neck veins (are they distended or not) 
• Breath sounds 
• Heart sounds 
• Note the presence or absence of: 
• Crepitus 
• Subcutaneous air 
• Paradoxical movement of the chest wall 

 
Extremity injuries you will need to report: 

• Distal skin color and temperature 
• Note the presence or absence of: 
• Distal pulses 
• Motor function 
• Sensory function 

 
Always remember that good documentation is NOT C.Y.A, good documentation is a reflection 
of good patient care! 
 
Now let’s discuss patient refusals. We all have been on calls where we need to document the fact 
that the patient or individual is refusing care. Providers should always do the following when a 
patient is refusing treatment. 
 

• Assess the patient as completely as possible 
• Inform the patient of the findings 
• Offer the patient treatment and transport to the hospital 
• Identify the negative aspects of the patient not seeking medical attention. 

 
 
 



If after doing the above, the patient still decides that they do not wish to have medical treatment: 
 

• Contact OLMC with all the findings including the patient’s refusal both in writing and on 
the recorded EMS landline at the hospital PRIOR to the patient leaving the scene. 

• Require the patient signs the appropriate medical release  
• Have the signature witnessed by family members, friends or police officers.  
• Advise the patient and witnesses of the potential risk of not seeking medical treatment. 
• Advise the patient of signs and symptoms to be aware of, advising that should any of 

these occur, that they need to seek medical attention.  
• Document in your narrative that all of this was completed  
• Use the appropriate Patient Instructions forms to assist with the documentation.  

 
The following are the forms that should be filled out and attached to your medical document to 
show that these instructions were given to the patient and were given to them. As you can see 
there is a specific form for the head injured patient which indicates the warning signs of a head 
injury as well as what to do at home. The next document is for several different types of refusals 
and allows you to choose a specific category such as Wound Care, Post MVC, Sprain/Fracture, 
High B/P, Low or High Blood Sugar. These boxes can just be checked, instructions given to the 
patient and the patient/guardian will sign as well as the witness.  

 
Ref: Temple College CE program on documentation.  
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NAME: ______________________________________   DEPT:  __________________________ DATE: _____________________________ 

(PRINT CLEARLY) 

Circle one:  EMT-P          PHRN 

1) After treating a patient with low blood sugar, the patient expresses that they do not wish 
to be transported to the hospital. Describe what should you do?   

 
 

2) What are the important assessment findings that should be documented in the 
assessment of a patient with a chest injury?  

 
a. ______________________________ 
b. ______________________________ 
c. ______________________________ 

 
3) Which form that can be used to register your patient at the ED? _______________ 

 
 

4) What are the characteristics of a good documentation in the medical record? 
  

a. ________________________ 
b. ________________________  
c. ________________________ 
d. ________________________ 

 
5) When documenting a refusal, you must call ____________prior to the patient leaving 

the scene.    
 
 

6) What should be documented regarding a patient that has been involved in an MVC?  
 

a. ________________________________________ 
b. ________________________________________ 
c. ________________________________________ 
d. ________________________________________ 
e. ________________________________________ 

 
 
 
 
 



7) Good documentation should not be viewed as C.Y.A. It is a reflection of?   
 
___________________________________ 

 
 

8) MWLCEMS indicates that you are only required to have one set of vitals in your 
medical report. 

 
a. True 
b. False 

 
 

9) What documentation is indicated in describing your treatment of a fall victim? 
a. _____________________________________ 
b. _____________________________________ 
c. _____________________________________ 
d. _____________________________________ 

 
 

10) The document that can be left at the ED until your medical record is completed and 
faxed to the hospital is the? _____________________________ 

 

 
 

 

 
IF YOU ARE A MEMBER OF OUR EMS SYSTEM, YOUR CREDIT WILL BE ADDED TO 
YOUR IMAGE TREND RECORD. PLEASE REFER TO IMAGE TREND TO SEE YOUR LIST 
OF CONTINUING EDUCATION CREDITS. ANY QUESTIONS REGARDING THIS CAN BE 
ADDRESSED TO CINDY TABERT AT 224-654-0160.   PLEASE FAX YOUR QUIZ TO CINDY 
TABERT AT 224-654-0165. 


