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REASON FOR ADVANCED AIRWAY
THE FOLLOWING SECTION MUST BE COMPLETED ON ALL PATIENTS REQUIRING ADVANCED AIRWAY INTERVENTIONS

ENDOTRACHEAL TUBE/KING AIRWAY Attempts: ETT/King Size:
ET/KING ET/KING ET/KING ET/KING SUCCESS: OY ON | OFlex Guide OELM
PM# PM# PM# PM# Time Inserted: Tube Placement: Mark at teeth:
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O EID No Resistance [J Capnography #: O Waveform Capnography (attach printout)
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O Verified Correct plaCement [0 Suspected Dislodgement
Spontaneous Respirations: OY ON
CARDIAC ARREST/RESUSCITATION
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O Verified Correct plaCement [J Suspected Dislodgement
Spontaneous Respirations: JY [N

ALS AIRWAY UNABLE (REASON)

[J Positive Gag Reflex [ Anatomy (] Restoration of Pulse: (Time)

O Blood/Secretions 0 Resuscitation D/C by Base @ (Time)

(J Unable to Visualize Cords Pronounced by: M.D.
0J Unable to Visualize Epiglottis Rhythm when pronounced:

J Equipment Failure
[J Logistical/Environmental Issues
[J Describe Issues:

Comments:

VERIFICATION OF TUBE PLACEMENT
(attach waveform printout OR obtain physician signature)
Receiving Facility: Verification Technique: [ Visualization [ Auscultation
Placement: O Tracheal 0 Esophageal O Right Main Comments:
(Print Name) Signature: M.D.
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PATIENT RELEASE

I hereby release BEVERLY HILLS FIRE DEPARTMENT EMS provider and
Por este acto rel vio proveedor de asistencia y
Hospital (if base contact made) from any -

hospital de posibilidad de incurrir en demanda

liability of medical claims resulting from my refusal of emergency care and/or transportation to the nearest
medical resultado de mi denegacidn de tratamiento emergencia o transportacion a la clinica mas proxima. A mas

recommended medical facility. | further understand that | have been directed to contact my personal physician as to my
de esto, comprendo yo que me han dado instrucciones a communicar con mi medico privado de mi estato medical

present condition as soon as possible. | have received an explanation of the potential consequences of my refusal
tan pronto como es posible. Me han explicado la importancia de mi opcion y los resultados posible por mi denegacion.

Risks / Consequences
Riesgos / Consequencias

Reason for refusal
Mi argumento para denegar

Additional comments
Mas comentos

Patient Signature Date
Firma del Paciente Fecha
Legal Representative Relationship to Patient
Custodio Legal Parentesco al Paciente
Witness 1 Date
Presenciador Fecha
Witness 2 Date
Presenciador Fecha
Yes Yes
[0 ccs=15 [0 Advised alternative medical care at once
[0 Advised of risks and consequences [0 Understands consequences of refusal
O Interpreter used Name: [0 Instructed to recontact 911 if patient's condition

[0 Patient has plans for follow up deteriorates or patient reconsiders the need for
911 assistance

Refused
[0 Treatment [J Transport





