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Incident #: 5710 (if applicable)
Time | TM# Pulse | RR |02 Sat|Pain | CO2 il Time | TM#|Rhythm|Meds/Defib| Dose |Dose Units| Route [Result

oY)
o

—=TTmMmO —-»wOm

~ I~ |~~~ |~~~

Additional Comments:

bleeding started to occur EBL approx 20cc
-pain

Pt has no complain

15 weeks pregnant
LMP 15 May
Pregnant 1x no births

REASON FOR ADVANCED AIRWAY

[J Respiratory Arrest [ Cardiopulmonary Arrest [ HYpoventilation [J PRofoundly Altered [J OTher:

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: JY UN | Flex Guide L ELM
PM# PM# PM# PM# Time Inserted: Tube Placement: Mark at teeth:

Complications During OONone [ Emesis/Secretions/Blood [ Clenching [JAnatomy [ Gag Reflex

Tube Placement: [J] Gastric Distention [ Other:

Initial Advanced Airway Tube Placement Confirmation:

[ Bilateral Breath Sounds [ Bilateral Chest Rise [1Absent Gastric Sounds [1EtCO2 Detector Colorimetric: 1Y T COP
L] EID No Resistance L] Capnography #: L1 Waveform Capnography (attach printout)
ONGOING VERIFICATION OF CORRECT ADVANCED AIRWAY PLACEMENT
Time:

[J Reassessed after patient movement
O Verified Correct plaCement [0 Suspected Dislodgement
Spontaneous Respirations: JY [ON

CARDIAC ARREST/RESUSCITATION

Time:
[J Reassessed after patient movement
O Verified Correct plaCement O Suspected Dislodgement
Spontaneous Respirations: Y [ON

ALS AIRWAY UNABLE (REASON)

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

(] Blood/Secretions [] Resuscitation D/C by Base @ (Time)

[l Unable to Visualize Cords Pronounced by: M.D.
[JUnable to Visualize Epiglottis Rhythm when pronounced:

[J Equipment Failure .

[ Logistical/Environmental Issues Comments:

[ Describe Issues:

VERIFICATION OF TUBE PLACEMENT

(attach waveform printout OR obtain physician signature)
Receiving Facility: Verification Technique: [ Visualization [J Auscultation I EtCO2 [ X-ray
Placement: [] Tracheal (] Esophageal [J Right Main Comments:
(Print Name) Signature: M.D.

H-1993-2 (07/20/17)

Sig 1: Sig 2:




PATIENT RELEASE

| 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 MTP

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 / Conseguences
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 GCS =15 ] Advised alternative medical care at once
[1 Advised of risks and consequences 1 Understands consequences of refusal
O Interpreter used Name: O 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

1 Treatment [1 Transport



Y. ns
Consent Form w/Assignment of Benefits Authorization- -

Patient Name: I Date: _09/11/2019

Privacy Practices Acknowledgment: by signing below, the signer acknowledges that Beverly Hills Fire Department will only provide a copy of its Notice of
Privacy Practices to the patient or other party via mail if requested. *A copy of this form is valid as an onginal*

SECTION I - PATIENT SIGNATURE

The patient must sign here unless the patient is physically or mentally incapable of signing.
NOTE: if the patient is a minor, the parent or legal guardian should sign in this section.

| authorize the submission of a claim to Medicare, Medicaid, or any other ﬁayer for any services provided to me by Beverly Hills Fire
Department now, in the past, orin the future, until such time as | revoke this authorization in writing. | understand that | am financially
responsible for the services and supplies provided to me by Beverly Hills Fire Department, regardless of my insurance coverage, and in
some cases, may be responsible for an amount in addition to that which was paid by my insurance. | agree to immediately remit to Beverly
Hills Fire Department any payments that | receive directly from insurance or any source whatsoever for the services provided to me and |
assign all ights to such payments to Beverly Hills Fire Department. | authorize  Beverly Hills Fire Department to appeal payment denials or
other adverse decisions on my behalf. | authorize and direct any holder of medical, insurance, billing or other relevant information about
me to release such information to Beverly Hills Fire Department and its billing agents, the Centers for Medicare and Medicaid Services,
and/or any other payers or insurers, and their respective agents or contractors, as may be necessary to detemnine these or other benefits
payable for any services provided to me by Beverly Hills Fire Department, now, in the past, orin the future. | also authorize Beverly Hills
Fire Department to obtain medical, insurance, billing and other relevant information about me from any party, database or other source
that maintains such information.

If the patient signs with an “X" or other mark, a witness should sign below.

X X
Patient Signature or Mark Date Witness Signature Date
Witness Address

SECTION II - AUTHORIZED REPRESENTATIVE SIGNATURE
Complete this section only if the patient is physically or mentally incapable of signing.

Describe the circumstances that make it impractical for the patient to sign:

| am signing on behalf of the patient to authorize the submission of a claim to Medicare, Medicaid, or any other payer for any services
provided to the patient by Beverly Hills Fire Department now or in the past or in the future. By signing below, | acknowledge that | am one
of the authornized signers listed below.My signature is not an acceptance of financial responsibility for the services rendered.

Authorized representatives include only the following individuals:

O Patient’s legal guardian

[0 Relative or other person who receives social security or other governmental benefits on behalf of the patient

O Relative or other person who arranges for the patient’s treatment or exercises other responsibility for the patient’s affairs

[0 Representative of an agency or institution that did not furnish the services for which payment is claimed (i.e., ambulance services) but furnished
other care, services, or assistance to the patient

X

Representative Signature Date Printed Name of Representative

SECTION III - AMBULANCE CREW AND RECEIVING FACILITY SIGNATURES

Complete this section only if: (1) the patient was physically or mentally incapable of signing, and
(2) no authorized representative (Section II) was available or willing to sign on behalf of the patient at the time of sexvice.

Describe the circumstances that make it impractical for the patient to sign:

Name and Location of Receiving Facility: - Time:

'/_1 si%\:ture below authorizes submission of a claim to Medicare, Medicaid, or any other payer for any services provided to the patient by Bevery Hills
ire Dep .

A. Ambulance Crew Member Statement (must be completed by crew member at time of transport)
My signature below indicates that, at the time of service, the patient was physically or mentally incapable of signing, and that none of the
authorized representatives listed in Section II of this form were available or willing to sign on the patient's behalf. My signature is not an
acceptance of financial responsibility for the services rendered.

X

Signature of Crewmember Date Printed Name and Title of Crewmember
B. Receiving Facility Representative Signature

The patient named on this form was received by this facility on the date and at the time indicated and this facility furnished care, services or
assistance to the patient. My signature is not an acceptance of financial responsibility for the services rendered.

X

Signature of Receiving Facility Representative Date Printed Name and Title of Receiving Facility Representative






