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County of Marin

Emergency Medical Services Program

CPR or AED Usage Report

Please mail or fax completed form to Marin EMSP within 72 hours
	Data Elements
	Insert Information Here

	Name of AED Program (What is the name of the Program?)
	

	Name of AED Provider (Who was the authorized individual treating the patient?)
	

	Place of Occurrence

(Address and specific site)
	

	Date
	

	Time of incident
	

	Patient’s Name (If known)
	

	Patient’s Age (If known)
	

	Patient’s Sex (If able to determine)
	

	Times (Indicate best known or approximate time)
	

	· Witnessed arrest to first CPR
	

	· Witnessed arrest to 9-1-1 Called
	

	· 9-1-1 called to arrival on scene
	

	· Witnessed arrest to 9-1-1 CPR
	

	· Patient contact to first shock/Witnessed arrest to first shock
	

	· 9-1-1 to first shock
	

	Total number of defibrillation shocks
	

	Patient prehospital outcome?
	

	Patient discharged from hospital? (If known)
	

	Was there any return of spontaneous circulation?
	

	Was there any return of spontaneous respiration?
	

	Circumstances of Cardiac Arrest
	

	Was cause of arrest determined?
	

	Any patient history?
	

	Patient allergies?
	

	Patient medications?
	


	Prescribing Physician Submitting Report
	


	Date report received by EMSP
	


Department of Health and Human Services







899 Northgate Drive ( Suite 104 ( San Rafael, CA 94903 ( Tel: 415.473.6871 ( Fax: 415.473.3747


