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Polk City Fire Department
Chest Pain Checklist
                         Patient Name:


  Date:
                           Page Time:

                         EMT/Paramedic:


  Hospital:
               Hospital Arrival Time:

Initial Assessment Questions:  Circle Appropriate Response
1. Where is your pain?

CHEST      LEFT-ARM     RIGHT-ARM     NECK     BACK     JAW     TEETH
2. Pain scale of 1 -10 (10 is the worst pain they have ever had)

1
2
3
4
5
6
7
8
9
10

3. Medical history questions:
Previous MI     Asthma     Angioplasty     CAD     COPD     Diabetes     Angina     Stroke/CVA

Emphysema     Major surgery:_________     Pacemaker/IAD     Seizures     Headaches

Family History of Heart Problems     CHF     Hypertension     Cancer: _______

4. Are you a smoker?     YES     NO
___packs per day     Smoker for ______years     Ex-smoker

5. Medication allergies/sensitivity:

NKDA     PCN     Sulfa     latex     Aspirin     Fentanyl     Lopressor     Nitro

Other:

6. Have you taken any sexual enhancement drugs in the past 48 hours (Cialis, Viagra, etc)

YES

NO

7. Any illicit drug use? (cocaine, meth)      YES:________________         NO  
8. What medications do you take?

Treatments:

· Initial 12 Lead @ ________

· Initial 12 Lead transmitted 
· IV Access (Size____  NS    LR)
· Oxygen - 15 LPM  @ ________

· Baby Aspirin (4-81mg) @ ________

· Nitro 0.4mg SL (Dose #1) @ ________

· Nitro 0.4mg SL (Dose #2) @ ________

· Nitro 0.4mg SL (Dose #3) @ ________

· Fentanyl ____mcg via IV@ ________
· Fentanyl ____mcg via IV@ ________

· Fentanyl ____mcg via IV@ ________

· Fentanyl ____mcg via IV@ ________

· Lopressor 5mg (Dose #1) @ ________

· Lopressor 5mg (Dose #2) @ ________

· Lopressor 5mg (Dose #3) @ ________

· Level 1 Cardiac Alert Requested


Polk City Fire Department
Stroke Checklist
Patient Name:


  Date:
                           Page Time:

                        
EMT/Paramedic:


  Hospital:
               Hospital Arrival Time:

Initial Assessment Questions:  Circle Appropriate Response

1. Do you have history of coronary artery disease?
YES        NO
2. Have you had a stroke in the past?


YES        NO
3. Do you have history of high Blood Pressure?
YES        NO

4. Is the patient taking COUMADIN or HEPARINOIDS?
5. Is there numbness or weakness present?
FACE    RIGHT-ARM     RIGHT-LEG     LEFT-ARM     LEFT-LEG
6. What is the mental status of the patient?
CONFUSION     TROUBLE SPEAKING     TROUBLE UNDERSTANDING

7. Are there new vision problems present?

YES        NO
8. Was there a sudden onset of a headache?

YES        NO
9. Was there sudden onset with:
TROUBLE WALKING     DIZZINESS     LOSS OF BALANCE     COORDINATION

10. Signs/Symptoms onset within 3 hours?
YES
   NO
11. Are the following present:
FACIAL DROOP     RIGHT-ARM DRIFT     LEFT-ARM DRIFT     SLURRED SPEECH
12. Blood sugar = _________

NORMAL
ABNORMAL

Assessment Findings:

· Blood sugar is normal
· Onset of symptoms within 3 hours
· Cincinnati Scale is abnormal

If all three above are checked = 

· Request Stroke Alert

Treatments:

· IV Access (Size____ )

· Normal saline @ 100ml/hour

· Oxygen - 15 LPM  @ ________

· Cardiac Monitor
