School to EMS/Hospital Transfer Sheet
Name: ____________________________________________       DOB: ___________________
Date and time of incident/illness: ____________________________________
Parent/Guardian notified: ⁭Yes   ⁭No    Name: __________________________  Phone # ______________
Allergies: _________________________________________________  Last oral intake: _______________
Pertinent past medical history: ______________________________________________________________
Medications:  ⁭ None  ⁭Unknown     List _____________________________________________________
Baseline mental status: ⁭A-is alert   ⁭V-responds to voice    ⁭ P-responds to pain    ⁭ U-unresponsive   
Reason for calling EMS:                                                                                                                                            ⁭ Allergic reaction  




⁭ Traumatic Injury                                                                                                                                             ⁭ Breathing difficulty              


⁭ Fracture                                                                                                                           ⁭ Psychiatric emergency



⁭ Head Injury


⁭ Seizure





⁭ Change in mental status/loss of consciousness
⁭ Substance Abuse
 



⁭ Laceration/Uncontrolled Bleeding
⁭Other: _________________________________________________________________________
Initial physical findings: ___________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

Treatment/medication given: 


⁭ Epinephrine auto injector/Benadryl: Dose _________  Time: _____________

⁭ MDI/Nebulizer  Medication: ______________________ Time: ___________


⁭ Diastat: Dose _______  Time ________


⁭ Bleeding controlled by direct pressure: ⁭Yes  ⁭ No 

⁭ Splinting: _________________________________________________



Distal sensation/circulation pre- splinting:  ⁭ Intact   ⁭ Impaired     Pulse: ⁭Yes  ⁭No


Distal sensation/circulation post- splinting: ⁭ Intact   ⁭ Impaired     Pulse: ⁭Yes ⁭No
Response to interventions: ⁭ Improved   ⁭ Condition worsened  ⁭ None   
Describe:___________________________________________________________ __________________________________________________________________________________________________________________________________
Vital signs:
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	Respirations
	
	
	
	
	
	

	Blood Pressure
	
	
	
	
	
	

	Pulse oximeter
	
	
	
	
	
	

	Glasgow Coma Scale
	
	
	
	
	
	


School Nurse: ________________________________                     Phone: _______________________
