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CITY OF ARCADIA

AED DEFIBRILLATION REPORT

	Date:
	     
	/
	     
	/
	     
	EMS Sequence #:
	     

	Unit #:
	     
	Shift:
	     
	Incident #:
	     

	Dispatch Time:
	     
	Time at Scene:
	     
	Time at Patient:
	     


	Patient Information

	Last Name:
	     
	First Name:
	     

	Age:
	     
	Male:
	     
	Female:
	     
	


	Incident Location:

	     

     




     

     

	Street Number
	
	Street Name
	Apt #
	City

	Home:
	     
	Work:
	     
	Public Place:
	     
	Health Care Facility:
	     


	Time in minutes from patient collapse until EMS activated:
	     

	
	

	Time from collapse until first CPR:
	     

	
	

	Time first shock delivered by automatic defibrillator:
	     

	
	

	Witness cardiac arrest:
	Yes:
	     
	No:
	     
	By Whom:
	     

	
	
	
	
	
	
	

	Bystander CPR:
	Yes:
	     
	No:
	     
	By Whom:
	     

	
	
	
	
	
	
	

	Pulse at scene:
	Yes:
	     
	No:
	     
	
	

	
	
	
	
	
	
	

	Receiving hospital for patient:
	     

	
	

	Defibrillator used by:
	     

	
	

	This form completed by:
	     

	

	


