“NAME” COUNTY EMERGENCY SERVICES

Med Unit________________Date___________________Pt call #_______________Response#__________   EMT/Paramedic___________________
Patient Name: _______________________________________________Mailing Address:_________________________________________________
Address of Call:_____________________________________________________________________________________________________________
Phone (____) ________________   Date of Birth: ____________ Race W  B   O       Male  Female  SS#______________________________________      

Medicare#_________________________________Medicaid#__________________________________________ 
Insurance Company: ____________________________________Address:______________________________________________________________
Policy#______________________________________Group#___________________Insured Name:_________________________________________
Responsible Party (name and address if other than patient):__________________________________________________________________________
Responsible Party SS#_____________________________________________________________Relationship to Patient        Spouse     Child       Other

Transported From:    (    ) Hospital   (   ) Residence   (   ) Nursing Home   (   ) Other________________________________________________________
Transported To: _______________________________________________________Zip Code ____________________Mileage___________________
Was more than one patient transported in this med unit at the same time? _________________If so how many___________________________________
Chief Complaint: _______________________________________________________________________________________________
Check all special services performed and list Medications administered:

(   )  IV THERAPY                                                        (     )    SPINAL IMMOBILIZATION             (    )   CPR

(   )  DEFIBRILLATE/CARDIOVERT/PACING         (     )    EKG MONITORING                          (     )   OXYGEN THERAPY 
(   )  INTUBATE



        (     )   EXTRICATION                                   (    )    EXTRA PERSONNEL
List of All drugs administered: _____________________________________________________________________________________
PURPOSE OF THE STRETCHER
(   ) BEDCONFINED AT TRANSPORT      (     ) POST CVA                        (      ) RECENT CVA/TIA/STROKE HEART ATTACK    (     ) RECENT FRACTURE                                    (     ) STATUS POST FRACTURE                (     ) RECENT FRACTURE     (      ) PATIENT SEDATED OR MEDICATED                   (     ) POLIO

(     ) POST AMBPUTATION                         (     ) PARALYSIS                      (      ) QUADRIPLEGIC       (      ) ENDING STAGES OF CANCER         

(     ) METASTATIC CANCER                      (     ) HOSPICE                           (      ) MORBID OBESITY
(     ) FETAL POSITION/CONTRACTURES      (      ) MUSCULAR DYSTROPHY/MUSCULAR SELEROSIS

The undersigned agrees to (1) Release all information necessary for filing claims (2) If assignment is accepted, reimbursement is paid directly to Towns County EMS (3) If Medicare, Medicaid, or Insurance rejects due to medical necessity, eligibility or other reasons, the patient is responsible for payment (4) If legal/collection agencies are required, patient is responsible for fees.

NOTICE OF PRIVACY PRACTICES:

It is the policy of Towns County EMS to maintain the privacy of all patients protected health information. The undersigned agrees to release medical information for reimbursement purposes and assignment of benefits relating to the claim.  I have read (or had explained to me the above financial guidelines and have received a copy of the NOTICE OF PRIVACY PRACTICES.
Patient/Responsible Party_____________________________________Date__________________________
