EMT Patient Assessment

Patient Information
Patient Name: Calvin Foster
Age: 45

Birth Date: August 23, 1979
Sex: Male

Medical History:

None

Scene Size-Up

Scene Safety: Scene is safe for assessment and intervention.

Mechanism of Injury (MOI) or Nature of lliness (NOI): Fall from standing height.
Number of Patients: Single patient involved.

Additional Resources:

No additional resources required.

Primary Survey

A - Airway: Patent airway, no obstruction.

B - Breathing: Respirations at 19/min, clear and equal breath sounds.

C - Circulation: Radial pulse present and strong, no external bleeding.

D - Disability: Alert and oriented to person, place, and time (AVPU - A&Ox3)

E - Exposure/Environment: No obvious signs of trauma, ambient temperature appropriate.
History Taking

Signs/Symptoms: Patient complains of right ankle pain.

Allergies (if any): No known allergies.

Medications:

Patient takes ibuprofen as needed for pain.



Past Medical History:

No significant medical history.

Last Oral Intake: Ate lunch approximately 2 hours ago.

Events Leading Up:

Slipped on a wet floor, landed on the right ankle.

Secondary Assessment

Head-to-Toe Examination: Localized tenderness and swelling noted on the right ankle.
Vital Signs: HR 82 bpm, RR 18/min, BP 120/80 mmHg, SpO2 98% on room air.
Detailed Physical Exam: Neurovascular intact, distal pulses present, PERRLA.

Ongoing Assessment

. Repeat primary survey as needed.
. Continuously monitor vital signs.
. Reassess interventions and their effectiveness.

Communication

. Reported findings to medical control: "Single patient, fall from standing, right ankle
pain. Vital signs stable, no immediate life threats."

Reassessment

Transport Decision

Transport to the nearest emergency department for further evaluation and imaging of the right
ankle.

Special Considerations

Patient is a 45-year-old male.

Equipment Used

Cervical collar (as precautionary measure).
Pulse oximeter.
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