Show:____________ Date: _____________  Venue:____________ Time In::___________ Intake Completed By: ___________________
Arrived:
· Alone
· Companion
· Rock Med
· Security
Mode:
· Ambulatory
· Assisted
· Wheelchair
· Gurney/Stretcher
· C-Spine
Condition:
· Alert
· Agitated
· Disoriented
· Combative
· Comatose
ROCK MEDICINE
PO Box
Rosevilla, CA 94551-9998
(415) 646-5474






Name: __________________________________ Age: _______ Sex: ______ Race: _______
Address: ________________________________ City: ______________ Zip: ____________
Phone: _______________________
Allergies: _______________________   Last Tetanus: ____________________
Rx Medications: _______________________________________________________________
Chronic/Serious Illnesses in past year: ______________________________________________
Alcohol/Drug use in past 24 hours: ☐Alcohol ☐Tobacco☐Cannabis 
☐LSD/Psilocybin mushrooms ☐Oral narcotics ☐MDMA/Ecstasy ☐Amphetamines
☐Salvia divinorum ☐Barbiturates ☐"Bath salts" 
Circumstances of Incident: ____________________________________________________
__________________________________________________________________________
When? _____________________ Where in Venue? ________________________________
Witness to Incident: _____________________________ Phone: ______________________
Address: ________________________________ City: ________________ Zip: _________
I hereby give consent and authorization for treatment deemed necessary by the attending physician:
Patient Signature: X___________________________Witness:_______________________




	TIME
	
	
	
	
	
	

	TEMP
	
	
	
	
	
	

	PULSE
	
	
	
	
	
	

	[bookmark: _GoBack]B/P
	
	
	
	
	
	

	RESP. RATE 
	
	
	
	
	
	



Chief Complaint: __________________________________________________________________________________
Physical Exam: ____________________________________________________________________________________ ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Diagnosis: ☐ MS, Skin ☐Constitutional ☐ HEENT ☐ Neuro/Psych ☐ Pulm/Resp ☐ Cardio ☐ GI ☐GU ☐Metab/Endocrine ☐No complaints ☐Obvious death
Treatment/Medications: ☐Wound dressing ☐Splint ☐IV Fluids ☐Blanket ☐Analgesic ☐Antihistamine ☐Antibiotic ☐AntipsychoticDischarge:
Condition:________________________
☐Ambulatory	                 ☐Wheelchair
☐Friends/Family               ☐Security
☐ Ambulance # _________
Destination: ______________________


☐Minor ☐Incident
Intake #_______
I have been offered free medical care, have refused, and understand the possible consequences.
Patient Signature_______________________________________________ Witness:______________________________
I have received and understand post-injury instructions.
Patient Signature:  X __________________________________
Attending Staff: ________________________________ Time Out: __________
Attending Physician:_________________________________________________

