
PRIMARY ASSESSMENT

A = AIRWAY   n    n Patent  n n Gurgling   n n Obstructed  n n Other ______

B = BREATHING   n    n Unlabored   n n Labored   n n Shallow   n n Splinted       
                               n n Agonal        n n Absent
C = CIRCULATION   n    n Strong central and peripheral pulses
 Central pulses:   n n strong   n n weak   n n absent to _____________
 Peripheral pulses:   n n strong   n n weak   n n absent to __________
 Cap Refill:  n n < 2 sec   n n > 2 sec n n External hemorrhaging: _________

D = DISABILITY
GLASGOW COMA SCALE (GCS)

2 3 4 5 6 7 8 9

Pupil Response – MM Scale

E = EXPOSE AND WARM
 n n Clothes removed     Time: _____________
 Warming   n n Blankets   n n Bair Hugger   n n Radiant Heat
 Time Started: _____________

F = Full Set Vitals   TIME: _________ BP: ________/________
TEMP: _____  HR: _____  SPO2: _____  RR: _____  PAIN: _____

G = GIVE COMFORT – notify family
Family Notified:   By Whom _______________________  n n Present
Contact Name/Relation: ___________________________________
Phone No.: ______________________________  Time: __________

H = HEAD TO TOE ASSESSMENT
HEAD/NECK:  n n Normal   n n Ear drainage   n n Nose drainage
n n Deviated: Trachea:  n n R   n n L   n n JVD   n n Crepitus   n n Other: _______
CHEST:  n n Normal   n n Symmetrical   n n Asymmetrical   n n Crepitus 
n n Flail   n n Other: ____________________________________________
SKIN:   n n Warm    n n Cool    n n Hot    n n Dry   n n Pink    n n Pale
n n Diaphoretic    n n Clammy    n n Dusky    n n Cyanotic
ABDOMEN:   n n Normal   n n Rigid   n n Tender to: ___________________
n n Distended    n n Bowel Sounds   n n Present    n n Absent
EXTREMITIES:   n n Moves all Extremities   n n Deformities: ____________

I = INSPECT POSTERIOR BACK
n n Logroll time: ______________  n n Yes    n n No   Backboard removed
n n Normal     Tenderness to: _________________________________
n n Deformities: ___________________________________________
Rectal Tone:    n n Normal     n n Decreased     n n Absent
                   n n GUICA     n n Positive     n n Negative
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ALERTNESS   n    n Alert   n    n Verbal   n    n Pain   n    n Unresponsive

Initial GCS Total ___________  n n Chemically paralyzed/sedated on arrival

EYE OPENING               VERBAL RESPONCE      MOTOR RESPONSE
Spontaneous 4 Oriented 5 Obeys Commands 6
To Voice 3 Confused 4 Vocalizes Pain 5
To Pain 2 Inappropriate Words 3 Withdraws w/ Pain 4
None 1 Incomprehensible 2 Flexion w/ Pain 3
  None 1 Extension w/ Pain 2
    None 1

L =  ______

R = _____

Pupil Response:   nn Brisk   nn Sluggish   nn Fixed

SECONDARY ASSESSMENT

FIN #

Place patient demographic label here

Room Number: ____________  Time of Arrival: ___________
 n  Level 1    n  Level 2     Upgraded Time: ___________

Trauma Surgeon
ED Attending
Primary Nurse

Secondary Nurse /Scribe
Resident

Orthho
Respiratory
*Anesthesia

Neurosurgeon
Lab

ED Tech.
Other

Title Name Arrival Time
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PRE-HOSPITAL (circle all that apply)

ARRIVAL MODE: n n EMS   n n Car   n n Police   n n Other _______________
Historian:   n n Patient    n n EMS   n n Family __________________________

***MECHANISM OF INJURY***
INURY DATE: _____________________  TIME: ____________________
Where injury occured: ________________________________________

n n MOTOR VEHICLE   MPH ______      n n MOTORCYLCE   MPH ______
 n n Driver     n n Passenger:   front   back
 n n Impact:                            front   side   rear
 n n Rollover   n n Ejected   Extrication Time: _________ minutes
 Seatbelt / Air Bag / Airbag & Belt / Child Seat / Helmet / None
n n BICYCLE / DIRTBIKE  Helmet:  n n Yes   n n No
n n PEDESTRIAN     _______________ MPH
n n FALL:              Stairs # _______________  Height _______________
n n ASSAULT
 n n Gunshot to _____________________________________________
 n n Stabbing to _____________________________________________
 n n Physical weapon / to ______________________________________
n n SPORTS INJURY – Type ____________________________________
n n BURN        Thermal     Electrical     Chemical
n n OTHER: ________________________________________________

BP _____/_____ HR_Rhyth _______ RR ____________ O2 Sat_GCS_
________________ AccuCheck ___________________ CPR: on scene
OR en route – length of time ______________________ LOC: on scene
OR en route – length of time ______________________ Oxygen:    NC
________________ L/min   NRB   Peds Mask   BVM _________ Airway:
Nasal     Oral     Size ______________ FR Lip Line: __________ cm
               Cricothyrotomy
C-Spine: collar backboard immobilized in car seat
IV gauge/site #1 _____________________ Total IV infused __________
IV gauge/site #2 _____________________ Total IV infused __________
Splint: ____________________________________________________
Tourniquet: ___________________  Time applied: _________________

• MTP Activated   nn Yes   nn No   Call Blood Bank   nn Yes   nn No
• Code Crimson activated   nn Yes   nn No



INTERVENTIONS

IV MEDICATION / FLUID INFUSION

IV ACCESS

MEDICATIONS
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MEDICAL BACKGROUND

Height __________ cm  Weight __________ kg
Last Oral Intake: _________________________________________
Allergies:   n n Denies    n n Unknown
_______________________________________________________
_______________________________________________________
MEDS:  n n See attached med list   n n None   n n Unknown
___________________________ / ___________________________
___________________________ / ___________________________
PAST MEDICAL/SURGICAL HX:   n n Denies   n n Unknown
___________________________ / ___________________________
___________________________ / ___________________________
n n Smoker PPD __________________ x _________________ year
n n Drug use _____________________  Frequency: ______________
Last use: ________________________________________________
n n Alcohol use ___________________ Alcohol odor ______________
n n LMP _________________  n n Pregnant ___________ wks  n n N/A
Peds Immunizations:   n n Current    n n Not Current   n n Unknown
Tetanus: < 5 years   n n Yes   n n No   n n Unknown   n n Up to Date

n n dT   n n Tdap   Lot#: ____________  Exp: ____________

Time: ________  Dose: ________  Site: ________  RN: __________

Time Med Dose RT/Site Pain Initials

IV/IO Start _________ g.   Site: _________  Started by: ___________

IV/IO Start _________ g.   Site: _________  Started by: ___________

IV/IO Start _________ g.   Site: _________  Started by: ___________

Start Time Solution Site Amt Infused Stop Time Initials

BLOOD PRODUCTS RECORD
Transfuse products in 1:1:1 ratio when able

Start Time Bag # PRBC/FFP/Platelet /Cryo Site Stop Time Initials

n n Yes
n n Yes

Documented in the Bridge application (Cerner)
Documented on MTP/Emergency Blood product Admin
Blood bank form

INTAKE OUTPUT
IVF:
Blood:
PO:
Other:
TOTAL:
Notes:

Urine:
Gastric:
Chest:
EBL:
TOTAL:

Vent Settings:  FiO2: _______  Tv: _______  Rate: _______
EKG shown to Dr.: _________________________________
ICP Monitor inserted by Dr.: __________________________
Labs drawn by: ____________________________________
CVC: Site ______  type ______  Dr. ____________________
Art Line: __________________  Dr. ____________________
Rapid Infuser with: _________________________________
Ranger Warmer with: _______________________________
Bair Hugger: ______________________________________

Time PROCEDURE/DIAGNOSTICS
O2: ________ L/MIN   n n NC   n n NRB   n n BVM   n n ________
Intubation:  n n Oral ET   n n Nasal ET   Size: ___________ FR
Lip LINE: _______ cm  Dr. ___________________________
Dentures removed    n n Yes    n n No

Foley Cath: Size ________  FR by: ____________________
Return: __________ mL  Color: _____________  n n Urometer

Urine Pregnancy Test:   n n Negative   n n Positive
Gastric Tube:  n n NGT   n n OGT  inserted by: _____________
Size: _______ FR   Return: _______ mL  Color: __________
Chest Tube:  n n L   n n R  Size: _______ FR by: ____________
Return: _________ mL   n n Suction   n n Gravity

Chest Tube:  n n L   n n R  Size: _______ FR by: ____________
Return: _________ mL   n n Suction   n n Gravity

Fast exam: Dr. ________________   n n Negative   n n Positive
CT:  n n Head   n n Chest
n n ABD   n n Pelvis   n n Spine
C-Spine cleared by: ________________________________

WITH NURSE WITH MONITOR TIME RETURNED

Urine Sent n   n   UA n  n  Urine Drug Screen n n UCG

Portable Xray:  n n Chest   n n C-Spine   n n Pelvis   n n Other
Decision to Transfer    Time __________________________
OR Notified    nn Yes    nn No
Transported/time ____________ with nurse/monitor
CT notifed    nn Yes    nn No
Thoracotomy performed    nn Yes    nn No
MRI notified    nn Yes    nn No
Transport/time ____________
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TIME BP HR RHYTHM RR SPO2/02 Amt TOTAL GCS Temp Pain MAP ICP CAPNO OTHER
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Abbreviation Code:
AB – abrasion
AMP – amputee
AV – avulsion
B – burn
BR – bruise
C – contusion
D – deformity
FB – foreign body
G – gunshot wound
L – laceration
P – pain
PU – puncture
R – Rash

**REMINDER**
Give Antibiotic within

1 hour for all open fractures.
Offer patients with abrasiions

Tetanus booster.

n OPEN FRACTURE   n Yes   n No

n Antibiotic given   Time: ________

nn SEE ELECTRONIC MEDICAL RECORD



** Items in yellow must be completed before submission.

DISPOSITION

ED TRAUMA FLOW SHEET
PAGE 4 OF 4 TRAUMA

FIN #

Place patient demographic label here

OAK-36 Page 4 of 4 (5.24)

DATE TIME
NURSING NOTES / REASSESSMENT

nn SEE ELECTRONIC MEDICAL RECORD

Admitted to Room: _________________________ Report called at/to: ________________________ ED Departure Time: _______________

Discharged to:   nn Home   nn Other _______________________ Date/Time of Departure: ________________________________________

Transferred to: _________________________________ Mode of Transport:  nn Ground   nn PV

Decision Time: ______________ Time EMS Called: ______________ EMS Arrival time: ______________ Departure Time: ______________

Accompanied patient:    nn Copy of Chart   nn Lab Reports   nn Imaging   nn Personal Belongings   nn Other ___________________________

Expired i ED:   nn TOD: ________________ Time Gift of Life Contacted: ________________ Medical Examiner Contacted:   nn Yes    nn No

Mode of Transport:    nn Ground    nn PV    nn Wheelchair    nn Stretcher    nn Ambulatory    nn Helicopter

RN/Scribe Signature:_________________________________________________________  Date/Time: ___________________________

RN/Scribe Signature:_________________________________________________________  Date/Time: ___________________________ 

RN/Scribe Signature:_________________________________________________________  Date/Time: ___________________________


