Helping EMS HelpYou:

How to Prepare for a 911 Emergency






Call 911
or
919-560-4600

“"Durham g11.

What is the location of your
emergency?”

https://durhamnc.gov/435/Emergency-Communications


https://durhamnc.gov/435/Emergency-Communications
https://durhamnc.gov/435/Emergency-Communications
https://durhamnc.gov/435/Emergency-Communications

What Happens Next



What EMS Needs to Know



e How you might be registered at the hospital
e Date of birth

What happened?

e Why do you need an ambulance?

e When did your symptoms start?

e How long has it been going on? Have you ever had this happen before?
e What have you done to feel better?

Allergies/Medications

e Medication allergies (most important)

e Names of medications (including dosages)
e Certain medications — last time you took it



What hospital?

e You may not always get to choose

Health insurance

e Yes...thereis a bill!

Other information

e Social security number
e Your phone number

e Who can we call for you? (Next of kin)



Vial of Life

VIAL OF
LIFE

TR MY e




Durham County EMS VIAL OF LIFE Information Form
GENERAL INFORMATION

Date filledout: _____

Address:

Durham County EMS VIAL OF LIFE Information Form

MEDICATION

AR (S S

Phone: Date of birth: /. SSN:

S N

Hospital Preference:

MEDICAL HISTORY

Heart Disease Cancer (type)

Congestive Heart Failure Arthritis

Heart Attack Osteoporosis

Atrial Fibrillation/Irregular Heart Beat Blood Thinner/Anticoagulant
Pacemaker Dementia/Alzheimer’s

High Blood Pressure Seizures

Asthma Depression

C.0.P.D. Anxiety

Emphysema Psychiatric (type)

Diabetes Other

Kidney Disease (Dialysis Y N)

Liver Disease

OTHER MEDICAL HISTORY NOTES/ASSISTIVE DEVICES

HEALTH INSURANCE POLICY INFORMATION

ALLERGIES (TO MEDICATIONS OR OTHERWISE)

EMERGENCY CONTACTS

Phone Number:

Phone Number:

Phone Number:

DOCTOR

OTHER INFORMATION

Phone Number:

ADVANCED DIRECTIVES, M.O.S.T. OR DNR including LOCATION

Location:

Location:

This program is sponsored by Duke Regional Hospital

To obtain additional forms please call 919-560-8285.

This program is sponsored by Duke Regional Hospital




Durham County EMS VIAL OF LIFE Information Form
GENERAL INFORMATION

Date filled out:

Date of birth:

Hospital Preference:

MEDICAL HISTORY

Heart Disease Cancer (type)

Congestive Heart Failure Arthritis

Heart Attack Osteoporosis

Atrial Fibrillation/Irregular Heart Beat Blood Thinner/Anticoagulant
Pacemaker Dementia/Alzheimer’s

High Blood Pressure Seizures

Asthma Depression

C.0.P.D. Anxiety

Emphysema Psychiatric (type)

Diabetes Other
Kidney Disease (Dialysis Y N)
Liver Disease




OTHER MEDICAL HISTORY NOTES/ASSISTIVE DEVICES

ALLERGIES (TO MEDICATIONS OR OTHERWISE)

DOCTOR

Phone Number:

ADVANCED DIRECTIVES, M.O.S.T. OR DNR including LOCATION

Location:

Location:

This program is sponsored by Duke Regional Hospital




Durham County EMS VIAL OF LIFE Information Form

MEDICATION




HEALTH INSURANCE POLICY INFORMATION

EMERGENCY CONTACTS

Phone Number:

Phone Number:

Phone Number:

OTHER INFORMATION

To obtain additional forms please call 919-560-8285.

This program is sponsored by Duke Regional Hospital




Effective Date:
Expiration Date, if any

D Check box if no

tient, efforts at cardiopulmonary
3. This order does not affect other

the consent required by the
s records

Printed Name of Attending Physmuan
Address

City, State, Zip
Telephone Number (office)

Telephone Number (emergency)

DoNotCopy Do NotAlter ‘i 4‘:'3

Medical Orders Patient’s Last Name: Effective Date of Form:
for Scope of Treatment (MOST)

This is a Physician Order Sheet based on the patient’s medical - - = - -
condition and wishes. Any section not completed indicates full Patient’s First Name, Middie Initial: | Patient’s Date of Birth:
treatment for that section. When the need occurs, first follow
these orders, then contact physician,

ectio CARDIOPULMONARY RESUSCITATION (CPR): Patient has no pulse and is not breathing,
[C] Attempt Resuscitation (CPR) [C] Do Not Attempt Resuscitation (DNR/no CPR)
When not in cardiopulmonary arrest, follow orders in B, C, and D,

MEDICAL INTERVENTIONS: Patient has pulse and/or is breathing.
Full Scope of Treatment: Use intubation, advanced airway interventions, mechanical ventilation. cardioversion as
indicated, medical reatment, IV fluids, ete,; also provide comfort measures. Transfer to hospital if indicated.

[ Limited Additional Interventions: Use modical treatment. IV fluids and cardiac monioring as indicated.
Do 0ok use intubation or mechanical ventilation. May consider gse of ks invasive aitway suppoit suich as BiPAP or
CPAP. Also provide comfort measares. Transfer to hospital if indicated. Avoid intensive care

[ Comfort Measures: Keep clean, warm and dry. Use medication by sny route, positioaing, wound care and
other measures 10 rélicve pain s Lfse oxygen, suction ¢ and paal reaunent of airway obstzuetion &s necded
for comfort. Do not jljgﬂﬁfe;r(pj)gs_ﬁhj uniess comfort needs cannot be met in current

Other Instructions

ANTIBIOTICS
Antibjotics if indicated

] Determine use or limitation of antibiotics when infection occurs

D No Antibioties {use athermeasurces (o relieve sympeoims)

Other Instagtions

MEDICALLY ADMINISTERED FLUIDS AND NUTRITION: Offer oral fluids and nutrition if
physically feasible.

] 1V fiuidsif indicated [ Feeding tube long-term if indicated

[T 1V Nuids for a defined trial period [ Feeding tube for a defined trial period
1 No IV flukds {provide other mgasures 10 ensue comion) ] No feeding tube

Other Instructions.

I DISCUSSED WITH [ Patient [ Majority of paticnt’s reasonably available
AND AGREED T0 BY: [] Parent o guardian if patient is 8 minor pasents and adult chitdren

gt ] Majority of paticn’s reasonably available

an of the patient adult siblings
Basis for ovder must be r - ith power to make  [_] An individual with an cstablished relationship
documented n mediced » dec with the patient who & acting in good faith and
record, ¢ g can refisbly convey the wishes of the patient

MD/DO. PA, or NP Name (Print): M D/I)() PA, or NP Signature and Date{Required): | Phone #:

Signumre of Paﬁenl. Parent of Minor. (;urdian. Health (‘:u- Agent, Spouse, or Other Personal Representative

1 ubn.c that adgq\mk information has been provided and's sngnm\um lhuubhl has been given to life-prolonging measures.
Treatment preferences have heen expressed to the physician (MD/DO), physician assistant, or nurse practitioner. This
document reflects those treatment preferences and indicates informed consent.

If signed by a patient represemtative, preferences expressed must reflect patient's wishes as best understood by that
representative. Contact information for personal representative should be provided on the back of this form.

You are not required to sign this form to receive treatment.

Patient or Representative Name (print) Patient or Representative Signature Relatonship (write “self” if patient)

SEND FORM WITH PATIENT/RESIDENT WHEN TRANSFERRED OR DISCHARGED




STOP

Effective Date:

00 !!'_I xpiration Date, if any

s @ heck DOX IT N0 EXpIraHoR
DO NOT nisuscn ER




DO NOT RESUSCITATE ORUER

\/

patient, efforts at cardiopulmonary
. This order does not affect other

| have documented the basis : : the consent required by the
NC General Statute 90-21.17(D\ ecords

Printed Name of Attending Ph}sicuan
Address

City, State. Zip
Telephone Number (office)

elephone Number (emergency)




HIPAA PERMITS DISCLOSURE OF MOST TO OTHER HEALTH CARE PROFESSIONALS AS NECESSARY
Medical Ordcrs Patient’s Last Name: Effective Date of Form:

for Scope of Treatment (MOST)
Thls is a Physician Order Sheet based on the patient’s medical
condition and wishes. Any section not completed indicates full
treatment for th.u section. When thc need occurs, first follow

Patient’s First Name, Middie Initial: | Patient’s Date of Birth:

’:_,\,uon CARDIOPULMONARY RESUSCITATION (CPR): Patient has no pulse and is not brea ;
A [ ] Attempt Resuscitation (CPR) [ ] Do Not Attempt Resuscitation (DNR/no C PR)

. When not in cardiopulmonary arrest, tollow orders in B, C,and D,

Box Only
Section MEDICAL INTERVENTIONS: Patient has pulse and/or is breathing.
B Full Scope of Treatment: Use intubation, advanced airway interventions, mechanical ventilation. cardioversion as
indicated, medical reatment, IV fluids, ete.; also provide comfort measures. Transfer to hospital if indicated.
Limited Additional Interventions: Use modical treatment. IV fluids and cardiac mongonng as mdicated.
i Do not use intubation or mechanical ventilaton. May consider gse of kess invasive airway support Such as BiPAP or
“';"‘; Sy CPAP. Also provide comfort mezsarcs. Transfer to hospital if indicated. Avoid intensive care
AT Comfort Measures: Keep clean, warm and dry. Use medication by any route, positioaing, wound care and
other measures 1o rélicve pain and suffering, 1se oxygen, suction and manual reamment of aipway obstzuction & necded

Orther Instructions




Section

ANTIBIOTICS

D Antibsotics if indicated

D Determine use or limitathon of antibiotics when infection occurs
[:] No Antibioties (use ather measures to relieve sympeoins)

Other T trasttions

MEDICALLY ADMINISTERED FLUIDS AND NSUTRITTION: Offer oral Ouids and nutrstion if
physically feasible.

C] 1V fiwidsif indicated [} Feeding tube lang-term if indicated

] 1V Muids for 2 defined trial period [ Feeding tube for a defined trial period
[]  No IV Bubds (provide other mensutes m ensure comfoe) L] No feeding tube

Other s tructions

DISCUSSED WITH [ Pasent L] Mujonty of paticnt’s reasonably available
ANDAGREEDTO BY: || Purert or guardian if patient is2 minot parents and adult children

| Henlth care eoong ] Majorty of panent’s reasonably available

| Legud guandaan of the patsent adul siblings
Bty for avddor must By | Artoeney-in-fact with power tomake [ An individual with an cstablished relationship
docimented in mediod health care decisions with the pationt who & acting in good faith and
record | Soouse can relinbly convey the wishes of the patient




MD/DO. PA, or NP Name (Print):

' - ardi presentative
: (Sngtamn IS roqumd and must either be on this 1orm or on file)
| agree that adequate information has heen prov ided and significant thuu"ht has been g given o lltg-pmlonu ng Measures
Treatment preferences have been expressed to the physician (MID/DO), physician assistant, or nurse practitioner. This
document reflects those treatment preferences and indicates informed consent,

If signed by a patient v prese n.'utm . preferences expressed must reflect patient’s wishes as best umlm smmi by that
representative. i

SEND FORM LR Rl e Rl A RRAR: & 4 2 LAEEr 2Rl amrEaie bt Am 1031011 "A%1, UISCHARGED




HIPAA PERMITS DISCLOSURE OF MOST TO OTHER HEALTH CARE PROFESSIONALS AS NECESSARY

Contact Information

Patwent Representative Relationship: Phone #

Cell Phone #:

Health Care Professional Preparing Form: Preparer Title: Preferred Phone #: Date Prepa

Directions for Completing Form

Completing MOST

*  MOST must be reviewed and prepared by a health care professional in consultation with the patient or patient
representative,
MOST is a medical order and must be signed and dated by a licensed physician (MD/DO), physician assistant. or nurse
practitioner to be valid. Be sure to document the basis for the order in the progress notes of the medical record.
Mode of communication {¢.g., in person, by telephone. ete.) also should be documented.
The signature of the patient or his‘her representative is required; however, if the patient’s representative is not
reasonably available to sign the original form. a copy of the completed form with the signature of the patient’s
representative must be placed in the medical record and “on file™ must be written in the appropriaie signature field on
the front of this form or in the review section below.
Use of original form is required. Be sure to send the original form with the patient.
MOST is part of advance care planning. which also may include a living will and health care power of attorncy
(HCPOA), If there is a HCPOA, living will, or other advance directive, a copy should be attached if available, MOST
may suspend any conflicting directions in a patient’s previously exeeuted HCPOA, living will, or other advance
directive.
There is no requirement that a patient have a MOST.
MOST is recognized under N. C. G en. Sat. 90-21.17.

Reviewing MOST
Review of the MOST form is recommended when:
*  The patient 1s admitted to and/or discharged from a health care facility; or
*  There is 4 substantial change in the patien:’s health status.
This MOST must be reviewed if:
*  The patient’s treatment preferences change,
If MOST 18 revised or becomes invalid, draw a line through Scctions A - E and write “VOID™ in large letters.
Revocation of MOST
A patient with capacity or the patient’s representative (if the patient lacks capacity) can revoke the MOST at any time and
request alternative treatment based on the known preferences of the patient or, il unknown. the patient's best interests,




Review of MOST
S&mwrc of p:liul or Outcome of Review

CINe Clunge
DI ORM VULBED, new toem coempleredd
CIFORM VOIDED, o new Snn

D\nl'!ungc

CIFORM VOIDED, new fioom completed
CIFORM VOIDELD, oo new fonm

D,\v Clange

CIFORM VORDED, sew e cosmgdeted
CIFORM VOIDED, no new fmn

CIxo Changs

CIFORM VOIDED, oew toom coengikoted
CIFORM VOLDED, te now fonn

D\l) Change

CIFORM VOEDED, new fioem comploed
CIFORM VOIDED, no new &nm

SEND FORM WITH PATIENT/RESIDENT WHEN TRANSFERRED OR DISCHARGED
DO NOT ALTER THIS FORM! %

@ NCDHH&DHSRIOEMS Aty Carvtrw Depairdrmnd of 00T and FArae 5o voes « Dvieee. of MOsi) Seorvice Ry ddse » DFes of BErergeney Moo & Sermoas
112

W (OIS J0W © WA TV Qoesve ) Seare 1o
RO DHME & MM DOPOOUIPY e0ovey ) Jeodies (0000 (e of 19 AL 000 erd wels Pardes) M 2 o OF S4. 907 S0 or % 0% 20 A




OTHER MEDICAL HISTORY NOTES/ASSISTIVE DEVICES

ALLERGIES (TO MEDICATIONS OR OTHERWISE)

DOCTOR

Phone Number:

ADVANCED DIRECTIVES, M.O.S.T. OR DNR including LOCATION

Location:

Location:




NEVER EVER
GIVE P
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