IR WA‘YS,;,. SAE REPORT FORM 51

REC Ref: 14/5C/1219 PatientiD: |_| | | [ [ | [ |

PATIENT DETAILS

Patient inttials | | | | Sex M [ | Femaie [ | Date of Birth — —/——/——

dd mmy ¥ F ¥

EVENT DETAILS

DateofSAE _ _ / Timeof SAE ___ - __
dd mm yyyy {24 hr iock)

DESCRIPTION OF EVENT

Full description of event. If this is a follow-up, details of any additional actions taken/ further information since initial report should also
be documented here.

RELATEDNESS

How related to the intervention was the event?

Fossibly reisted || Frobabiy related || Defimitsly refated| |

QUTCOME OF EVENT

Reszoived, Resaoived, Ij Cngoing® (please complafe and refum Died* (give cause and PM |:|
no sequelas with sequelze® additional SAE report form within 5 days) detailz or Death Certificate)

"Give details. If event is ongoing, please follow up patient until event is resclved.

DETAILS OF PRINCIPLE INVESTIGATOR/ LOCAL COLLABORATOR

The completed SAE form must be signed off by the Pl or local collaborator prior to upload.
| confirm that the contents of this form are accurate and complete

Mame Signature Date —_/ _/
dd mmyy yy

Name of person completing form* {capitals):

Signature of person completing form: Crate completed fdémmbayy: _ _ F _ /_

" MNames must appear on the sife signature & delegation log Version 0.1 2Z2/06/2015



i : SAE REPORT FORM FOR S2
JRWAYS,  EVENTS AFFECTING PARAMEDICS

REC Ref: 14/5CM1219

PARAMEDIC DETAILS

Paramedic inials | | | | Paramedic AIRWAYS-2 ID

PATIENT DETAILS (RELATING TO SAE OCCURRENCE]

Incident number Patient AIRWAYS-2 ID

EVENT DETAILS

Date of SAE Y SR S Time of SAE _—
dd mmyyy§yy fasirciec]

DESCRIPTION OF EVENT

Full description of event. If this is a follow-up, details of any additional actions taken/ further information since initial report should also
be documented here.

RELATEDNESS

How related to the intervention was the event?

Possibly related l:| Frobably related I:' Definitaly relal‘ed[l

OUTCOME OF EVENT

Resolved, |:| Resabved, |:| Ongoing* (plesse complete and refurm Died* (give cause and PM |:|
no sequelse with sequelse® additional SAE report form within 5 days) detailz or Deafh Certificate)

"3ive details. If event is ongoing, please follow up patient unil event is resolved.

DETAILS OF PRINCIPLE INVESTIGATOR/ LOCAL COLLABORATOR

The completed SAE form must be signed off by the Pl or local collaborator prior to upload.
I confirm that the contents of this form are accurate and complete

Name Signature Date —_/ _/ _
dad mm y gy y ¥

Mame of person completing form* {capitals )
Signature of person completing form: Date completed fdadmmdyyy: _ _ /  _ /

" Names must appear on the site signshure & delegation log Version 0.1 22/06/2015



RU;

Hospital: Patient ID: I | | |

"'s,_‘ IRWAYS,  RESOURCE USE — INDEX ADMISSION

PLEASE DO NOT PUT ANY PATIENT IDENTIFIERS ON THIS FORM E.G. NAME, NH5 NUMEER

Date of hospital discharge
after OHCA, or death (if in / !
hospital):

Date of ED/hospital ] /
amival after OHCA: dd mm ¥y ¥ ¥ ¥

Dizcharged from haspital |:| Diad |:|
Ifdied, no need to
complete RLU:

DURING THE PATIENT INDEX ADMISSION ONLY (DATES ABOVE):

Tid he patient haue any CT ecans of Yos |:| No |:| If YES, total number of CT scans:

any part of the body?

Did the patient have any MRI scans of Ves |:| No |:| If YES, total number of MR scans:
any part of the body?

Did the patient have any angiograms?  Yes |:| No |:| If YES, total number of angicgrams:

If YES, was PCI also performed Angiogram 1: Yes Dm |:|

at each angicgram?
Angicgram 2;. Yes |:|MJ |:| NéA |:|
Angicgram 3; Yes DMJ I:l NA I:'
Angicgram 4. Yes DMJ I:l NA I:'

Did the patient have any surgery or implantable devices during the index admission? Yas I:INu I:I

IFYES, please provide brief details e.g. surgery type or implantable device type ( pacemaker, implantable
defibrillator or both):

Name of person completing form™ (capitals):

Signature of person completing form: Date completed jdammdevk /! /!

* Names must gopearon the sie sigalue & delegabon log Version 1.0 13/022018



RU;

Hospital: Patient ID: | | | |

N IRWAYS, RESOURCE USE — FOLLOW UP

PLEASE DO NOT PUT ANY PATIENT IDENTIFIERS ON THIS FORM E.G. NAME, NHS NUMEER

Oate of hospital / J Date § months post OHCA ! /
dischamge after OHCA: @ d m m § ¥ ¥ ¥ or date of death (ifsooner): T 7 = m ¥ ¥ ¥ 7

PERIOD POST DISCHARGE FROM INDEX ADMISSION TO 6 MONTHS POST OHCA ONLY (DATES ABOVE):

:Vo:i::t:?iﬁat:::%depmﬁrEd?m Yoz I:' No |:| If YES, number of readmissions:

If YES,

Readmission 1

For how many days? EE;ZLM;'&;Z;S pend any days in Yoz |:| No |:|
If YES, how many days?

Readmission 2

For how many days? Ei;’;&gﬂiggs pend any days in Yoz |:| No |:|
If YES, how many days?

Readmission 3

For how many days? 2:1;2&33‘;&%23?5&”{’ any daysin Yes |:| No |:|

If YES, how many days?

Did the patient have any surgery orimplantable devices at your hospital in the follow up perod?  Yes DM:I |:|

If YES, please provide brief details e.g. surgery type or implantable device type, elective/femergency, ne-do;

Name of perscn completing form™ (capitals):

Signature of person completing form: Date completed jodmmyppyk / /

* Names musl appearon the sile signelure & delegabon log Version 1.0 13/02/2018





