S:! West Midlands Ambulance Service m
PARA EDIE CRFO05: Event Form pre T

Please fax I o o I

within 24hrs of notification of event

March 2012 Version 2.0

Event affecting patient I:I Event affecting crew I:I

1. Event Details (Complete as applicable):

(dd/mm/yyyy)

Crew Station Vehicle Call
IDs/names: Name: Sign:

Date of cardiac ' Patient DoB
arrest: Case No: (dd/mmyyyy)
(dd/mm/yyyy) wy

2. Description of Event
(Please continue on separate sheet as necessary)

3. Follow up Information

Resolved? Y[ N[ Date resolved

4. Reason for Reporting (all patients in this trial will be in an immediately life threatening situation; death or
hospitalisation is certain. The options below should only be ticked if they were clearly caused by the event.)

Death vyl N
Life-threatening event Y | N |
In-patient hospitalisation or prolongation of existing hospitalisation y N _]
Persistent or significant disability/incapacity Yy _ N _|
Other medically significant reason for reporting vy N _J

IF OtNEI PIEASE SPECITY ... e e

Notified by (signature) Print Name

Date of Report dd/mm/yyyy






