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First Aider___________________________

!
Date________________________________

Time________________________________

Casualty Name________________________

Age_________________________________

Tel__________________________________

Address_____________________________

____________________________________

ICE Name ____________________________

ICE Number __________________________

Signs & Symptoms____________________________

____________________________________________
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___________________________________________
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___________________________________________
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Events leading to incident_______________________

____________________________________________

____________________________________________

____________________________________________

DRUGS

Yes / No

Description

______________

______________

Time__________
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Time

Breath  Rate (min)

Breathing:
 
Normal/Vomit/GurgleWheeze 

Pulse rate (min)

Radial Pulse

Present / Absent

Temp:

 (WarmWet/DryHotCold)

Colour 

Cap Refill time

Pain    /10    /10    /10    /10    /10    /10    /10    /10    /10

TimeTime

A

V

P

U

! ! ! ! ! ! ! ! STROKE

      

FACE / ARMS & SPEECH TEST FOR STROKE (Circle as appropriate)

Time:

Facial weakness ! Y / N! ! Left / Right

Arm Drift / Falls! Y / N! ! Left / Right

Speech! ! Diff/Slurred! Y/N

       


