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SECTOR

GPS LOCATION

Lat:

Long:

TREATED BY:
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PATIENT DETAILS
NAME

AGE

NATIONALITY

GENDER

M/F

HANDOVER TO:
Locals/family
Ambulance
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Mortuary

co0o0

Medical team
Helicopter
Field Hospital
Other

coo0o0

Type of Entrapment/Incident

First Detection

First USAR Contact
First Physical Contact
Extrication

Date

Time

INJURIES IDENTIFIED
Penetrating Trauma
Amputation
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