EPINEPHRINE ADMINISTRATION REPORT
To be completed by the First Responder in-charge
(whether a patient was assisted with his/her own Epi Auto Injector or the First Responder’s)

Reporting Agency: Date of Event:

First Responder in-charge: Report Completed by:

Run # Location/Address of service:
Patient Name: Patient Date of Birth:

Patient has a history of (check all that apply): | Indications (check all that apply):
0o Anaphylaxis (SEVERE allergic reaction) O Severe Respiratory Distress
O Recent exposure to possible allergen or o Patient has a prescription for Epi
inciting agent o Signs of Hypoperfusion (shock)
o Other Allergic Reactions o None of the above
0 None of the above

Oxygen Administration: Epi Administration:
o Nasal Cannula (flowrate:  LPM) O Used Patient’s Epi Pen
0 Non-Rebreather (flowrate:  LMP) O Used Agency’s Epi Pen
o BagValve Mask (flowrate:  LPM) Time administered:

Base Hospital Contact: oNo 0OYes
If YES, please indicate physician name and reason for contact:

Patient Disposition:
o Refused / AMA
0o Transported by Medic (unit #)

Within 24 hours of administering Epinephrine, please email the completed form to
the San Benito EMS Agency at kmangano@sanbenitocountyca.gov.
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