Attachment II

Cardiopulmonary Resuscitation Report
Event Date:          /       /       

        Location of Event__________________        Living Area__________
Name: __________________________         Chart Number: ___________________

***Recorder to be timekeeper and use consistent timepiece throughout event.

	Event Witnessed    FORMCHECKBOX 
YES    FORMCHECKBOX 
NO       _______am/pm

     If Yes, by whom:_________________

Client Found: _______am/pm 
     Location:___________________________

     By whom:___________________________
Status:                   
      FORMCHECKBOX 
 Conscious         FORMCHECKBOX 
 Breathing           FORMCHECKBOX 
 Pulse 

      FORMCHECKBOX 
 Unconscious     FORMCHECKBOX 
  Not Breathing   FORMCHECKBOX 
 No Pulse

      ************************************

      FORMCHECKBOX 
 Choking             FORMCHECKBOX 
  Respiratory Arrest  

      FORMCHECKBOX 
 Seizures             FORMCHECKBOX 
 Cardiopulmonary Arrest              

      FORMCHECKBOX 
 Other __________________________
Code Called: _______am/pm

     By whom:___________________________

Code Leader:___________________________

Recording Nurse:________________________
	CPR Started:   
    FORMCHECKBOX 
  Airway Cleared:   _______am/pm 

        By whom:___________________________
    FORMCHECKBOX 
  Compressions:   _______am/pm 

        By whom:___________________________

    FORMCHECKBOX 
   Mouth to mouth/microshield: _______am/pm 

         By whom:___________________________  

Crash cart arrived: _______am/pm

         By whom:___________________________ 

AED Applied:        _______am/pm 

         By whom:___________________________               

Oxygen Applied:   By whom:_____________________                       
    FORMCHECKBOX 
   With Ambu bag:    _______am/pm         

    FORMCHECKBOX 
   With Return of Spontaneous Circulation:
          ______am/pm
                  FORMCHECKBOX 
 Nasal cannula @ 6 L/min                                                                       

                  FORMCHECKBOX 
 Nonrebreather mask @10-15 L/min

	Notifications:                     Time Called          Name of Person  Making the Call                Time Arrived    
911# called:                      _______am/pm, by: ______________________________              ______am/pm         
CSH Police notified:        _______am/pm, by:  ______________________________             ______am/pm    
Announced in bldg:          _______am/pm, by:  ______________________________             ______am/pm  Doctor/APRN notified:    _______am/pm, by:  ______________________________             ______am/pm  

	TIME
	Sequence of Events         (include ALL EVENTS, meds, AED shocks, client response, etc) 

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	TIME
	Sequence of Events         (include ALL EVENTS, meds, AED shocks, client response, etc) 

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


Recording Nurse Signature:______________________________


Date:_________

 **********************************************************************************************
	Outcome:   FORMCHECKBOX 
 Revived @ __________am/pm              FORMCHECKBOX 
 Expired @_______am/pm                                                                  

                   FORMCHECKBOX 
Transported @ _______am/pm  to:         FORMCHECKBOX 
Hospital     FORMCHECKBOX 
Funeral Home   FORMCHECKBOX 
Other____________


Physician/APRN Signature:______________________________

Date:________
CODE ATTENDANCE ROSTER AND DUTIES

	Name (Last,  First, MI)
	Title/Code Duties 
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