
Sample Report 
 

A- Medic 7 dispatched emergency traffic reference MVA.  U/A found 2 car MVA, rear end collision 
of approximately 30 mph.  Pt is the restrained driver of a mid sized late model car sustaining 
moderate damage to the front end.  There is approximately 2 feet of crumpling, airbags have 
deployed, and there is no interior damage.  Lap belt and shoulder strap were in place upon the 
arrival. 
 

C- CC of chest pain. Patient also complains of SOB, midline C-spine pain, and paresthesia to the R 
forearm. 
 

H- Patient has no past medical history and remembers all events prior to, during, and after MVA. Pt 
states normal I/O over the last 24 hours. 
 

A- Pt is conscious and alert x4 responding to all questions appropriately. BBS c/= without 
adventitious sounds.  Respirations are easy, quiet and non-labored without use of accessory 
muscles or retractions.  Pt completes sentences without difficulty.  Chest expansion is 
symmetrical without paradoxical movement, flail segments, discoloration, hueing, bruising, or 
other signs of trauma noted. Chest wall is tender to palpation in areas consistent with the 
placement of the shoulder restraint.  There is no tracheal deviation or JVD present.  Skin is pink, 
warm, and dry, nail beds are pink, cap refill < 2 sec.  RA O2 Sat 99%.  Heart tones S1/S2 clear 
and non-muffled without S3/S4, murmurs, or rubs noted.  Radial pulses present at 2+ bilaterally 
matching carotid.  There is no obvious external hemorrhage.  C-spine is in-line without step offs 
or deformity noted.  ABD soft and non-tender to all quadrants without masses or organomegally 
noted.  There is no hueing, bruising, or other discoloration.  Pelvis is firm and stable x3 axis.  
Lower extremities: full ROM, no obvious deformity, crepitus, or discoloration noted, no soft 
tissue injuries noted, pt denies paresthesia to either extremity.  There is no dependent edema 
present.  Upper extremities and clavicles:  Full ROM, no obvious deformity, crepitus, or 
discoloration noted. HEENT:  PERRLA, EOMI, consensual reflexes intact, and pt denies visual 
field disturbances.  Pt denies diplopia or blurred vision.  There are no soft tissue injuries to the 
face, and the face is symmetrical.  There is no fluid present in the ears, nose, or mouth, all teeth 
are intact.  Neuro:  CN II-XII intact, C6, C7, C8 intact, radial medial and ulnar nerves intact.  
Speech is clear and non-muffled, pt does follow commands correctly.  Bilateral motor strengths 
are equal.   
 

R- U/A pt immediately placed in manual spinal immobilization, C-collar then applied, and manual 
immobilization maintained until pt secured on LSB.  Pt placed on 4 lpm O2 N/C.  Pt placed in full 
spinal immobilization (LSB, C-Collar, CSID).  Pt secured to stretcher and transported to unit. 
 

T- Continued to monitor and evaluate pt enroute without change in condition or complaints.  Pt care 
transferred to GMH ER staff room 4 and a full report was given to L Grant RN along with the 
patient’s belongings. 

 
 


