
  
 

SUFFOLK  COUNTY  EMS 
PATIENT   TRANSFER   SUMMARY   SHEET 

 
NOTE THAT this is a summary sheet, to be left at the hospital with the patient at time of bedside transfer, ONLY WHEN pending transmission of 
the official ePCR document, per the approval process documented on Approval Form 5136, or in the event of a technology failure. This is not a 
complete pre-hospital medical record. 
 
 
Ambulance Service________________________________________  
                  Patient SS #: _____ / _____ / ______ 
Patient Name_____________________________________________     
 
Patient Address__________________________________  DOB ___/___/___  Age_______  Male     Female 
 
911 Call Time___________   AM  PM   Onset Symptoms Time_______________  AM   PM 
 
Name of Primary EMS Provider_________________________________   EMT-B     EMT-CC    EMT-P   

 
Chief Complaint_____________________________________________________________________________________ 
 
Onset Activity    Rest      Physical Activity    Mechanism of Injury _______________________________________ 
 
Associated complaints________________________________________________________________________________ 
 
Initial Vital Signs TIME___________      GCS TOTAL_______ 
         Eyes_______Verbal_______Motor_______ 
Mental Status    Alert    Verbal      Pain      Unresponsive       Deteriorating GCS  Stable GCS 
            
BP___________ HR___________RR_________EKG, if applicable____________________________ Strip Provided     Y      N 
 
Blood Glucose_________mg / dl        spO2__________      spCO, if applicable____________ 
 
Repeat Vital Signs TIME__________ NO CHANGE      Eyes _______ 
         GCS Verbal______      Total_________ 
Mental Status    Alert    Verbal      Pain      Unresponsive      Motor_______ 
 
BP___________ HR___________RR____________EKG, if applicable_________________________ Strip Provided     Y      N 
 
Blood Glucose_________mg / dl, if applicable        Room Air spO2__________      Post O2 spO2________ spCO, if applicable____________ 
 
 
Allergies_________________________________  NKA    Advanced Directive   Yes   If Yes, copy provided         No          
_________________________________________ 
 
History  HTN   Cardiac   Stroke   Asthma   COPD    Diabetes   Other_______________________________________ 
 
Medications_________________________________________________________________________________________________ 
 
Field Interventions____________________________________________________________________________________________ 
        
 
 
 No change                  Condition Improved    Condition Deteriorating 
 
Care Transferred to: Receiving Health Care Provider _____________________________Time____________ AM   PM 

V1:January, 2018 
V2: July, 2018 
V3: April 2025 


