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#510 – CQI Run Audit Form
Date Issued: 07/21/2010
Date Last Revised: NEW

Patient Care Report (PCR) Audit Form

Incident Date:__________________________  PCR Number:_________________________
Report Author:_________________________  Additional Staff:__________________________
Auditor:_______________________________ Audit Date:______________________________
S = satisfactory (element included, clear, and understandable)     NA = not applicable to this situation

I = improvement needed (element omitted, vague or unclear)      UN = unknown (unable to obtain this info.)
PROVIDE WRITTEN COMMMENT BELOW FOR ALL “IMPROVEMENT NEEDED” OR “NO” NOTATIONS
	DOCUMENTATION ELEMENTS:
	S
	I
	N/A
	UN
	COMMENTS:

	Service/staff identification 
	
	
	
	
	

	Patient identification 
	
	
	
	
	

	Scene and time information  
	
	
	
	
	

	Chief complaint: documented or obvious
	
	
	
	
	

	Safety equipment used by patient 
	
	
	
	
	

	History including MOI or NOI
	
	
	
	
	

	Vital signs and physical exam findings
	
	
	
	
	

	Care rendered prior to arrival
	
	
	
	
	

	Procedures and treatments
	
	
	
	
	

	Change in status
	
	
	
	
	

	
	
	
	
	
	

	CLINICAL AUDIT MEASURES:
	YES 
	NO
	N/A
	
	COMMENTS:

	Response time acceptable 
	
	
	
	
	

	Scene time acceptable
	
	
	
	
	

	Transport time acceptable
	
	
	
	
	

	Destination decision appropriate
	
	
	
	
	

	Tiered response appropriate
	
	
	
	
	

	Appropriate protocol followed
	
	
	
	
	

	Overall documentation adequate
	
	
	
	
	

	Treatment/procedures appropriate
	
	
	
	
	

	Overall performance adequate
	
	
	
	
	

	Patient outcome as expected
	
	
	
	
	

	Medical Director review needed
	
	
	
	
	

	Follow-up necessary (attach action plan)
	
	
	
	
	


AUDITOR COMMENTS:________________________________________________________
____________________________________________________________________________
STAFF COMMENTS:___________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
AUDITOR SIGNATURE         DATE                 MEDICAL DIRECTOR SIGNATURE           DATE

____________________________________________________________________________
STAFF SIGNATURE                DATE              STAFF SIGNATURE                                    DATE  
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