EMS Coordinator Request

Place Completed Form Into EMS Coordinator Mailbox In Squad Room | Faxto 614|566-8906 | Email to: mhuckaby@ohiohealth.com

PURPOSE DATE SUBMITTED

[J Patient Follow-up Information

Clinical Information Request for Prehospital Performance Improvement

O Compliment | Complaint | Suggestion | Other
REQUESTER INFO

Name: Title:

Station: Shift / Unit Day:
Work Phone: Work Fax:
Other Phone: Work Email:

EMS AGENCY INFO

Agency Name:

Address:

EMS Coordinator Name: Title:

Station: Shift / Unit Day:
Work Phone: Work Fax:
Other Phone: Work Email:

PATIENT FOLLOW-UP INFO

Follow-Up Information Will Be Emailed To The EMS (Performance Improvement) Coordinator’s Work Email Address via OhioHealth’s Secure Email System.

Patient Name: DOB: O Male 0O Female
Transport Date: Time at ED:
Incident / Run Number: Transported By (Unit #):

Primary Complaint / Mechanism of Injury:

COMMENTS

;TF_- Grant Medical Notlce:‘ Informa-tlon conjca‘med herein is proprietary and may contain information t‘hat is confld-er}tlal, exempt
Lyl Center from disclosure, private, privileged, protected or governed by law. If you are not the intended recipient, you are
notified that any use, dissemination or disclosure in any manner is strictly prohibited. In such cases, please

OhioHealth permanently delete this information and contact the sender. Thank you.



