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SOUTH CAROLINA DEPARTMENT OF HEALTH AND ENVIRONMENTAL CONTROL 

DIVISION OF EMS AND TRAUMA 
MEDICAL CONTROL PHYSICIAN CHANGE OR UPDATE FORM 

 
1. SERVICE INFORMATION 

 

Service Name        SC DHEC License Number 
 

Service Mailing Address 
 

City / State / Zip Code 
 

Telephone Number       FAX Number: 
 

EMS Service Director E-Mail 
 

2.  MEDICAL CONTROL PHYSICIAN INFORMATION 
 
    
Name (PRIMARY) Med Control Physician SC Lic. # Name (ASSISTANT) Med Control Physician SC Lic # 

  

E-mail Address (PRIMARY MCP) E-mail Address (ASSISTANT MCP) 
  

Mailing Address Mailing Address 
  

City / State / Zip City / State / Zip 
  

Telephone Number  FAX Number Telephone Number  FAX Number 
  
  
STATEMENT OF UNDERSTANDING & AUTHORIZED SIGNATURES: 
I have read and understood the duties & Responsibilities of the Medical Control Physician and Section 44-61-130 of 
the EMS Law also included on this form.  Further, if my EMS Service has a State-Approved In-Service Training 
Program, I accept full responsibility for the program and understand that I may not waive anyone from the state 
recertification examination until I have attended a State-Approved EMS Medical Control Workshop.  If I have not 
already attended a Medical Control Physician Workshop, I understand that I must attend the next available 
workshop in order to remain as Medical Control Physician for the above EMS Service. 
 

 I Have   I have NOT     I Have   I have NOT 
Attended a Med. Control Workshop   Attended a Med. Control Workshop 
 
 
 

Signature PRIMARY Med Control Physician / Date  Signature ASSISTANT Med Control Physician / Date 
 
I understand that I must Notify the SC DHEC Division of EMS & Trauma of any change in Medical Control, Drug List, 
and/or Standing Orders/Protocols within ten (10) days (Regulation 61-7, § 402 E) 
 
 
 

Signature EMS Director      Date 
Revision Date:  06-19-2009 



FORMS

SCENE Tool
South Carolina Emergency Neurologic Evaluation

Form D 2010

STROKE ALERT / SCENE* TOOL PREHOSPITAL CHECKLIST 
*South Carolina Emergency Neurologic Evaluation 

 

DATE & TIMES 
Date: Dispatch Time: EMS Arrival: EMS Departure: ED Arrival: 

BASIC DATA  

Patient name  Age  Gender  

Witness Name  Witness Phone  

Chief Complaint  SBP  DBP  

Last Time Normal  Glucose  Pulse  Resp  

 
 

FAST NEUROLOGIC EXAM (Check if abnormal) YES NO 

Facial Droop (Smile, show teeth)   

Arm Drift (Extend both arms, eyes closed)   

Speech (“You can’t teach an old dog new tricks”)   

STROKE ALERT CRITERIA YES NO 

Time of onset < 8 hours   

Positive FAST (=1 or more from FAST NEURO EXAM)   

Blood glucose > 60 mg/dL (if fingerstick possible)   

If YES to all STROKE ALERT CRITERIA, transport to nearest stroke hospital and 
call Stroke Alert. 

Minimize scene time and transport patient urgently. 

Destination Hospital:  Hospital Contact:  

 
 

PAST HISTORY / MEDICATIONS / ALLERGIES 
Recent events: 
 
 
 
 

PMH: 
 
 
 
 

Medications: 
 
 
 
 

Allergies: 
 
 
 
 

MANAGEMENT REMINDERRS  

Do not treat hypertension 
Do not allow aspiration (keep NPO) 
Provide oxygen (if O2 sat < 94%) 
Do not administer glucose (unless glucose < 60 mg / dL) 

STROKE SPECIFC REPORT TO EMERGENCY DEPARTMENT 

BASIC DATA 

 Age 

 Gender 

 Chief complaint 
 

SYMPTOMS 

 Last normal 

 Trauma 

 Seizure 

 Headache 

HISTORY 

 Recent surgery 

 Recent illness 

 Medications 

 VS & glucose 

EXAM 

 GCS 

 FAST Scale 

 Other 
 

 



South Carolina EMS Airway Evaluation Form  

8.  Times and Vital Signs
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6.  Level of training of each rescuer attempting intubation 7. Indicated drugs given to facilitate intubation

q Atropine_____________________________ mg

q Diazepam____________________________mg

q Etomidate____________________________mg

q Lidocaine____________________________ mg

q Midazolam___________________________ mg

q Morphine____________________________ mg

q Succinylcholine_______________________ mg

q Topical Anestheic Spray

q Other – Specify:_______________________ mg

q Other – Specify:_______________________ mg

Rescuer A Rescuer B Rescuer C

State ID:_________________ State ID:_________________ State ID:_________________

q Paramedic

q Nurse

q Respiratory Therapist

q Physician Assistant

q Nurse Practitioner

q MD / DO

q Other:_______________

Time Heart Rate Resp. Rate Blood Pressure Pulse Oximetry

q Paramedic

q Nurse

q Respiratory Therapist

q Physician Assistant

q Nurse Practitioner

q MD / DO

q Other:_______________

q Paramedic

q Nurse

q Respiratory Therapist

q Physician Assistant

q Nurse Practitioner

q MD / DO

q Other:_______________

1. Patient Demographic Information

Date:  _____/_____/_____   Dispatch Time: ______:_______Hrs

PCR#:_______________________________________________

EMS Agency Name:____________________________________

Patient Age: (yrs)________________ Patient Sex:  q M     q F

2.  Indication for Invasive Airway Management

q Apnea or Agonal respirations

q Airway reflex compromised

q Ventilatory effort compromised

q Injury / Illness involving airway

q Adequate airway reflexes / effort – but potential for compromise

q Other: ______________________________________________

3.  Was endotracheal intubation (ETI) attempted?

q YES     q  No

q Bag-Valve-Mask (BVM) q Combitube

q Needle Jet Ventilation q LMA

q Open Cricothyrotomy q Other Cricothyrotomy

q CPAP / BiPAP q King LT-D

q Not Applicable (ETI Attempted:____________________________

q Other: _______________________________________________

4. If ETI not attempted, alternate method of airway support

5.  Glasgow Coma Score (GCS) before Intubation

EYES: q (1) none q (2) Pain q (3) Verbal q (4) Spontaneous

VERBAL: q (1) None q (2) Incomprehensible q (3) Inappropriate Words q (4) Disoriented q (5) Oriented

MOTOR: q (1) No Response q (2) Extends to Pain q (3) Flexes to Pain q (4) Withdraws from Pain

q (5) Localizes Pain q (6) Obeys Commands

Decision to Perform Airway Procedure

EtCO2

Pre-Airway Procedure Value

Lowest Value During Airway 

Procedure

Highest Value During Airway 

Procedure

Successful Airway Obtained

Post-Airway Procedure Value

Airway Procedure Abandoned 

Unsuccessfully

:

: /

: /

: /

:

: /

:

The SC EMS Airway Evaluation 

Form is required to be 

completed with ALL 

intubations. 

It is recommended that this 

form be completed with all 

invasive airway procedures.



South Carolina EMS Airway Evaluation Form  

Attempt ETI Method Rescuer Attempt Successful FOR ORAL ROUTE:
Each Insertion of Blade 

(Laryngoscope) is one 

“Attempt”

FOR NASAL ROUTE:
Each  Pass of Tube Past the 

Nares is one “Attempt”

9. Provide information for each laryngoscopy attempt.

1 q Oral q Nasal q Sedation q RSI q A q B q C q Yes q No

2 q Oral q Nasal q Sedation q RSI q A q B q C q Yes q No

3 q Oral q Nasal q Sedation q RSI q A q B q C q Yes q No

4 q Oral q Nasal q Sedation q RSI q A q B q C q Yes q No

10. Endotracheal tube confirmation

Tracheal Placement Indeterminate Not Assessed Tube Not Placed

Auscultation

Esophageal Placement

q q q q q 

Bulb/Syringe Aspiration q q q q q 

Colorimetric EtCO2 q q q q q 

Digital EtCO2 q q q q q 

Waveform EtCO2 q q q q q 

Other______________________ q q q q q 

11. Who determined the final placement (location) of ET 

Tube?

q Rescuer performing intubation

q Another rescuer on the same team

q Receiving helicopter/EMS crew

q Receiving hospital team

q Other: _______________ 

12. Was ETI successful for the overall encounter(on transfer of care 

to ED or helicopter)?

q YES     q  No

13. If all intubation attempts FAILED, indicate suspected reasons for 

failed intubation (Check all that apply)

q Inadequate patient relaxation q Orofacial Trauma

q Inability to expose vocal cords q Secretions/blood/vomit

q Difficult patient anatomy q Unable to access patient

q ETI attempted, but arrived at destination facility before accomplished

q Not Applicable – Successful field ETI q Other _________ 

15. If all intubation attempts FAILED, indicate secondary (rescue) 

airway technique used (Check all that apply)

q Bag-Valve-Mask (BVM) Ventilation q Needle/Jet Ventilation

q Combitube q Open Cricothyroidotomy

q Not Applicable – Successful field ETI q King LT-D

q Other ________________________ 

16. Did secondary (rescue) airway result in satisfactory ventilation?

q Yes q No q Not Applicable 

14. Critical complications encountered during airway 

management (Check all that apply) 

q Failed intubation effort

q Injury or trauma to patient from airway management effort

q Adverse event from facilitating drugs

q Esophogeal intubation – delayed detection (after tube

       secured)

q Esophogeal intubation – detected in ED

q Tube dislodged during transport/patient care

q Tube was not in the correct position when assumed care of 

the patient

q Other: _____________________________ 

18. Endotracheal tube confirmation

34. q Size (mm) _______ q Unknown

35. q Depth (cm, at lateral corner of mouth) _______ q Unknown

36. Secured with: q Adhesive tape    Umbilical/cloth tape   q Tube holder q Other q Unknown

37. Placement reassessed after patient movement q Yes q No q Unknown

38. Placement reassessed after patient transfer of care q Yes q No q Unknown 

19. Signature of Receiving Physician/Healthcare Provider 

(Confirming Destination/Transfer Tube Placement) 

20. Signature of EMS Medical Director (Confirming Review of 

Completed Form)

Date and Time:  ____ : ____ am/pm Date:
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