Public Use AED Event Information
Please fill out the following information and forward it to the receiving hospital with the patient.

Event Date: ______ / ______ / ______


Time: ________________________

Patient Name (if known): _________________________________________________________

Rescuer Name: _________________________________________________________________

Rescuer Address: _______________________________________________________________

Rescuer Phone: (______) ________ - _______________

Please circle the correct answer:
	Was CPR performed by a by-stander prior to EMS arrival?
	YES
	NO
	UNKNOWN

	Did someone witness the patient go unconscious or arrest?
	YES
	NO
	UNKNOWN

	Was shock indicated?
	YES
	NO
	UNKNOWN

	Did the rescuer administer any shocks?
	YES
	NO
	UNKNOWN


What was the number of shocks delivered, if any? ________________________

Transporting Agency: ____________________________________________________________

Run #: ________________________________________________________________________

AED Manufacturer and Model: ____________________________________________________

Public Use AED Agency: __________________________________________________________

Form completed by: ____________________________________________________________

Signature: ______________________________________
        Date: ______ / ______ / ______
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