
Patient Care Form - Treatment Plan 

Plan: Treatment Plan for every problem on Assessment List: 

1 )  

2) 

3) 

4) 

Monitor: How and how often do you plan to monitor this patient? Any 
changes needed to treatment? 

Sign Off: Anyone 18 and older can refuse care. 

I decline further medical care by the AMC and/or Cransportuhn to a 
local hospitaL 

Patent Name (printed): 

Signature: 

Date: Time: 

Witness: Date: 

Witness: Date: 
Pa#e 4 

Patient InkQrmation 
Patient Name: 

Date of Birth: Age: Sex: M I F 

Address: 

Phone #: 

Emergency Contact Name: 

Emergency Contact Phone #: 

Course Name: Date of Injury: 

Care-Giver: Location: 

Compbint and Mechanism of wary 
(Pain Questions: onset, palliatcdprowks, quality, d i g ,  stvaity (!-lo), and tmd) 

'Wawry S m e j  P'roMems - 
Airway 

Breathing 

Circulation 

Central Nervous System 

Deformity 

Environmental page 1 
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