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STANDARD OPERATING PROCEDURES






SUBJECT:  Documentation and Forms For Triage, EMT, OR, PACU Sections

1. PURPOSE:  To identify the forms and documentation required for each section of the FST

2. SCOPE:  All assigned and PROFIS personnel.

3. REFERENCE:  FM 8-10-25, Employment of Forward Surgical Teams, November 1996

1) Depending on the tempo of the patient care situation, complete documentation may not be feasible.  The FST Manual outlines all forms that should be utilized in the field scenario.  This memorandum identifies the essential forms from the list in the manual and discusses what the minimum standard will be per section.

2) Patient charts will be prepared with the following forms ((The US Field Medical Cards (DD 1380) will be kept separate in the EMT section)):

SF 558 Emergency Care and Treatment

SF 509 Progress Notes

SF 539 Abbreviated Medical Record

SF 531 Anatomical Figure-Medical Record

DA 4256 Doctors Orders

DA 5179 Preoperative/Postoperative Nursing Documentation  (The DA 5179-1 Intraoperative Document may be used as a substitute and more recommended)

DD 602 Patient Evacuation Tag

3) EMERGENCY MEDICAL TREATMENT Section:  Most patients should present with a US Field Medical Card (DD 1380).  This card should have documentation identifying what treatment the casualty received prior to presenting to the FST.  This card should be maintained as a permanent part of the patient record and sent with MEDEVAC.

i.)  The completion of a new/additional US Field Medical Card (DD 1380) would be an appropriate form for the EMT section to use in certain situations.  These include the following:


A)  A MASCAL scenario in which there are an high influx of patients as one time that does not allow time for extensive treatment and monitoring in the EMT section and therefore does not require much space for documentation.

B) Outside the EMT Section, in the triage area.  It would be appropriate to use an additional Field Medical Card on a casualty during care in the Triage Area prior to presenting to the EMT section for more definitive care and assessment.

ii.) If the above criteria is not met and a US Field Medical Card is not indicated, the EMT section will use the EMERGENCY CARE AND TREATMENT form (SF 558).  Included on this form will be the anatomical figure for quick and easy identification of injuries. 
iii.) If the EMT section runs out of room to chart due to intensive management of a casualty under their care, they will use the Medical Progress Note (SF 509) to continue charting and complete the record for their section.  If this form is used, a  note will be made on the SF 558 –to SEE PROGRESS NOTES FOR CONTINUATION.  The first line written on the progress note will also state that is a continuation from the SF 558.  

iv.) The SF 509, then can be used by other sections for “overflow” charting also.

v.) All documentation should stay with the patient record to include all Field Medical Cards and any other documentation used.

4) THE OPERATING ROOM Section:

Although the FST is a team approach and documentation may overlap from one section to another, the following forms will primarily be utilized for pre-operative and intraoperative care and are located in the patient chart/packet:

DD 1924 Surgical Checklist

DD 5179 Preoperative/Postoperative Nursing Document (substitute with DD 5179-1 Intra-operative Document)

SF 517 Clinical record-Anesthesia

5) THE PACU/ICU:

Again, there may be overlap in documentation from one section to another.  The following forms will be primarily utilized by the PAUC/ICU and are located in the patient chart/packet:

SF 509  Progress Notes

DA 4256 Doctors Orders

Standing Orders SOP for PACU/ICU (not an official document)

               Patient Evacuation Tag (DD 602)

6) The following documentation will be kept on file for use when necessary:

i. US Field Medical Card (DD1380) 

ii. Hospital Report of Death (DA3894)

iii. Patient Evacuation Tag (DD 602)

iv. Blood OR Blood Component Transfusion (SF 518)

v. Radiologic Consultation Request/Report (SF519-B)

vi. Hematology (SF 549)  If a spin hematocrit is completed, it does not have to be done on a hematology slip and can just be annotated in the patient’s chart. 

vii. Urinalysis (SF 550)

viii. Extra copies of ALL forms identified for the patient chart above.

ix. Because the Surgeons and Nursing Staff will use the Progress Notes (SF 509) as a continuation of charting, it is recommended that several extra copies be kept on hand of these.

7) The SF 509 (Progress Notes) can be used by any section for overflow charting and in theory should be charted chronologically from one section to another.  In other words, where one section left off charting on the progress note, the next section would begin charting so that optimally there are not multiple progress notes separate for each section.

8) The PAD Officer or Executive Officer will be responsible in requisitioning and maintaining the above documentation on file and will ensure that at least 30 charts/patient packets are ready for use.
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