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INSTRUCTIONS FOR COMPLETION OF
THE EMERGENCY CARE AND TREATMENT FORM

NOTE: This form will be used to record all care rendered to patients in the Emergency Room and
will be used in lieu of all locally prepared emergency rooms forms. This form is not a
substitute for line of duty, accident/injury or third party liability forms, but it may be used
as a basis for completing those forms.

. Complete form for each patient entered on Emergency Room Log.

. Complete all parts of form.

. Enter patient's log number from Emergency Room Log.

. Check appropriate condition in "category" block based on following definitions:

Emergent - A condition which requires immediate medical attention and for which delay is
harmful to the patient; such a disorder is acute and potentially threatens life or function.
Urgent - A condition which requires medical attention within a few hours or danger can ensue;
such a disorder is acute but not necessarily severe.
Non-Urgent - A condition which does not require the immediate resources of an emergency
medical services system; such a disorder is minor or non-acute.

5. Use SF 522, Request for Administration of Anesthesia and for Performance of Operations and

Other Procedures, to obtain authorization for any necessary procedures.

6. Orders: Provider enters orders; i.e., CBC, UA, etc. The person completing the action enters

the time and his/her initials at the time of completion.

7. Give "Patient's Copy", containing instructions, to patient, sponsor (NOK) or person

accompanying patient, except when patient is admitted.

8. File original in patient's treatment record (i.e., Military Health Record, Outpatient Treatment
Record or Inpatient Record) as applicable.

9. Establish a treatment record for any patient who does not have a record. File and maintain

treatment record in accordance with appropriate directives.
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