
 

    Bolus   Dose / Route                Infusions    Dose / cc per hr 

Time 

Sp
on

ta
ne

ou
s  

 A
ss

is
te

d 
(

) 

Sp
on

ta
ne

ou
s  

 A
ss

is
te

d 
(

) 

BP 

R
hy

th
m

 

D
ef

ib
ri

lla
to

r 
 

T
yp

e 
A

ED
 / 

M
an

ua
l 

Jo
ul

es
 

A
m

io
da

ro
ne

 
D

os
e 

/ I
V

 o
r I

O
 

A
tr

op
in

e 
D

os
e 

/ I
V

 o
r I

O
 

E
pi

ne
ph

ri
ne

 
D

os
e 

/ I
V

 o
r I

O
 

L
id

oc
ai

ne
 

D
os

e 
/ I

V
 o

r I
O

 

V
as

op
re

ss
in

 
D

os
e 

/ I
V

 o
r I

O
 

 

 D
op

am
in

e 

D
ob

ut
am

in
e 

E
pi

ne
ph

ri
ne

 

N
or

ep
in

ep
hr

in
e Comments: 

i.e.: Peripheral/Central 
Line Placement,  IO,  

Chest tube, Vital Signs, 
Response to 
Interventions 

                     
                     

                     

                     

                     

                     

                     

                     

                     

                     

                     

                     

Breathing  Pulse 

 
 
 

Patient Label or Addressograph 

  Patient Name_______________________ MR #____________ 

 

Date/Time Event Recognized __________________ Location_____________        Witnessed:  Yes    No 
Age _______Weight__________ Height _________  Hospital-wide response activated?  Yes    No 
Illness Category:    Medical Cardiac  Medical Noncardiac  Newborn  Obstetric  
      Surgical Cardiac  Surgical Noncardiac   Trauma  Other ___________ 
Condition when need for compressions/defibrillation was identified?    Pulseless   Pulse (poor perfusion)     

Did the patient with a pulse requiring compressions become pulseless?  Yes     No 
Conscious at Onset?     Yes     No     Monitoring at Onset:  ECG   Pulse Oximeter    Apnea  

Airway/ Ventilation 
Breathing Spontaneous  Apneic  Agonal  Assisted
Time of First Assisted Ventilation: _______________
Ventilation:   Bag-Valve-Mask    Endotracheal Tube 

        Tracheostomy         Other:__________ 
Intubation:   Time:___________  Size :_________ 
By Whom: ________________________________ 
Confirmation:  Auscultation      Exhaled CO2  

                   Other __________ 

 

Circulation 
1st Rhythm Requiring Compressions: ____________ 

1st PULSELESS Rhythm: ______________________ 
Compressions:  None  Manual   Device:________
Time Chest Compressions Started:  ______________ 

Impedence Threshold Device Used?  Yes   No 
AED Applied:   Yes  No  Time:______________
Defibrillator Type(s): __________________________ 

Pacemaker On:      Yes        No  

Time Resuscitation Event Ended:  _________________ 
Reason Resuscitation Ended: 
     Survived – Return of Circulation (ROC) >20 min 
     Died – Efforts Terminated  (No Sustained ROC)  
    Died – Medical Futility 
    Died – Advance Directives 
    Died – Restrictions by Family    

Recorder Signature ____________________________ ID#______      Provider Printed Name _______________________ ID#______ 

ICU/Code Team Nurse Signature _______________________________ID#______     Provider Signature ____________________________________ 
  Page ____of _____          Original:_____________    Yellow:_____________            Provided by American Heart Association’s National Registry for Cardiopulmonary Resuscitation  


