	PARARESCUE CONSOLIDATED MISSION REPORT

	1.  MISSION NUMBER:

 
	2.  OPERATION NAME (if applicable) & TASKING AUTHORITY:
 
	3.  MISSION DATE (s):


	4.  BRIEF MISSION SUMMARY:    



	5.  ORGANIZATION  (include unit address/DSN/COMM/FAX/)


	6.  TEAM MEMBERS:  

a.  Primary Job

(TL, TM, etc.)

b.  Rank & Name

c.  Unit (if different)

I.

I.

I.

II.

II.

II.

III.

III.

III.

IV.

IV.

IV.

V.

V.

V.

VI. 

VI.

VI.



	7.  Report prepared by (include e-mail):


	SECTION 1 – NOTIFICATION, SURVIVOR & INCIDENT INFORMATION

	8.  NOTIFICATION (date/time):


	9.  AGENCY/INDIVIDUAL: 


	10.  METHOD: 



	11.  Survivor & Incident Information

	a.  OBJECTIVE:    


	b.  LAST KNOWN LOCATION:

 
	c.  NUMBER OF PERSON (s): 



	d.  CONTACT PROCEDURES:  



	e.  SPECIAL INSTRUCTIONS:



	f.   ORIGINALLY REPORTED SITUATION / INJURIES:  



	g.   ACTUAL SITUATION / INJURIES:  




	SECTION 2 – EMPLOYMENT (Insertion, Extraction, & Patient Transfer)

	12.  Insertion 

	a.  METHOD OF DELIVERY (include type AC and unit):

	b.   TAKE OFF/DEPARTURE (date & time):

	c.  ARRIVAL AT SCENE (date & time):
	d.  INSERTION METHOD:



	e.  INSERTION (date & time):  


	f.  NUMBER OF PERSONNEL INSERTED:



	g.  SUMMARY OF INSERTION (include problems encountered & recommended solutions):



	13.  Extraction 

	a.   METHOD OF RECOVERY (include type AC & unit; Mode of extraction for patient (s) and team):



	b.   TAKE OFF/DEPARTURE FROM SCENE (date & time):


	c.   NUMBER OF PERSONNEL EXTRACTED (patient (s) and team):


	d.  SUMMARY OF EXTRACTION (include problems encountered & recommended solutions) :



	14.  Transfer 

	a.   DATE & TIME OF TRANSFER:


	b.   AGENCY & RELIEVING AUTHORITY PATIENT TRANSFERRED TO:



	c.  SUMMARY OF TRANSFER (include problems encountered & recommended solutions) :



	15.  Recovery/RTB

	a.   DATE & TIME OF RECOVERY/RTB:



	SECTION 3 – EQUIPMENT USED

	16.  Item
	17.  Avail
	18.  Used
	19.  Type (e.,g.,London Bridge, DTH Kit, Miller Board, PRC-117, Drysuit, MC-5, REDS Kit, etc)
	20.  Remarks (e.g., Item lost, destroyed, not serviceable, etc.) 

	a.   PRIMARY MED KIT 
	Y/N
	Y/N
	
	

	b.   ALTERNATE MED KIT
	Y/N
	Y/N
	
	

	c.   ACCESSORY KIT
	Y/N
	Y/N
	
	

	d.   C-SPINE/SPINAL CONTROL
	Y/N
	Y/N
	
	

	n.   DEFIBRILLATOR
	Y/N
	Y/N
	
	

	f.     PRO-PACK
	Y/N
	Y/N
	
	

	f.     PASG/MAST
	Y/N
	Y/N
	
	

	g.    SPLINTS
	Y/N
	Y/N
	
	

	h.    LITTER
	Y/N
	Y/N
	
	

	i.     COMM EQUIPMENT
	Y/N
	Y/N
	
	

	j.     ADVERSE TERRAIN EQUIPMENT
	Y/N
	Y/N
	
	

	k.    EXTRACATION EQUIPMENT
	Y/N
	Y/N
	
	

	l.     WET GEAR
	Y/N
	Y/N
	
	

	m.   PARACHUTES
	Y/N
	Y/N
	
	

	p.    OTHER
	Y/N
	Y/N
	
	

	q.    OTHER
	Y/N
	Y/N
	
	

	r.     OTHER
	Y/N
	Y/N
	
	

	s.    OTHER
	Y/N
	Y/N
	
	

	t.     OTHER
	Y/N
	Y/N
	
	

	u.    OTHER
	Y/N
	Y/N
	
	

	v.    OTHER
	Y/N
	Y/N
	
	


	SECTION 4 – POST MISSION 

	17.  SUMMARY OF POST MISSION ACTIVITIES (use continuation sheet if needed) :   



	SECTION 5 – LESSONS LEARNED 

	18.  LESSONS LEARNED  (use continuation sheet if needed) :  




	SECTION 6 – TEAM LEADER REVIEW 

	19.  DATE/NAME/RANK/SIGNITURE :



	20.  COMMENTS:



	SECTION 7 – SQUADRON DO REVIEW  

	21.  DATE/NAME/RANK/SIGNITURE:



	22.  COMMENTS:



	SECTION 8 – PJ MOAB REPRESENTATIVE REVIEW  

	23.  DATE/NAME/RANK/SIGNITURE:



	24.  COMMENTS:



	SECTION 9 – ACC/SGPF REVIEW & DISTRIBUTION  

	25.  DATE/NAME/RANK/SIGNITURE:



	26.  COMMENTS:




	SECTION 10 – PATIENT INFORMATION

	NAME / RANK / AGE / SEX / DOB (keep patient name for personal records; exclude when submitting):   



	CHIEF COMPLAINT:



	PATIENT HISTORY:



	PRIMARY ASSESSMENT:



	INITIAL VITAL SIGNS:   

BP- 
Pulse-
Resp. Rate-

Breath Sounds-

O2 Sat-
LOC-

Skin-

Other-

	SECONDARY ASSESSMENT:



	SECONDARY VITAL SIGNS:   

BP-

Pulse-

Resp. Rate-

Breath Sounds-

O2 Sat-

GCS-

BGL-

Pupils-

Other-



	TREATMENT:

1.  O2 used? Y/N (include adjunct, flow rate, & method of delivery [AVIOX, LSP, etc.])
2.  Airway adjuncts used? Y/N (include adjunct, treatment, size, & location)
3.  Breathing adjuncts used? Y/N (include adjunct, treatment, size, & location)
4.  IV fluids used? Y/N (include fluid type, location, catheter size, flow rate, & total fluids administered)
5.  Meds administered? Y/N (include type med, route of administration, dosage, & location)
6.  Additional treatment rendered? y/n (include adjunct/procedure, treatment, size, & location)
7.  Patient Transfer: 

Location:

Date & Time:

Relieving Authority:

Comments:




	Continuous Medical Treatment Log

	DATE
	TIME
	PULSE
	RESP
	B/P
	02 SAT %
	URINE
	MEDS
	FLUIDS 
	REMARKS

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	


PJ CMR 


2/21/2002

