AED USE DATA COLLECTION FORM
Please complete this form every time you apply the AED pads, regardless of the patient’s outcome.

Please report any AED use to the AED Network: 1-866-443-4532
	EVENT INFORMATION

Site Name:_____________________________________

Address:_______________________________________

City:_________________________ Zip:_____________

Date of Event:__________________________________

Time of Event:__________________________ am pm
	PATIENT INFORMATION

Patients name is not required.

Gender:     Male         Female

Age:________in years or DOB:__________________

Race:   African-American     Asian     Hispanic

            White       Unspecified

            Other ______________________________



	CHAIN OF SURVIVAL

Was event witnessed?   No  Yes, by:  Friend/Family    Employee/Volunteer     Other______________________
Was 911 called?  No   Yes, by:_________________________________Time of call:_________________am pm

Was CPR given before the AED arrived?    No     Yes:  Time CPR started:__________________________am pm

Check all who performed CPR  Friend/Family      Employee/Volunteer      Fire/Police     Other________________ 
Time AED arrived on scene:______________________am pm  Time applied:_______________________am pm
Did the AED advise giving shocks to the patient?   No      Yes: how many shocks were given?___________________
Did the patient regain:    Pulse?  No       Yes       Breathing?  No       Yes       Consciousness?  No       Yes         

Was the patient transferred?   No      Yes, by:__________________________________________________________
Additional Notes:___________________________________________________________________________________

_________________________________________________________________________________________________



	ADDITIONAL INFORMATION
Name of person completing this form:                                                                                                        
___________________________________________________________________(_________)____________________

  First                                                 Last                                                              Title                                                                Contact Number
AED Network notified:   Yes      No    AED back in service:  Yes      No, state reason:_______________________

__________________________________________________________________________________________________ 



