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PAD EVENT SUMMARY/MOCK RESPONSE EVENT SUMMARY SHEET
PRINCIPLE PURPOSE(s):  To collect and review information on patients receiving use of life saving techniques from trained Targeted Responders.
ROUTINE Use(s):  Information provided is used to collect incident information for use in review of cardiac event responses and monitoring Federal facilities/unit's
use of Public Access Defibrillation (PAD) Equipment.
This is a medical quality assurance document protected from release pursuant to 10 U.S.C., Section 1102.   Do not release without proper
authority.
RELEASABILITY:
DISCLOSURE:  Voluntary.  Failures to collect witnesses’ telephone numbers will hinder the ability to contact the witness for additional information if required.
Location of event:
Date of event:
Time of event:
Victim’s name:
Was the event witnessed or non-witnessed?
Witnessed
Non-Witnessed
Witness names/phone numbers:
Name(s) of trained rescuer(s):
Was 9-1-1 called?
Yes
No
Was breathing/cough/movement detected, or pulse taken at initial assessment?
Yes
No
Was CPR given before the AED arrived?
Yes
No
If “Yes,” name(s) of CPR rescuer(s):
Were shocks given?
Yes
No
Time of First Shock:
Total number of shocks?
Did victim:
Resume breathing?
Yes
No
Yes
No
Regain consciousness?
The patient was transported to (Name of Medical Facility):
Yes
No
Was unit specific emergency response plan activated?
Comments/observations:
PAGE 1 of 2
AF FORM 3500, 20140605
Were any problems encountered?
Yes
No
If “Yes” provide explanation:
Traumatic Stress Response debriefing offered?
Yes
No
Scheduled?
Yes
No
(Printed name of person completing form)
(Work phone)
AED was taken to (person and location)
/
Date/Time the PAD Medical Director was notified.
***FORWARD THIS SUMMARY TO THE PAD MEDICAL DIRECTOR IMMEDIATELY***
/
Date/Time Site Coordinator or Medical Director received summary:
Review by:
Medical Director Comments:
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