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Welcome to emsCharts© Self-directed Training
This document has been prepared for corps and agencies that use emsCharts within the MonroeLivingston region for EMS (MLREMS). It is designed to introduce you to the emsCharts online software
and to demonstrate the basic functions of the software that you will need in order to correctly enter a
prehospital care report (also known as a “chart”) into the system.
The emsCharts system allows a great deal of customization at the service, agency, or command level.
Therefore, some information presented here may differ from what you see at your own agency. If you
have any questions, you should contact your training officer or emsCharts administrator. Always follow
your agency’s procedures for using the emsCharts software.
The information presented here meets the basic requirements of MLREMS but may not cover all aspects
of emsCharts. See your training officer or emsCharts software administrator for agency-specific
procedures and policies that apply to using emsCharts.
This document assumes a modified SOAPIE format for documenting a call which fits within the
emsCharts system. There are other valid documentation methods. See your training officer if you have
questions about how to document a call.
emsCharts is constantly being updated and improved in response to requests from users in the field.
Therefore, this training document may be updated from time to time to keep up with those changes. Your
training department may also come up with new instructions for using emsCharts. You should always
follow the directions given by your agency’s training department for the most accurate information about
using emsCharts.
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Definitions and Conventions
Throughout this document you'll see some terms that you might not be familiar with.
Check Box: This control appears as a small square box. Clicking in the check box places a small check
mark (9) inside. Check Boxes are often used to select multiple options from a list.

Radio Button: Radio buttons look like small circles. They usually appear in a list of items. Only one
item in the list can be chosen. Click on the button for the value you want to choose to place a black dot
into the circle. Clicking another value activates that radio button and de-activates the previously chosen
value.

Free Text: A free text field is a box into which you can enter text. They are used throughout emsCharts
for everything from typing comments to entering assessment findings.
Free text boxes often have a spell check button next to them. After typing in the free text field, click the
spell check button to make sure you haven't misspelled any words.

Pull-down List: Pull-down lists look like free text fields with a shallow "v" or "down arrow" at the right
side of the field. Click the down arrow to open the pull-down list. Drag your mouse cursor over the
desired value and click the mouse button. The list will close and the value will be displayed in the pulldown list's text box.
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Notations
Buttons: You will often see instructions asking you to take actions other than typing text or selecting
values from a list. emsCharts has many buttons that you can click to accomplish various actions, open
new windows to enter additional data, etc. Buttons on the screen can be activated by moving your mouse
over the button and clicking your primary mouse button. If the instructions state that you should click a
button, the name of the button will be shown in bold type.
NOTES: CONTAINED WITHIN THE INSTRUCTIONS ARE SPECIAL NOTES. THESE GENERALLY REFER TO SOME
ASPECT OF THE EMSCHARTS PROGRAM THAT REQUIRES SPECIAL ATTENTION (NOTES ARE SHOWN IN
SUPERSCRIPT TEXT AT THE END OF AN APPLICATION).
BEST PRACTICES: THIS DOCUMENT IS INTENDED BOTH TO TEACH YOU HOW TO USE THE EMSCHARTS
PROGRAM AS WELL AS TO DEMONSTRATE BEST PRACTICES FOR ENTERING DOCUMENTATION ON YOUR
PATIENT RECORDS. THESE BEST PRACTICES HAVE BEEN REVIEWED AND APPROVED BY MLREMS AND
YOUR AGENCY. (BEST PRACTICES ARE SHOWN IN A TEXT BOX AT THE END OF AN APPLICATION).

Why Use An Electronic PCR?
There are many advantages to using electronic records. Misreading handwriting is no longer a problem
and data can be entered in a more consistent way. It also provides each agency with the ability to easily
review all of the charts created by its members so that the quality of the documentation can be improved.
Electronic records are stored on secure computer servers that are backed up regularly making the data
safe, protected, and recoverable. Finally, the chart data can be instantly transferred to the hospital from
any location, freeing up crews from having to spend time documenting the call at the hospital, and getting
them back into service faster.
MLREMS has established some requirements for transmitting the electronic PCRs to the hospital. In
order to get the information into the hands of the hospital staff in a timely manner, MLREMS requires that
90% of all PCRs be completed within 2 hours of transferring the patient to the hospital. This can be hard
to accomplish when there are long triage times or when the crew is busy. For that reason, only 90% are
required within 2 hours. All records should be transmitted to the hospital within 4 hours of transferring
care.
Each agency will have its own means of transferring the records. Some will allow “electronic faxing” or
other means of transmitting the data. Others may require you to print the chart so that it can be faxed
manually. See your training department for detailed instructions.
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Accessing emsCharts
You can log on to the emsCharts website from any computer that has internet access. emsCharts has
been designed to work with Microsoft Internet Explorer. It may not work correctly with other internet
browser software. You will also need to have Active X controls enables within Internet Explorer and you
should turn off any pop-up blockers or add emsCharts.com to the list of websites for which pop-ups are
allowed. If you're not sure what any of that means, check with your agency’s computer department.
Someone there should already have configured the computers at your base to work with emsCharts. If
you use it on a home computer you may need to modify your computer’s settings.
The first time you log on to emsCharts, you will need to enter your personal information and choose a
new password. You can change your personal information any time you are logged on to emsCharts.
From the Home page, click Configuration, then User on the left side of the screen to display the User
Information screen. Tabs for general information and certifications contain data about you that you can
modify. Check with your training department to determine which fields your agency requires you to fill
out.

Your training officer or emsCharts administrator will provide your login name and a temporary password.
These will allow you to access emsCharts for the first time. Your first task after logging in to emsCharts
will be to choose a permanent password. emsCharts passwords do not expire, but you can change your
password at any time. If you forget your password your emsCharts administrator can create a new one
for you. You should choose a password that is easy for you to remember and not easy for others to
guess. The most secure passwords use a combination of upper and lower case letters mixed with
numbers.

DO NOT SHARE YOUR PASSWORD WITH ANYONE ELSE. You are creating legal documents in emsCharts.
Someone else using your account is committing fraud and you could be held liable for the actions of
others who use your account if you provide your information to someone else.
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Update Your Security Settings
You must enter a 9-digit number in the SSN field. This number will be used in conjunction with your
emsCharts password to electronically “sign” the PCR when you submit it. If you choose not to use your
actual Social Security number, choose another 9-digit number that is easy for you to remember.

If you forget your SSN, you can view or change it. Just log on to emsCharts, then from the home page,
click Security Settings on the left to display your SSN.

If you forget your password emsCharts can be configured to email a new one to you. You will need to
create a security question that emsCharts will ask you if you forget your password. HINT: Type your
answer in lower case letters so you won’t forget how to enter it. Try to select an answer that can only be
written one way. For instance, don’t use information like a birthday or anniversary for the answer to your
security question.
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The emsCharts Home Page
The emsCharts home page is where you will begin all of your work. You can return to
the home page at any time by clicking the “home” link on the left side of any emsCharts
screen.
The left side of each screen in emsCharts contains a “Navigator”– a list of links that you
can click to open other screens. Depending on where you are in emsCharts, the
choices in the Navigator will change. The Home link always appears at the top of the
Navigator.
The home page contains a lot of useful information. The “At a Glance” section lists the
current status of your charts. Any incomplete charts that list you as a member of the
crew will be indicated, as well as any completed charts that have been flagged for
Quality Assurance. From time to time you may be the recipient of a Special Report. If
so, those will be listed here too.

The calendar displays a rolling monthly list of events that
your emsCharts administrator feels are important for you to
know about. These are informational only– you cannot click
on the items to get more details.
System Messages include updates, notices and alerts from
your agency, MLREMS and emsCharts that might be
important for you to know. The messages are listed in a
hierarchy, beginning with emsCharts messages, then
messages from your region, command and service/agency.

The Service Login section displays information about your
current login status. It includes the user name you’re logged in
under and shows the current service, or agency, you’ve logged
into. If you work for several agencies that use emsCharts, you
can use the same User Name for all of them. In that case, you
can switch between services by using the Change Login pulldown list to select the service you want to log into.
You can also choose the base where you’re located and the unit that you’ll be crewing for your shift.
When you choose a Unit, you can click the lookup button to add crew members to that unit for your shift.
If you do that, each new Chart that you create will inherit the Unit and Crew information you’ve specified.
When you have finished using emsCharts, be sure to click the “logout” link at the right side of the screen
in the blue status bar. This ensures that another user can’t create or edit charts using your account.
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Patient Records
Click the Patient Records link in the Navigator in order to work with your charts. If you had any
information in the At a Glance section on the home page, those charts will be listed in the Incomplete
Charts or Quality Assurance sections. Click on any of the charts in the list to open that chart so that you
can work on it.

If you are listed as a crew member on a chart that has not been completed and locked, it will be listed in
the Incomplete Charts section. If you are listed as a crew member on a chart that has been flagged by a
member of your agency's Quality Assurance team you will see it in the Quality Assurance section. Click
the item to open the chart and read the QA flag.

You can also click the Create New Chart button to begin documenting your latest patient interaction.

The Patient Record (Chart)
Patient Records are organized as a series of pages or screens on the emsCharts
website. Each page in the chart contains related information. These pages allow you
to document your patient interaction in an organized way that is consistent from chart
to chart. The Navigator at the left lists all of the pages in the current patient record or
chart. You can click on any of the pages in the Navigator to jump right to that page or
use the “Next Page” and “Previous Page” buttons at the bottom of each page to move
back and forth.
The Navigator shows the page you’re currently on by highlighting it in light gray.
Pages that are highlighted in dark gray are not used by your service. These are most
often pages for ALS interventions.
Moving from one page to another saves the information you’ve entered into your
chart. There are no “save” buttons, if you need to leave a chart uncompleted, make
sure you move to a new page before logging out of emsCharts.
In the following sections we'll look at each page in detail.
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Page 1: Dispatch Information
All new records begin at Page 1, which shows Dispatch information. You’ll receive some of this
information (Call type, Pt. Location, EMD code, etc) at the time the call is dispatched by the 911 center.
Other information like call times, patient outcome and transport destination will be determined later.
Information must be entered on this screen in order to generate a Patient Record ID (PRID). The PRID
number is unique to this chart, and provides a means to identify this chart from all others.
If your agency allows it, your Dispatcher may be able to fill out most of this information on this page.

Some of the key fields on this page include:
• PRID: Patient Record ID assigned by emsCharts. It is used to uniquely identify each patient
record. The PRID gets generated as soon as you leave Page 1, so don't worry if you don't see it
right away.
• Run Number: Run number assigned by Dispatch. Each agency has its own method for
assigning a run number.
• CAD Number: Received from 911 Center. May also be called the OEM number.

•
•

Response: Will only appear if a response code has been defined by your agency. May be filled
out by dispatch but should be checked by crew.
EMD Code: EMD instructions and EMD code: May be completed by dispatch. The 911 center
may include an EMD code in the dispatch information that is sent to your agency. The EMD code
is a 3 or 4 character code that is used to categorize the type of call being dispatched.
BEST
. PRACTICE: IF AN EMD CODE IS PROVIDED BY THE 911 CENTER, THEN ALWAYS CHOOSE “YES WITH PREARRIVAL INSTRUCTIONS” FROM THE EMD PULL-DOWN LIST. PRE-ARRIVAL INSTRUCTIONS ARE GIVEN TO THE PATIENT OR
CALLER BY THE 911 OPERATOR. EXAMPLES MAY INCLUDE COVERING THE PATIENT WITH A BLANKET AND KEEPING THEM
WARM AND COMFORTABLE, COLLECTING ALL OF THE PATIENT’S MEDICATIONS, OR OTHER STEPS FOR THE PATIENT TO
TAKE PRIOR TO THE ARRIVAL OF EMS ON THE SCENE. IN MOST CASES, THE EMS PROVIDER WILL NOT KNOW WHETHER
PRE-ARRIVAL INSTRUCTIONS HAVE BEEN PROVIDED. EACH EMD CODE USED BY THE 911 CENTER IS ACCOMPANIED BY A
SET OF PRE-ARRIVAL INSTRUCTIONS. IF AN EMD CODE IS PROVIDED, THEN YOU MAY ASSUME THAT THE 911 CENTER
OPERATOR AT LEAST MADE AN ATTEMPT TO DELIVER PRE-ARRIVAL INSTRUCTIONS.

NOTE: USE THE EMD PULL-DOWN LIST TO INDICATE WHETHER YOU RECEIVED AN EMD CODE AND PREARRIVAL INSTRUCTIONS. IN THE TEXT BOX NEXT TO THE PULL-DOWN LIST, TYPE THE EMD CODE YOU
RECEIVED. IF YOU DID NOT RECEIVE AN EMD CODE, TYPE “EMSA” (“EMERGENCY MEDICAL SERVICE
ACTIVATION”). IN THAT CASE, CHOOSE “NO” OR “NOT KNOWN” FROM THE EMD PULL-DOWN MENU. CASE,
CHOOSE “NO” OR “NOT KNOWN” FROM THE EMD PULL-DOWN MENU.
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•
•

Ref Type: Trip type (Scene, Interfacility, Intercept, etc.) May be completed by dispatch, but the
crew should review it for accuracy. Most calls should be classified as Scene, including walk-ins.
NOTE: ALL CALLS DISPATCHED BY 911
Mode: completed by dispatch: scheduled versus unscheduled.
ARE UNSCHEDULED

•
•
•

Category: Category of call, e.g., Abdominal pain, breathing problems, etc. Choose the item from
the list that most closely matches the actual problem.
Dispatched As: Category of medical need as identified at time of dispatch. May differ from
category after review (e.g., dispatched as breathing problems, turns out to Category: Abdominal
pain), so the two do not have to agree.
Outcome: What happened to the patient (Transported, Refused, DOA, etc.) Choose the most
appropriate value from the list. The list of possible outcomes will be standardized based on a
regionally accepted list that has been compiled by MLREMS.
BEST PRACTICE: IF YOUR AGENCY HAS SET A DEFAULT VALUE FOR THIS FIELD BE SURE TO REVIEW IT
FOR ACCURACY

•

•

•

Crew: Should default to list from login information. Role(s) and preceptor/student status can be
identified for each member of the crew
o Driver
o Primary Caregiver or Preceptor
o Secondary Caregiver or Student
o Tertiary Caregiver/Trainee
o Other Crew
Other Crew: anyone not listed as a crew member of your agency can be entered in this free-text
box. Use it for observers, members of other corps/agencies (crew sharing), etc.

Specialty Team Information: If transporting specialty team (MICU) specialty equipment can be
noted, such as IABP, isolette, etc. May not appear for all agencies.

Referring Section
The Referring section defines the location to which you are being dispatched. This may be a patient’s
home address, but it may also be a highway location (for an MVA), a doctor’s office, business address or
other current location for the patient. Use the codes for the following purposes: Hospital: for scheduled
transports ONLY. EMS: direct transfer from another EMS agency (i.e. Mercy Flight emergency landing).
All others- Choose Other.

After choosing one of the Referring types, click the pull-down list to view some common addresses that
have been pre-loaded for you by your emsCharts administrator. If the Referring location is a residence,
highway location, etc, you will need to enter the actual address. Click the magnifying glass icon to open
the Referring address pop-up window, and then fill out the requested address information.
• Referring MD: Sending physician. Is required for EMTALA paperwork for interfacility transfers
and should be included on discharge transfers.
• Mode: Lights/Sirens or No Lights/Sirens. Default is L/S, so be careful of what is checked.
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•
•

Moved Via: How was the patient moved (Stretcher, Walked, Assisted, etc). Choose a value from
the pull-down box.
Select the position of the patient when moved (sitting, semi-fowlers, etc).

Receiving Section
The Receiving section is the location to which you transport the patient. If you did not encounter a
patient, or your Patient Outcome indicates a non-transport value such as Treated and Released, the
Receiving section will not be active.
If your Patient Outcome indicates a transport, you will need to note the facility in the Receiving section.
You must click the Search button (magnifying glass) to the right of the Name field in order to choose a
Hospital, EMS agency or Other location. If you choose Hosp(ital) or EMS as your Receiving location,
you will see a search screen. Type the name of the hospital or EMS agency you want to search for and
click the Search button. emsCharts will display all of the receiving locations that match the search term
NOTE: IF YOU DON’T FIND THE HOSPITAL YOU WANT, TRY TYPING ONLY THE FIRST NAME, FOLLOWED BY A “%”
you entered.
(PERCENT SIGN). CLICK THE NAME OF THE RECEIVING LOCATION FROM THE LIST THAT APPEARS.

After entering the Receiving location, you will need to indicate details of the transport.
• Mode: Refers to whether you transported in an emergency mode (lights/sirens) or not.
BEST PRACTICE: EMSCHARTS ASSUMES A LIGHTS/SIRENS TRANSPORT, SO BE SURE TO CHOOSE THE CORRECT
VALUE FROM THE PULL-DOWN LIST.

•
•
•
•
•
•

Destination Basis: Allows you to indicate why you chose to transport the patient to the receiving
location you listed. Choose from the available values in the list.
Moved From: Indicates the way you physically moved the patient from your ambulance to the
receiving location. Choose the appropriate value from the pull-down list.
Condition: Indicate whether the condition of the patient improved, got worse, or stayed the same
during your transport.
Comment: What bed/type location did the patient get left at, side rails up, meds transferred, etc.
Times: May be added by the Dispatcher. Be sure the times are accurate and edit as needed.
Odometer: May be entered by the Dispatcher with radio calls, but keep track and adjust if
inaccurate. Enter an odometer reading for all transports.

Dispatch Times
Some dispatch times can be entered by the Dispatcher, but others will need to be entered by the crew.
Check or uncheck the checkboxes beside each time as needed. To enter a time:
1. Use your mouse to click on the hour to highlight it. If you need to change the hour, type the
correct hour (in 24-hour format).
2. Press the Right Arrow key to highlight the minutes, and type the correct minute value.
3. Press the Tab key to move to the next time entry that you've selected. Repeat the steps above
until you have entered all of the times related to the call.
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Patient Information
Add a patient if the call resulted in a patient encounter. Leave blank if no patient contacted. Each chart
may refer to only one patient. If you have multiple patients (e.g. MVA, MCI, etc), you will need to create a
separate chart and PRID for each patient.
All new charts (except those where no patient was encountered) require you to search the emsCharts
records for your agency to see if your patient has previously been entered into the system. emsCharts
makes it easy to retrieve information on a patient you have seen before, but if this is the first time you
have seen this patient you will need to enter all of the patient details into the system.

Searching for a patient is best done by using information that is unique to an individual such as a Social
Security Number (SSN). Type the number without spaces or dashes (-) and click the Search button. If
the patient’s SSN or DOB is unknown, you will need to perform a name search. Exact spelling is
important so you may want to use the “%” or wildcard character. Type the beginning of the name and
then add a %. This will search for all names that begin with the search term you have entered. Try a
couple of different spellings if you’re unsure of the patient’s information.

If the patient has an existing entry, it will appear in a list. Click the name from the list to add that patient to
your chart. If the name does not appear in the list, or if no names are listed, click the Add New Patient
button to create a new patient record in the database.
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Type the patient’s Last (family), First (given) and Middle names in the boxes provided. If you're unable to
determine the patient's name, leave these fields blank and check the Unknown box.
Add the patient’s home address from whatever records you have available (hospital face sheet, driver’s
license, etc, Pt. statement, etc). The City/State/Zip pull-down list has common locations based on your
service area. Click the lookup button to add other addresses. The County should fill in automatically for
NOTE: TYPE INFORMATION SUCH AS THE DATE OF BIRTH (DOB), PHONE NUMBERS AND SOCIAL SECURITY NUMBER (SSN) WITHOUT
you.
DASHES, SPACES OR PARENTHESIS. EMSCHARTS WILL AUTOMATICALLY FORMAT THE INFORMATION FOR YOU. IT WILL ALSO FIGURE THE
PATIENT’S AGE.

Record other details for the patient such as Sex, Weight, Race and Barriers to Care. Choose values from
pull-down lists where appropriate.
Buttons for Immunizations, Employer and Physician allow you to include that data for the patient if
known. Clicking each button opens a new window for entering the data. Employer data generally does
not need to be entered, but can be useful for billing in Worker’s comp cases and OSHA/PESH job actions

Billing Information
If your agency bills for service this section may be active.
1. Consent form signed: Enter the appropriate answer for HIPAA compliance releases.
Remember to obtain the patient's signature (or the signature from the patient's
representative) on the HIPAA notification.
2. Medical Necessity (CMN or PSC) form signed: Needed for interfacility transport. May be
faxed to dispatch prior to transport
3. Relationships/Guarantors: Default is no relatives/guarantors listed: If any applicable e.g.,
parents or guardians who must sign for patient, their information may be inserted by clicking
the edit button. NOTE: Add relationship button opens dialog box identical to patient demographics. Once save is performed, a
relationship can be delineated, and then saved.

Other Patient Information
Three boxes at the bottom of the Patient Information section allow you to enter information regarding the
patient's medical history, medications, and allergies.
1. Current PMHX: Combo box to list past history. Is combination of pull-down, look up, and free
text. If patient is in database, past history will populate and can be edited for new diagnoses. If
there is no history for the patient, select the red “X”.
2. Current Medications: Medications can be added by generic or trade name from list. Dose
recording is encouraged as well as route of administration.
3. Current Allergies: Drug/medication allergies can be looked up. If a substance does not appear
on the list, it may be entered as free text. If no allergies are present, select the red “X
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Page 2: Pt Chief Complaint, History of Present Illness (HPI)

Enter your Subjective Assessment for the call using the next several screens. All screens from Page 2 to
Page 8 are used to document the condition of the patient AS YOU FOUND HIM/HER. If interventions or
treatments were performed prior to your arrival you may document them here, but DO NOT document any
interventions or treatments that you or your crew perform until you reach Page 8.
Chief Complaint (CC): is what the Patient or the patient’s family, bystanders, etc. tell you about the
patient’s problem.
HPI (History of Present Illness): is used to document the Subjective assessment portion of your exam. It
should include OPQRST, SAMPLE (except for med lists, which are in the patient section), as well as a
tailored review of systems (ROS) with pertinent positive (abnormal symptoms) and pertinent negatives
(absence of abnormal symptoms). HPI should not include physical assessment findings by you or
treatments you performed. You may include information from other responders.
BEST PRACTICE: THE CC AND HPI BOXES SHOULD NOT INCLUDE ANY OF YOUR OWN OBSERVATIONS. THESE ARE PART OF
THE OBJECTIVE ASSESSMENT WHICH WILL BE RECORDED ON LATER PAGES.

Other EMS: Other agencies that responded. This is a dropdown box with pick list entries from a data
field of every registered response organization by state.
Patient Belongings: List any personal items the patient brings into the ambulance.
Scene Description: Enter a brief description of the scene. Include any issues with the location that may
have impacted patient care or your ability to access the scene and patient (unsafe scene, pets present,
unkempt apartment, remote or exposed location, etc.)
Other Agencies: Agencies in general category of fire, Law, etc. If some are picked, an additional data
box for crime report or fire report numbers is added.
Dispatch/Scene/Turn-Around Factors: These check boxes and pull-downs allow you to describe factors
affecting your response or duration of time in hospital (such as the infamous ED overcrowding box).
These help in flagging of ePCRs for automatic reporting. Click the Lookup buttons to select items that
may have affected your ability to care for the patient. These will vary from incident to incident and may
not be needed for all calls. Choose as many as are appropriate to the situation. If you choose “Other: List
Below,” enter the details in the box that appears. Remember to click the Save button below the list to
save the information!
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Page 3: Neurological Exam/Airway

Page 3 provides pull-downs and other entry boxes for you to record details about the patient’s
neurological status and airway. You should include procedures or interventions performed by First
Responding agencies or others PRIOR TO YOUR ARRIVAL. Use Page 8 to record changes in the
patient's level of consciousness after you begin treating the patient. Note that depending upon your
agency's configuration; you may not see all of the options presented here.
Indicate the patient’s Level of Consciousness and Orientation, and enter any comments about the
patient’s level of mentation. Be sure to review the values in the Pupils and Motor/Sensory pull-down lists.
If you did not assess particular areas, remember to clear these fields.

Neuro Section
Level of Consciousness: This pull-down list is based upon an enhanced AVPU model. Agitated, Alert,
Responds to Voice, Responds to Pain, Restless, Unresponsive. Pick the one that corresponds most
closely to your patient.
Orientation: Oriented, Disoriented (confused to person place time or event), Unresponsive.
Sensory: This textbox is used to document specific abnormalities in the sensory exam or it can be used
to document the entire sensory exam to avoid pull-down/check boxes.
Motor: Use this textbox to document general and specific motor findings. Remember to keep the
documentation of finding consistent with any dropdown or check box and be aware of default settings
before locking. These redundant entries are often the place where documentation mistakes take place.
Pupils: The default for this text box is normal. Because "normal" pupils vary due to many factors
including age and medical history, you should use this text box to record the actual size of the pupils
(which means you have to look and measure). Use the React pull-downs to document how they react.
Avoid using "Sluggish" (most EMS providers are unfamiliar with what a sluggish pupil really looks like).
Either they react or they don’t.
Sensory/Motor: Defaults are Normal for each, so be careful. Be sure the information here is an
accurate account of the patient's sensory/motor capacity upon initial presentation, and that it agrees with
your findings as documented elsewhere in the chart.
Neuro Exam: This is another pop-up screen with check boxes. It's good for statistics, but may not
convey what you want. You may decide to use it or not.
Neurologic Deficit: Another pop-up screen with check boxes.
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Thrombolytic: Your agency may or may not have this enabled. It is for documenting whether the patient
has had a thrombolytic checklist history performed for TPA in stroke patients (which is why it is in the
neuro section).
Comments : You can qualify your neurological exam findings using this free text box. It is good for
documentation, but does not help with statistics.
Stroke Scale: Your agency may or may not have this section activated. It is a statistical information box
which gives a conclusion of your stroke scale findings (it does not calculate a score) positive, negative,
inconclusive or not known.
Paralyzed or Unconscious: Allows you to document whether the patient had a loss of consciousness
before your arrival or was unconscious upon presentation. It allows personnel performing patient
transfers to indicate whether a paralytic was administered which might skew the neurological exam.
Immobilized allows for documentation of immobilization upon presentation. This is the most frequently
used aspect for multi-agency responses when the patient is being packaged prior to or upon your arrival.
BEST PRACTICE: IF YOU PERFORM THE PACKAGING, YOU MUST DOCUMENT IT UNDER THE ACTIVITY LOG (IMMOB), NOT IN THIS
SECTION. IF YOU CHOOSE YES, FURTHER INFORMATION BOXES WILL APPEAR AND MUST BE FILLED OUT.

If the patient was immobilized prior to your arrival, choose Yes from the pull-down list. This might occur at
an MVC scene in which the Fire Dept. had already immobilized the patient prior to your arrival. Indicate
the type of immobilization devices used. If you know the time that the devices were applied, type the time
beside each immobilization device. If you don’t know the time, type “PTA” (Prior To Arrival), or use the
PTA button to enter that value in all of the text boxes. If a device was not used, type “N/A” in that box.

Initial Glasgow Coma Score: This is pertinent for trauma patients, but of little use in medical patients.
BEST PRACTICE: THE ORDER HERE IS NOT AS YOU ARE USED TO SO READ THE ENTRIES CAREFULLY. GIVE THE PATIENT THE
BENEFIT OF THE DOUBT AND REMEMBER YOU HAVE ALREADY DOCUMENTED LEVEL OF CONSCIOUSNESS ABOVE SO DON’T
CONTRADICT YOURSELF.

This GCS scoring is used to calculate the Revised Trauma Score section which follows. Lastly, you can
place a modifier in your GCS score by stating it was legitimate; under sedation/paralysis, intubated, or
intubated and paralyzed.

Airway Section
Airway Patency: Dropdown box which asks if the airway was patent, compromised, or
secured/intubated. Remember that this should reflect the patient's airway status as you found it. Do NOT
document airway actions taken by you. Those are documented in the Activity log on Page 8.
Secured Via: What device was used to secure the airway prior to your arrival? How big was it and how
far did it go down? Who performed it? (medical personnel, EMS personnel, Law enforcement personnel,
patient (self intubated, etc). Remember this is to be used only if intubation or other airway devices are
used PRIOR to you getting the patient.
Comments: Lastly, on this page is a free text comment section where you can document airway
pertinent findings (teeth, vomit, self-maintained, 3-3-2 scores, etc
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Page 4: Respiratory/Cardiovascular

Use the pull-down lists and text entry boxes on Page 4 to indicate the patient’s respiratory status upon
your arrival. O2 that was provided by a First Responding agency or health care provider prior to your
arrival can also be noted here. Remember that any O2 administered by your crew should be recorded in
the Activity Log on Page 8. Breath sounds may be recorded based on your initial assessment or based on
information provided to you (by a nurse, first responder, home health aide, etc).
Use the Comment field to indicate any additional details about the patient’s respiratory and cardiac status,
but remember that this page should only be used to record the status of the patient upon your arrival.
Respiratory and cardiac status assessments and changes after you begin treatment should be recorded
on Page 8 (Activity Log).
Effort: pull-down box with a long list of choices.
Breath Sounds: Drop down/pull down box with choices for left and right lung. These are initial findings. If
you treat the wheezes and they clear, that is documented in the activity log under comments. There is a
free text box for comments about the breath sounds, such as bilateral bronchovesicular without
adventitious sounds (or your favorite terminology).
O2: This is to indicate whether the patient had oxygen on when presented to you. If not, leave blank. If
they did, fill out this section. This is not for documenting whether you placed oxygen on the patient. If you
initiated the oxygen use the activity log under airway and/or medications to indicate how it was delivered,
who initiated it, and what the outcome was. It also has a free text box for documenting other information.
Ventilator Button: If the patient is on a ventilator upon presentation this will open a pop-up screen for
documenting ventilator settings when you find the patient. If you place the patient on a ventilator, this is
documented under activity log. (CPAP is documented under ventilator in the activity log)
Pulses: Pick the strength/quality of each pulse location or leave them blank if you didn’t check them. It is
bad if your defaults are not checked for everything.
Temp: This box is to be used if the patient's temperature has been taken prior to your arrival.
Capillary Refill: Very important in children, not as much in adults, but this section is a drop down/pull
down box to pick the closest choice.
JVD: You get to say if you didn’t see any (not appreciated), absent, or didn’t look.
Comments: Any cardiovascular findings not included elsewhere (S1S2 well heard, no rubs, murmurs or
gallops appreciated, etc.)
Heart Tones: Pop-up dialog box that can be modified by your agency with different check boxes.
Pacemaker Button: Opens pop-up dialog box to fill in information about pacemaker function upon
presentation (i.e., pacer is on patient when you arrive).
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Page 5: Secondary Survey

The Secondary Survey provides text boxes, lists, and lookup buttons that allow you to indicate the
patient’s physical condition. Fill these out based on your initial assessment and details provided by the
patient or bystanders. Remember to click the Save button at the bottom of each list (you may need to
scroll down in the window to find the Save button) when you’re finished. Type any additional findings into
the Findings text boxes for each anatomical area.
If you are assessing a burn, click the Burns button and enter additional information about the patient’s
status in the Burn Information window that pops up. Click the Save button when you’re finished.
Secondary survey page contains pop-up dialog boxes with checkbox pick lists for each category. They
are followed by Findings free text fields to document other findings not listed in the check box. You can
type as much as you like for each finding section.
BEST PRACTICE: BE CAREFUL NOT TO PLACE CONTRADICTORY INFORMATION IN THE FREETEXT AREAS AFTER USING THE
CHECKBOXES (IF YOU USE THEM AT ALL).
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Here are some recommendations for each anatomical section:
• Head: General check box list detailing secondary head assessment. Defaults are set by
command. Free text field allows other findings not generally included, such as NCAT
(normocephalic, atraumatic) or any other findings desired. Field will accommodate large amount
of text.
• Neck: Checkbox pop up screen and free text combination. Used for tenderness, supple, range of
motion findings, bruits, or specific neck injuries.
• Trachea: Midline, deviated, or not appreciated (due to swelling, collar, or whatever blocked your
view). May include the ever popular WNL (we never looked).
• Chest: Pop up dialog box with check boxes for common findings followed by a free text field that
can be used for documentation of specific findings, such as: equal expansion, adequate
excursion, no crepitation (crepitus), etc.
• Pelvis: Field best for traumatic pelvic injuries or abnormal findings (most of which will never be
used) followed by a free text field. Commonly, if the pelvic girdle is not observed or tested (as in
most medical patients) you can simply document that the exam was deferred.
• Abdomen: Each abdominal quadrant gets its own pop up dialog box, which contains the same
information, some of which may not be applicable to the quadrant you're assessing (such as Liver
in the lower quadrant).
BEST PRACTICE: MANY AGENCIES HAVE INFORMATION DEFAULTED IN THESE, SO CAREFUL REVIEW IS NEEDED TO
ENSURE CONTRADICTORY AND MISTAKEN DATA ISN’T INCLUDED.

There is a findings box for appearance, palpation, and bowel sounds that are quick and easy to
fill out. Appearance: obese, flat, distended, scaphoid (sunken). Rashes, bruises, or scars should
be noted. Palpation, soft or firm, masses or wounds. Bowel sounds: present or absent.
Borborygmi (high pitched squeals) and bruits.
•
•

•

Back: Similar to abdomen in that there are pop-up dialog boxes for general spine, thoracic, and
lumbar spine, as well as a free text field. Spinal exams can be deferred, normal, or specific to
findings.
Extremities: A pop-up dialog box is available for each extremity and some agencies have
defaults already filled in. Beware of recording contradictory information. There is a free text field
for extremity findings not covered in the dialog boxes. There is also a free text field to document
restraints used on the patient.
Skin: Assessment pop-up dialog box and findings free text field. Standard findings are warm/dry
pink/tan, no rashes, ecchymoses, or purpura noted.

OB/Burns/Drains Tubes: If enabled by your agency, these buttons open pop-up dialog boxes that will
ask for specific information. Least used: drains/tubes, for obvious reasons. However, if your patient has a
Foley, it should be documented here.
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Page 6: Labs/Fluids
This page is primarily used by ALS agencies. If your agency only performs BLS treatment/transport, this
page (and page 7) will likely be unavailable.
This page has two useful sections. First is a lab section used during inter-facility transports. The second is
a section documenting fluid intake & output (I/O).
•

•

Labs: A button will open up another pop-up dialog box that is called a fishbone: This will allow the
provider to input specific lab values at the time of transfer. If you don’t do labs, don’t push the
button. If you pick up patients at doctor’s offices, long-term care facilities, nursing homes, or
emergent care centers, you might have labs to document.
Fluids: Provides various text boxes that allow you to specify fluids provided to the patient as well
as fluid output from the patient.

Page 7: Meds& IVs PTA (Prior to Arrival)
Page 7 allows the ALS provider to note any intravenous (IV) therapies and medications that may have
been initiated prior to arrival/assessment. Use the free text and pull-down fields to document each item.
Click the Add button after you have completed each line.
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Page 8: Activity Log
The Activity Log on Page 8 is where you will record everything you do to the patient following your initial
encounter. All vital signs, physical assessments, interventions, changes in the patient’s condition, and
other details of your evaluation and treatment should be recorded here.

Each entry must begin with the time, in 24-hour notation, that the activity took place. You do not need to
record vital signs on each line of the activity log. You can use the Repeat Vitals button to add the most
recently entered set of vitals into your current activity log entry. You can then edit the values as needed
to record the patient’s current status.

BEST PRACTICE: USE THE COMMENTS FIELD TO NOTE CHANGES IN STATUS, AND TO EXPLAIN ANY TREATMENTS THAT YOU
INDICATED IN THE ACTIVITY LOG. THE COMMENTS IN EACH LINE OF THE ACTIVITY LOG SHOULD BE USED TO BUILD YOUR NARRATIVE
AS YOUR TREATMENT OF THE PATIENT PROGRESSES.

Adding Entries to the Activity Log
Click the Add Line button after typing each new entry in your Activity Log. The details you entered will
appear at the top of the page arranged in chronological order. For easy reference, some of the dispatch
times entered on Page 1 are displayed at the top of the screen.
If you perform treatments other than monitoring vital signs, use the “And Action” pull-down to indicate
those treatments. For each treatment you will be presented with screens that allow you to provide details
of the treatment, which crew member provided the treatment, and the outcome from the treatment.
Remember to add any comments about the treatments as well!

BEST PRACTICE: BLS PROVIDERS SHOULD ALWAYS TREAT O2 ADMINISTRATION AS A MEDICATION ACTION, NOT AIRWAY –
OTHER.

If you are providing ALS-level care you can use the Rhythm pull-downs to indicate changes in the
patient’s cardiac status. BLS providers should simply indicate whether the rhythm was Reg(ular) or
NOTE: ALS VITALS CAN BE DOWNLOADED FROM
Irr(regular) using the pull-down to the right of the Rhythm pull-down.
THE LIFEPACK 12 TO EMSCHARTS USING THE EMSCHARTS MOBILE CLIENT.

BE SURE TO ADD RESPIRATION RATE!
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Editing Vital Signs
You can edit a previously entered set of vitals by placing your cursor over the vitals on the line you want
to change. That line will be highlighted in pale yellow and a blue “Click to Edit Vitals” indicator will appear
at the top of the screen. Clicking on that line will open a pop-up window with all of your vitals listed.

You can change any of the items here, add or edit comments, etc. If you need to add an action such as
Immobilization, Airway Management, or Medications, you can do so here with the Add Action pull-down.

Click the Save button when you’re finished making your changes.
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Editing Procedures
You can also edit the Procedures (or Actions) that you have performed. Place your cursor over the Action
you want to change. The line will be highlighted in pale blue, and a “Click to Edit Procedure” indicator will
appear at the top of the screen.

A pop-up window will appear allowing you to change the details of the procedure you performed. You can
also delete this procedure from the Activity Log by clicking the Delete button at the bottom of the pop-up
window.

When you’re finished with your changes remember to click the Save button.
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ALS Activities
Documenting IV Cannulation
Before any activity can be added, a time must be entered. Choose “Initiate IV” from Procedure drop down
list, click on “Add line” and a dialog box opens as shown below.
•
•

Crew ID – Crew member that started IV
Successful – Yes or No
BEST PRACTICE – IF UNSUCCESSFUL, A NEW ACTION LINE SHOULD BE ADDED FOR THE EACH ATTEMPT

•
•
•
•
•
•
•
•

Attempts – Number of attempts to initiate the IV
Site – Drop down box with multiple choices
Gauge – text box
Type – Drop down box with multiple choices
Complications – text box
Response – drop down box with multiple choices
Authorization – drop down box
Comments – text box
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Documenting Intubation
Before any activity can be added, a time must be entered. Choose “Intubation” from Procedure drop down
list, click on “Add line” and a dialog box opens as shown below.
•
•
•

Crew ID – Crew member that intubated
Successful – Yes or No
Attempts – Number of attempts to intubate the patient
BEST PRACTICE: EACH ATTEMPT IS DEFINED AS INSERTING LARYNGOSCOPE INTO THE OROPHARYNX; A NEW ACTION LINE
SHOULD BE ADDED FOR EACH ATTEMPT.

•
•
•
•

Size – text box
CM at lips – text box
Method – drop down list
Verification – drop down list, choose one and then add comments for additional verification
methods

The following fields only show up if your command has the extended intubation information as “Yes”
• Mallampati – drop down list
• Sellick Maneuver – drop down list
• Laryngoscopic Grade – drop down list
The following fields must be filled in on the Code tables in order to use these drop downs
• Stylet used – drop down list
• Cuff Fill Qty – drop down list
• Layrgoscope blade – drop down list
•
•
•

Complication – click on icon, brings up check box that allows for multiple answers
Response – drop down list
Authorization – drop down list
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Documenting Cardiac Functions - 12 Lead EKG
Before any activity can be added, a time must be entered. Choose “Cardiac Log” from Procedure drop
down list, click on “Add line” and a dialog box opens as shown below.
•
•
•
•
•
•
•
•

Crew ID – Crew member that performed activity
Successful – Yes means machine functioned, No means malfunction
Action – choose 12 Lead EKG
Lead Change – if this is the first time you’ve added the activity, choose the lead that you’re
monitoring, if you change a lead during transport document here
Complication - click on icon, brings up check box that allows for multiple answers
Response – drop down list
Authorization – drop down list
Comments – text box
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Documenting Cardiac Functions – Cardioversion
Before any activity can be added, a time must be entered. Choose “Cardiac Log” from Procedure drop
down list, click on “Add line” and a dialog box opens as shown below.
•
•
•
•
•
•
•
•
•

Crew ID – Crew member that performed activity
Successful – Yes means machine functioned, No means malfunction
Action – Cardioversion
Energy Setting – drop down list
Type – drop down list
Complication - click on icon, brings up check box that allows for multiple answers
Response – drop down list
Authorization – drop down list
Comments – text box
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Documenting Cardiac Functions – Defibrillation
Before any activity can be added, a time must be entered. Choose “Cardiac Log” from Procedure drop
down list, click on “Add line” and a dialog box opens as shown below.
•
•
•
•
•
•
•
•
•
•

Crew ID – Crew member that performed activity
Successful – Yes means machine functioned, No means malfunction
Action – Defibrillation
Energy Setting – drop down list
Defib Type – drop down list
Type – drop down list
Complication - click on icon, brings up check box that allows for multiple answers
Response – drop down list
Authorization – drop down list
Comments – text box
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Documenting Cardiac Functions - External Pacing
Before any activity can be added, a time must be entered. Choose “Cardiac Log” from Procedure drop
down list, click on “Add line” and a dialog box opens as shown below.
•
•
•
•
•
•
•
•
•
•

Crew ID – Crew member that performed activity
Successful – Yes means machine functioned, No means malfunction
Action – External Pacing
Energy Setting – drop down list
Heart Rate – drop down list
Pacing Mode – drop down list
Complication - click on icon, brings up check box that allows for multiple answers
Response – drop down list
Authorization – drop down list
Comments – text box
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Documenting Cardiac Functions – CPR
Before any activity can be added, a time must be entered. Choose “Cardiac Log” from Procedure drop
down list, click on “Add line” and a dialog box opens as shown below.
•
•
•
•
•
•
•
•

Crew ID – Crew member that performed activity
Successful – Yes means CPR was being done correctly (per protocol)
Action – CPR
Energy Setting – drop down list
Complication - click on icon, brings up check box that allows for multiple answers
Response – drop down list
Authorization – drop down list
Comments – text box
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Documenting Medication Administration
Before any activity can be added, a time must be entered. Choose “Medication” from Procedure drop
down list, click on “Add line” and a dialog box opens as shown below.
•
•
•
•
•
•
•
•
•
•

Crew ID – Crew member who performed activity
Medication – drop down list
Dose – text box for amount, drop down box for units
Route – drop down list
Complication - click on icon, brings up check box that allows for multiple answers
Response – drop down list
Lot # - if agency requires, text box
Multiple Meds – Additional drop down lists for multiple medications given at the same time
Authorization – drop down list
Comments – text box
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Documenting Airway Procedures
Before any activity can be added, a time must be entered. Choose “Airway” from Procedure drop down
list, click on “Add line” and a dialog box opens as shown below.
•
•
•
•
•
•
•
•
•

Crew ID – Crew member who performed the activity
Successful – drop down list
Attempts – drop down list
Action – Oxygen
Flow – text box for liters per minute
Complication – click on icon, brings up check box that allows for multiple answers
Response – drop down list
Authorization – drop down list
Comments – text box – document NC vs NRB
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Documenting Immobilization
Before any activity can be added, a time must be entered. Choose “Immobilization” from Procedure drop
down list, click on “Add line” and a dialog box opens as shown below.
•
•
•
•
•
•
•
•
•

Crew ID – Crew member who performed the activity
Option – drop down list
Devices Used – multiple choices available
Complication - click on icon, brings up check box that allows for multiple answers
Response – drop down list
Authorization – drop down list
Assessment - click on icon, brings up check box that allows for multiple answers
Site - click on icon, brings up check box that allows for multiple answers
Comments – text box
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Documenting Medical Control Consult
Before any activity can be added, a time must be entered. Choose “Medical Control” from Procedure drop
down list, click on “Add line” and a dialog box opens as shown below.
•
•
•
•
•
•
•

Crew ID – Crew member who performed activity
Successful – Yes means contact made, No means no contact made
Attempts – text box
MD – text box
Method – drop down list
Facility – drop down list
Comments – text box
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Page 9 - Misc. Forms
Page 9 allows you to finish your chart, sign it and lock it from further modifications. It also provides the
ability to send demographic and other information to New York State for statistical analysis.

Attaching Files
Often during a patient interaction the crew will obtain various patient signatures, med lists, hospital face
sheets, refusals forms, and other relevant documents. These should be attached to the Patient Record as
electronic files.
Click the Attached Files button to add files to your chart. A pop-up window will appear allowing you to
find the file on your computer or network. You may attach any file to the chart that you wish.

Click the Browse button to find the file you want to attach. Commonly attached files include refusal
signatures, billing authorizations, hospital face sheets, and copies of med lists or other relevant
paperwork provided to you by the patient or the patient’s family. Consult with your agency’s training
officer or computer department for instructions on how to create electronic file versions of paper
documents by using a scanner. You may attach an unlimited number of files to your chart.

Signing the Chart
Signing the chart is a legal requirement. The “electronic” signature in emsCharts performs the same
function as a physical signature on a paper PCR– you are attesting to the accuracy of the information
contained in the Patient Record that you have created.
Click the Sign Chart button to add your electronic signature. Type your emsCharts password and your
SSN (or whatever number you used for your SSN) in the pop-up window that appears. Anyone listed as a
crew member on the chart may sign it. A chart needs to be signed by only one member of the crew, but
any number of crew members may sign the chart. Click the View button to see all of the signatures that
have been added to the chart.
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NY State Export & Data Validation
emsCharts collects some standard data to the NYS Dept. of Health for statistical analysis. This data
export must be performed before the chart can be locked.
emsCharts collects the data and OPC sends the data to NYS. Once the Export is done, it goes into a
holding pattern and our regional OPC admin transmits the data to NYS once a month.
To ensure that the necessary documentation is completed for specific treatment scenarios, emsCharts
checks certain fields in the Chart to ensure that data has been entered in them. This is called Data
Validation. For example, the regional protocols require O2 and ASA for patients having chest pain that is
believed to be cardiac in nature. The data validation would be that for all patients for which Chest Pain is
chosen as the clinical impression, emsCharts can check to see if ASA and O2 are listed in the meds
given. It can be set as a warning – so that if there’s a good reason you didn’t do it, you don’t HAVE to
document the meds, but you should document the reason why you didn’t or it can make you fix it before
you can close your chart.
Begin the State Export/Data Validation process by clicking the State Export label in the Miscellaneous
Forms section of Page 9. emsCharts will display a list of Required and Recommended fields that need to
NOTE: YOU ONLY NEED TO CORRECT REQUIRED FIELDS. RECOMMENDED FIELDS MAY BE CORRECTED IF YOU DESIRE,
be corrected.
BUT IT IS NOT NECESSARY TO DO SO.
CORRECTED.

YOU WILL NOT BE ABLE TO LOCK/COMPLETE THE CHART UNTIL ALL REQUIRED FIELDS ARE

FOLLOW THE PROMPTS FOR EACH FIELD TO CORRECT IT.

Click on each Required field to open the page where that field appears. Then enter the correct data.
When you’re finished, click Page 9 on the left side of the screen, then click the State Export label again.
When all Required fields are correctly entered, the State Export form appears. Scroll to the bottom of the
screen and click the Save button. emsCharts will display a list of passed fields. Click the Continue or
Close button on this window.
When the State Export has been sent, a completed notice will appear next to the State Export line under
the Miscellaneous Forms. You may then complete/lock the chart.

Completing/Locking The Chart
Locking the chart has several results. Locked charts cannot be edited, though you can continue to add
Addendums to a Locked chart. This is useful if you lock the chart before you’ve added all the information
you intended to. It will also be useful if your chart is flagged for Quality Assurance (QA).
Completing/Locking the chart moves it out of Data Entry mode and places it into the Quality Assurance
queue. QA procedures will vary from agency to agency so contact your training officer for more details.
Once you lock/complete the chart you may not make any changes to data entered on that chart. You
may continue to create Addendums, however.
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Click the Complete/Lock Chart button to initiate the locking process. The emsCharts program will not
allow you to complete a chart until all required fields have been completed. Required fields may vary from
agency to agency. If you are missing information in any required fields, emsCharts will open a pop-up
window that will tell you the items and pages where the required information needs to be added. Click
each page listed in the pop-up window to open that page so that you can fill in the missing information.
NOTE:
Then return to Page 9 by clicking it's entry on the navigation bar at the left side of the screen.
EMSCHARTS WILL CHECK FOR MISSING INFORMATION IN REQUIRED FIELDS. IT ALSO LOOKS FOR MISSING INFORMATION IN RECOMMENDED
FIELDS.

RECOMMENDED FIELDS SHOULD BE COMPLETED, BUT IT IS NOT NECESSARY TO COMPLETE THEM IN ORDER TO COMPLETE/LOCK THE

CHART.

Addendums
Addendums can be used to add notes, or make any other comments you wish to add to the chart. Saved
addendums become part of the official record, so be sure to only put information into the addendum that
you want to appear on the official record. An addendum is limited to about 4000 characters, the amount
on a typed page of text. You may attach as many addendums as you want to a Chart.

BEST PRACTICE: AVOID PLACING YOUR NARRATIVE IN AN ADDENDUM. THE ADDENDUM IS MEANT TO RECORD INFORMATION
ADDED TO THE RECORD AFTER IT HAS BEEN LOCKED/COMPLETED. USE THE COMMENT FIELDS ON THE VARIOUS PRECEEDING
SCREENS AND THE ACTIVITY LOG TO BUILD YOUR NARRATIVE. IF YOU LATER REMEMBER DETAILS THAT WERE OMITTED FROM YOUR
NARRATIVE YOU MAY ADD THEM USING AN ADDENDUM.
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