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	Chief Complaint: Sudden onset of severe chest pain
	Description of Complaint: Patient describes the pain as a "crushing" sensation, radiating to the left arm
	Onset of Complaint: Approximately 30 minutes prior to EMS arrival
	Medical History: History of hypertension, no prior cardiac issues
	Patient  s SelfReported Health: Generally good, except for the current issue
	Medications: Lisinopril, daily aspirin
	Allergies: No known allergies
	Last Oral Intake: Breakfast, around 8:00 AM
	PrecipitatingPalliating Factors: Pain started while at rest, no relief from sitting position
	Vital Signs: BP 160/90, pulse 110, respiration 20, O2 sat 94% on room air
	General Observations: Patient appears anxious and diaphoretic
	AirwayRespiratory: Airway clear, respirations slightly labored
	Cardiovascular: Regular rhythm, no murmurs or gallops
	NeurologicalHead: Alert and oriented, pupils equal and reactive
	Other Observations: No obvious injuries or external signs of trauma
	Examination of head face neck chest abdomen pelvis backspine and extremities: No JVD, clear lung sounds, no pedal edema
	Results of diagnostic tests such as ECG blood glucose SaO2 ETCO2 etc: ECG shows ST elevation in anterior leads, blood glucose 120 mg/dL
	Field Diagnosis: Suspected acute myocardial infarction
	Interventions: Administered oxygen, aspirin 325 mg, nitroglycerin 0.4 mg sublingual, morphine 4 mg IV for pain
	Patient Education: Explained the signs of a heart attack and the importance of immediate hospital care
	Destination: City General Hospital, Cardiac Care Unit
	Transport Method: Advanced Life Support Ambulance
	Patient Status During Transport: Stable but monitored for arrhythmias
	Communication with the Receiving Facility: Informed ER of suspected MI, ECG transmitted
	Outcome: Patient admitted to cardiac care for further treatment
	FollowUp Actions: Recommended follow-up with a cardiologist after discharge
	Additional Notes: Family members notified and en route to the hospital

	Name: Jack Hutcherson, EMT
	Date and Time: 04/07/2029


