New York
Statewide School Health Services Center

Report of AED Use
Please mail or fax form to:  NY Statewide School Health Services Center, 43 Turner Dr., Spencerport, NY  14559
Fax number: (585) 352-9131

School District: 








 Public  FORMCHECKBOX 
  Nonpublic  FORMCHECKBOX 

Student/ Staff Member Age: 






 
 Gender:      M  FORMCHECKBOX 
      F  FORMCHECKBOX 
          
Previously diagnosed cardiac condition:  
Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 
     Unknown   FORMCHECKBOX 
    
Date of occurrence: 




Time of occurrence: 






Symptoms seen:  













Location of individual when symptoms developed: 








Location of individual when AED administered: 









Location of AED storage: 












How long did it take to move the AED to the student or staff member in need? 





AED administered by:     

RN  FORMCHECKBOX 
       LPN  FORMCHECKBOX 
     Health Aide   FORMCHECKBOX 
     
Unlicensed Staff Member   FORMCHECKBOX 
        EMS   FORMCHECKBOX 
    Other   FORMCHECKBOX 
    
If other, please specify: 












If other than an RN, was this person formally trained?   Yes  FORMCHECKBOX 
      No  FORMCHECKBOX 
       Date of training 



What organization or program was used for training the responder?  
American Red Cross  FORMCHECKBOX 


American Heart Association  FORMCHECKBOX 
    School District Training   FORMCHECKBOX 
     Other  FORMCHECKBOX 

If other, please specify: 












Approximate time between onset of symptoms and AED usage: 







Disposition:

Transferred to ER:    

Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
                                        
Hospitalized:  
          
 
Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 


Did the student or staff member survive the episode? 
Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 
     
Debriefing meeting held at school? 
 Yes FORMCHECKBOX 

   No  FORMCHECKBOX 

