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BCEAA 

Instructional Guide for EMS Charts Data Entry  

 

 

Go to web site:  www.emscharts.com  

Login:  first and last name, no caps, no spaces 

Password:  password you selected 

Click Login Button 

 

Example of Home Page 

 
 

Go to the service login on the right 

 

Enter the ñbaseò (station) you are responding from. 

Unit ï Unit number of Ambulance you responded to call in. 

 

Donôt do anything to ñMedic 98 crewò box. 

 

If you have any run sheets with Q/A flags on them you would click on these and correct them accordingly via 

the three methods that will be stated.  Once completed, they will go to the Q/A supervisor. 

 

Click ñPatient Recordsò to advance Patient Records page. 

 

 

 

 

 

 

 

 

 

 

 

 

http://www.emscharts.com/
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Click on incomplete chart to finish a previously started chart. 

 

 

Example of Patient Records Page 

 
 

Click ñCreate blank chartò to create a new chart. The Dispatch screen will appear 

 

Example of Dispatch Screen 
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*Some info is already entered for you; make sure it applies to your specific run, use drop down boxes to 

make any changes.  The required fields to enter are hi-lighted on the Example of Dispatch Screen. 

 

Dispatch Number:  The full CAD system number assigned by Berkeley dispatch, example:  0910-01234. You 

may cut and paste directly from the CAD page. 

 

General  

Base site:  Station you are responding from. 

Unit:  Ambulance you responded to Call on and whether your crew is ALS or BLS. 

Type of Svc: Select ñSceneò and ñUnsched.ò For all calls except those with another Agency. I.e. if you intercept 

a Morgan County, City of Martinsburg, or JCEAA unit then you will select óInterceptô instead of óSceneô. 

Category:  problem you were dispatched for 

Dispatched as:  same as the ñcategoryò  NOTE:  we know this is a repeat but both fields are required by 

PREMIS. 

Outcome:  ñtreated and transportedò, ñrefused servicesò, ñDOAò, etc. 

Mass Casualty: Yes or No 

 

Crew Members 

D ï Driver 

P ï Primary attendant 

S ï Secondary attendant 

T ï Tertiary attendant 

Other ï student, third person, etc. 

 

Referring (Scene) 
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Type:  Should always be defaulted to ñotherò 

Other Type:  may be called to Residence, Drôs office, nursing home, Farm, etc. 

Location: Enter address of scene location. Name field is used for business name i.e. Wal-Mart - (This is not 

the Patientôs Name) 

Requester:  who called 911 ï i.e. Bystander, Patient, Law Enforcement, or 3
rd

 Party Caller 

Mode:  How you responded, which may be lights/sirens most of the time. 

Moved Via:  How you moved your patient 

Position:  How you positioned them for transport. 

 

Receiving (Facility)  

Type:  Will always be hospital 

Name:  Which hospital ï select from drop down list 

Unit:   Which department in the hospital you took PT too, will be emergency department most of the time, could 

be OB. 

Mode:  Your response mode to the hospital ï normally no lights, no sirens 

Dest. Basis:  Pt. choice, closest facility, etc. 

Moved From:  How you moved your patient at the facility. 

Condition:  What the status of your patient was when you reached the hospital. 

 

Times 

*Click on edit times and you must fill in all blanks from ñreceived through availableò changing the time 

accordingly using military time format. 

 

Odometer 

At ref: Mileage at scene 

At Rec: Mileage at Hospital 

Place mileage at scene and at hospital, the system will calculate loaded mileage. 

 

 

To add a Patient 

 

Click óAdd Patient >>ô button to add patient.  

Click on óSearch for Existing Patientô button.  
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If patient exists, click on Patientôs name to add patient to your chart.  

 

If patient doesnôt exist, click óAdd New Patientô button. 

 

 
 

Note: You must search to see if the patient exists in the system before adding them as a new patient. If your 

patient is a ñfrequent flyerò you can locate them and just click and add them to your chart. All previous patient 

info will be displayed and you can verify or update any new patient information.  

 

Items hi-lighted in yellow on the óPatient Informationô page are all required for billing. If you have a óminorô 

patient, use the ñrelationship/guarantorò box to enter Parent/Legal Guardian information.  If patient is an 

emancipated minor and they will need documentation for same, then place in this box ñemancipatedò for the 

name of the relationship/guarantor. 

 

Click óNext >>ô to advance to Chief Complaint/HPI page 
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Page 2 - Chief Complaint/History Page 

 

 
 

All required fields are hi-lighted in yellow. 

 

System: Use drop down box to select Body system(s). 

Symptoms:   Use drop down box to select Symptom(s). 

Impression:  Use drop down box to select your Impression(s). 

Anatomic Location:  Use drop down box to select Specific location(s) affected. 

 

Note: Chief complaint, Secondary complaint, History of Present Illness, Scene Description, And Patient 

Belongings are all free text field that you can type information.  The ABC box beside these will spell 

check your text. Chief complaint limited to 50 characters or less.  

 

Chief complaint and History of Present Illness are required.  You must place pertinent information in these 

from your assessment.  Use the OPQRST mnemonic when writing your History of Present Illness, which will 

provide consistency among our providers and hopefully prohibit missed information.  Although, the electronic 

form generates a pretty detailed run report you must provide this information. 

 

Factors Affecting Care:  Response, scene and transportation factors need completed if applicable. 

 

Reason for Encounter: Injury or Non-Injury 

Drugs/Alcohol:  Enter if applicable, but if you enter these fields you must put in the Indicators for them, 

meaning how you came to this conclusion, be careful unless you document in a narrative ñpatient statesò  you 

canôt assume someone is under the influence by smell or behavior.  You can suspect and treat accordingly. 

 

Click óNext Page>>ô to advance to Neuro and Airway Page 
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Page 3 - Neuro and Airway   

 

 
 

Hi-Lighted fields are required and are defaulted with normal values.  You will need to change these accordingly 

based on your assessment findings. 

 

Level of Consciousness:  AVPU Scale 

Orientation : Alert, Disoriented, Confused 

Neuro Exam: Check all that apply 

Neurologic Deficit: Check all that apply based on your assessment 

Comments: Enter any pertinent comments on Patientôs Neurologic assessment findings 

Pupils: Enter Pupil Size and Pupil Reactivity for each eye. 

Motor/Sensory: Enter assessment findings for each extremity. Select Not Assessed if no assessment was 

performed. 

Initial G lasgow Coma Score: Enter patients GCS 

Status of Airway: Status of Patientôs airway upon your initial contact with patient 

 

Click óNext >>ô to advance to Respiratory/Cardiovascular Page 

 

 

 

 

 

 

 

 

 


