
MIRAMAR COLLEGE EMT Program 
Patient Assessment Clinical Experience Form 

 
Student’s Name__________________________ Instructor’s Name___________________________ 
 
 
Age_______ year/month/day   Sex_______ Weight _____lb/kg   
 
Chief Complaint _________________________________________  
 
History of Event 
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 
                   Initial                                 Final 

O   
P   
Q   
R   
S   
T   
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
____________________________________​ ​ ​ ​  
​ ​            ​​ ​  
Time LOC 

Initial      Final 
B/P Pulse Resp    Lungs 

  (R)      (L)  
 SAT Color Temp    Cond    Eyes 

(R)      (L) 
Blood 
Sugar 

        R/A      
 

 
 

 
 

  

        O2         Temp 

        Update          

​ ​
​  
Secondary 

Survey 
 
 
 

 
 
 
 
Proctor Name____________________________ Facility___________________ 
Date__________________ 


